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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbitujftteMJiat  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  ctiange 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning-May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  India- 
napolis 6,  Indiana. 
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epilepsy  may  limit 
opportunity. 
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uiiantin 

(diphenylhydantoin) 


PARKE-DAV1S 


extends  horizons 


This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containing 0. 1 Gm. and 0.03  Gm. 

*Roseman,  E.:  Neurology  1 1:912,  1961.  336s4 
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BSP®  DISPOSABLE  UNIT 

H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 

Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  "unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg. /kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 


in  boxes  of  10’s  and  25’s. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


( BSPD1 ) 


BALTIMORE,  MARYLAND  21201 


What  to  tell 

your  patients  about  MAA 
and  their  Blue  Cross-Physieians 
Service  Membership 


The  new  Rhode  Island  Medical  Assistance 
for  the  Aged  [MAA]  program  may  affect 
many  of  your  patients. 

Since  the  new  State  Program  provides 
even  greater  benefits  for  senior  citizens 
than  most  Blue  Cross-Physicians  Service 
memberships,  and  is  provided  at  no  cost 
to  patients,  here  is  what  the  health  plans 
recommend: 

• First,  suggest  the  patient  become  certi- 
fied for  benefits  under  the  program.  He 
may  write  to:  MAA,  Box  1119,  Post  Office 
Annex,  Providence,  R.I.  for  an  application. 

• The  patient  will  hear  in  writing  from 
the  State  advising  him  either  “yes”  or 
“no”  concerning  eligibility. 


• If  the  patient  IS  certified  eligible,  Blue 
Cross-Physicians  Service  should  be  noti- 
fied immediately.  Membership  then  will 
be  put  in  a no-charge  reserve  status.  Pre- 
paid membership  dues,  if  any,  will  be 
refunded  effective  the  first  of  the  month 
following  notification  to  the  health  plans. 

• Should  the  patient  ever  become  ineligi- 
ble for  MAA  benefits,  Blue  Cross-Physi- 
cians Service  will  immediately  reinstate 
membership  without  any  waiting  period 
for  protection  to  begin. 

Senior  citizens  who  qualify  for  MAA  will 
want  to  act  now!  And  Blue  Cross-Physi- 
cians Service  stands  ready  to  assist  in  any 
way  possible  ...  to  help  answer  questions 
and  provide  advice  to  senior  citizens,  j! 


rn  Y SIC  I A AS  SE  It  VICE 


31  Canal  Street,  Providence,  Rhode  Island 
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Step  1. 
one  drop  of 
capillary  or 
venous  blood 


Step  2. 

wash  away  blood 
at  exactly 
one  minute 


J g : ill  IT  g 

Step  3. 
immediately 
compare  with 
color  chart 


DEXTROSTIX 


. . for  quantitative  blood-glucose  estimations 


BRAND 


REAGENT  STRIPS 


With  Dextrostix,  quantitative  blood-glucose 
estimations  are  possible  in  one  minute.  Utiliz- 
ing one  drop  of  either  capillary  or  venous 
blood,  testing  can  be  completed  while  the  pa- 
tient is  still  in  the  office.  Thus  with  Dextrostix 
you  have  a diagnostic  aid  of  great  versatility. 
A clinically  significant  range  of  readings  is 
available  with  easy-to-use  Dextrostix,  mak- 
ing this  new  test  invaluable  in  physical  exam- 
inations, routine  checkups  of  your  diabetic 
patients,  and  in  emergencies. 


Dextrostix  provides  fast,  simple  screening 
for  diabetes  in  its  earliest  stages.  Recent  inves- 
tigation has  indicated  that  “...there  is  a large 
group  of  patients  with  mild,  asymptomatic, 
diabetes  mellitus  who  remain  undetected  un- 
less blood  tests  are  employed  routinely.”51 

Available:  No.  2888  Bottle  of  25  Reagent 
Strips  (color  chart  provided  on  bottle  label). 

AMES  COMPANY,  INC  • Elkhart,  Indiana 
“Spaulding,  W.  B. ; Spitzer,  W.  O.,  and 
Truscott,  P W.:  Canad.  M.A.J.  89:329.  1963.  AMES 


73  964 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
rents—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
:ardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
lot  contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance . . . and  clinical  experience  shows  that  this  prepara- 
:ion  does  not  precipitate  the  serious  reactions  often  associated  with 
:orticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


L H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
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THE  WASHINGTON  SCENE 


A Summary  Report  Prepared  by  the  Washington  Office  of 
the  American  Medical  Association 


The  Food  and  Drug  Administration  has 
started  enforcing  the  prescription  drug  adver- 
tising provisions  of  the  new  law. 

Sales  of  ethical  drugs  are  now  exceeding  $2  bil- 
lion a year  in  the  United  States.  The  Bureau  of  the 
Census  reported  ethical  drug  sales  at  $2.05  billion 
in  1963.  the  first  year  that  they  had  gone  over  the 
$2  billion  mark.  The  Pharmaceutical  Manufacturers 
Association’s  figure  was  $2.39  billion. 

The  law  requires  that  prescription  drug  adver- 
tisements show : 

The  “established  name”  of  the  drug,  if  one 
exists,  in  type  at  least  half  as  large  as  that  used  for 
the  brand  name ; 

— Tbe  drug’s  quantitative  formula,  and 
— A true  and  non-misleading  brief  summary  of 
information  about  adverse  side  effects,  contraindi- 
cations, and  effectiveness  of  the  drug  for  the  guid- 
ance of  physicians. 

In  enforcing  these  requirements,  FDA  said  it 
would  seek  to  determine  whether  a fair  balance 
exists  between  the  information  on  effectiveness 
and  that  on  side  effects  and  contraindications. 

The  FDA’s  Bureau  of  Medicine  has  started 
monitoring  professional  journal  advertising  for 
prescription  drugs.  It  will  forward  violative  adver- 
tisements with  appropriate  recommendations  to  the 
FDA  Bureau  of  Regulatory  Compliance. 

Dr.  Joseph  F.  Sadusk,  Jr.,  Medical  Director  of 
FDA,  said  that  it  is  the  duty  of  physicians  to  keep 
fully  informed  of  the  composition,  mode  of  action, 
efficacy  and  potential  toxicity  of  drugs  because  as 
the  potency  of  drugs  increases,  “so  generally  does 
their  complexity  and  their  potentiality  for  harm.” 
Violations  of  prescription  drug  advertising  will 
be  evaluated  in  two  categories : 

— Positive  claims  or  omissions  concerning  the 
product  which  present  potential  danger  to  the 
patient  in  varying  degrees.  Examples  include  omis- 
sion of  some  of  the  pertinent  side  effects,  precau- 
tions or  contraindications ; improper  statements 
about  the  effectiveness  of,  or  indications  for,  the 
drug  or  antibiotic  ; omission  of  some  of  the  informa- 
tion on  various  dosage  forms,  ingredients,  or  direc- 
tions for  use  where  required. 

— Claims  which  may  or  may  not  involve  danger 
to  patient  health  but  which,  in  the  selling  message, 


can  seriously  mislead  as  to  the  proper  place  of  the 
drug  or  antibiotic  in  the  total  spectrum  of  products 
available  to  meet  a specific  disease  situation. 

* * * 

The  American  Medical  Association  and  the  Food 
and  Drug  Administration  have  warned  that  two 
fever  and  pain-relieving  drugs  are  causing  fatal 
agranulocytosis,  a blood  disorder,  in  some  patients. 

The  drugs  are  aminopyrine  and  dipyrone.  closely 
related  compounds  which  have  been  dispensed 
widely  by  prescription  for  many  years.  Drastic  label 
changes  restricting  the  recommended  uses  for  the 
drugs  were  announced  by  FDA.  An  editorial  sup- 
porting the  FDA  action  was  carried  in  the  AMA’s 
journal,  JAMA. 

The  FDA  ruling  was  based  on  case  reports  col- 
lected by  AM  A and  on  recommendations  of  a special 
committee  of  medical  experts  in  the  fields  of  hema- 
tology. internal  medicine,  neurology,  pediatrics  and 
pharmacology. 

5?S  5k 

Nearly  one  million  more  people  were  admitted 
to  hospitals  in  the  U.  S.  in  1963  than  in  the  previous 
year,  according  to  the  Health  Insurance  Institute. 

The  Institute  said  that  American  Hospital  Asso- 
ciation statistics  showed  a record  25,267,000  Amer- 
icans, or  one  of  every  seven,  were  hospitalized  last 
year.  This  represented  an  increase  of  960,000  over 

1962.  This  meant  that  each  day  more  than  69,000 
persons  entered  non-federal  short-term  general  and 
other  special  hospitals,  and  that  on  an  average  day 
in  1963  there  were  530,000  patients  — 2.8  persons 
per  1.000  population  — under  hospital  confinement. 

There  were  698,000  beds  available  for  patients  in 

1963,  an  average  of  3.7  beds  per  1,000  population. 

Tbe  AHA,  which  includes  terminal  hospitaliza- 
tions in  its  survey,  found  the  average  hospital  stay 
for  all  ages  to  be  7.7  days.  A study  conducted  by  the 
U.S.  National  Health  Survey,  which  included  fed- 
eral hospitals,  and  was  based  on  representative 
household  interviews,  put  the  average  hospital  stay 
at  9.4  days.  It  did  not  include  terminal  hospital  stays. 

The  NHS  report  showed  that  persons  with  health 
insurance  protection  averaged  shorter  hospital  stays 
than  those  with  no  insurance  protection  at  all.  This 
may  indicate,  the  report  suggested,  that  persons 
with  health  insurance  protection  will  seek  hospital 

continued  on  page  8 
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When  you  put  patients  on“special”fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

And  once  they've  tried  it,  they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foodsand  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181 :41 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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THE  WASHINGTON  SCENE 

continued  from  page  6 

care  more  often  for  diagnosis  or  for  less  serious 
illness  than  the  uninsured. 

The  number  of  persons  protected  by  hospital 
expense  insurance  provided  by  insurance  companies, 
Blue  Cross.  Blue  Shield  and  other  health  care  plans, 
rose  to  145,329,000  by  the  end  of  1963,  the  Institute 
said. 

Benefits  paid  by  these  organizations  toward  the 
costs  of  hospital  care  totaled  $4,544,000,000.  or  an 
average  of  $12.5  million  a day.  Total  health  insur- 
ance benefits  amounted  to  $7.8  billion. 

5js  5-1 

A Presidential  Study  Commission  has  recom- 
mended a $2.9  billion  program  on  heart  disease, 
cancer  and  stroke. 

The  research  and  treatment  plan  would  be  built 
around  a network  of  regional  centers  designed  to 
learn  more  about  these  diseases  which  cause  70 
per  cent  of  American  deaths. 

The  study  group  was  set  up  by  President  Johnson 
in  March  and  commissioned  to  draw  up  a blueprint 
for  improving  national  facilities  for  fighting  these 
diseases.  At  present  the  government  is  spending 
about  $220  million  in  the  research  and  treatment 
areas  covered  by  the  report. 

The  group  urged  establishment  of  a network  of 
regional  heart  disease,  cancer  and  stroke  centers 
“for  clinical  investigation,  teaching  and  patient 
care.” 

These  would  be  located  in  universities,  hospitals, 
research  institutes  and  other  institutions. 

Included  would  be  25  centers  for  heart  disease. 
20  for  cancer  and  15  for  stroke  to  lie  established 
over  a five-year  period. 

The  program  also  would  include  a second  national 
network  of  "diagnostic  and  treatment  stations” 
located  in  communities  throughout  the  nation.  The 
purpose  of  this  would  he  “to  bring  the  highest  med- 
ical skills  in  heart  disease,  cancer  and  stroke  within 
reach  of  every  citizen.”  This  plan  envisions  over  a 
five-vear  period  150  stations  for  heart  disease.  200 
for  cancer  and  100  for  stroke. 

The  group  also  urged  “a  broad  and  flexible  pro- 
gram of  grant  support”  to  stimulate  more  advanced 
research  efforts  in  university  medical  schools,  hos- 
pitals and  other  health  care  centers. 

it  suggested  that  the  Public  Health  Service 
receive  $25  million  for  such  grants  the  first  year 
which  would  be  raised  to  $75  million  the  fifth  year 
of  operation. 

The  American  Medical  Association  withheld 
comment  on  the  report  for  the  time  being. 

“If,  however,  legislation  is  introduced  in  the 
Congress  calling  for  implementation  of  the  pro- 
gram, the  A.M.A.  will  react  at  that  time,”  a spokes- 
man said. 


Hygrotorr 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re- 
tention of  salt  and  water. 
Contraindications 
Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 
Precautions 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and 
potassium  depletion  may  occur; 
take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 
Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 
Average  Dosage 
One  tablet  (100  mg.)  daily  with 
breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


How  does 
Hygrotoir 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  very  high.  In  terms  of  one 
week’s  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And 
fewer  to  pay  for. 

For  sheer  diuretic  effective- 
ness, choose  Hygroton®,  brand 
of  chlorthalidone.  It  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’ll 
stack  it  up  against  any  diuretic. 


Geigy 
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NEW  ENGLAND  PHYSICIANS’  RETIREMENT  PROGRAM 

(Reprinted  with  minor  alterations  from  the  Massachusetts  Physician, 

with  permission  of  the  Editor) 


Q.  Did  vou  join  the  New  England  Physicians' 
Retirement  Program  ? 

A.  Yes.  I invested  in  the  Beacon  Investing  Cor- 
poration shortly  after  it  was  started,  and  I added  the 
New  England  Mutual  Life  Insurance  annuity  pro- 
gram when  it  came  out  last  December. 

0.  How  has  the  retirement  program  been  pro- 
gressing? 

A.  Well,  the  Beacon  Fund  has  reallv  been  going 
places.  I paid  $10  a share  for  Beacon  in  1962  and  in 
November  of  this  year  — 29  months  later  — the 
net  asset  value  was  SI 4. 14. 

Q.  Say.  that’s  very  good.  How  big  is  the  Fund 
now  ? 

A.  As  of  November  the  market  value  of  the 
securities  in  its  portfolio  was  $3,155,230.77,  and 
the  Fund  now  has  1.117  shareholders. 

O.  Has  it  paid  anv  dividends? 

A.  Yes.  but  I haven’t  taken  any  money  out.  I’m 
letting  the  dividends  accumulate  and  buying  more 
shares  every  month.  There  have  also  been  capital 
gains. 

O.  In  what  way  is  the  Beacon  Fund  better  than 
other  mutual  funds? 

A.  You  usually  have  to  pay  an  8 per  cent  loading 
charge  if  you  buy  other  mutuals.  In  Beacon  there’s 
no  sales  load,  no  underwriting  commissions,  no 
distribution  charges  and  no  discount  on  redemp- 
tion ; and  no  officer  or  director  receives  any 
remuneration,  only  travel  expenses  for  attending 
directors’  meetings. 

Q.  No  other  expenses  ? 

A.  Standard  & Poor  is  paid  1/10  of  one  per  cent 
of  net  asset  value  for  its  investment  advice,  and  the 
National  Shawmut  Bank  is  paid  1/4  of  one  per  cent 
as  custodian.  A modest  retaining  fee  is  paid  to  a 
New  York  lawyer  who  is  also  attorney  for  Standard 
& Poor.  And  that  is  all. 

Q.  Can  you  sell  your  shares  in  Beacon  at  any 
time  ? 

A.  Yes,  and  still  receive  full  asset  value. 

Q.  Who  are  the  directors  of  the  Beacon  Fund? 

A.  Eighteen  physicians.  Three  from  each  New 
England  State  Medical  Society.  They  have  the 


right  to  accept  or  reject  investment  recommenda- 
tions made  by  Standard  & Poor. 

Q.  How  is  the  money  invested  ? 

A.  So  far.  only  in  common  stocks  that  Standard 
& Poor  believe  have  a growth  potential.  If  at  any 
time  it  seems  advisable  to  invest  in  senior  securities, 
that  is  permitted  in  the  investment  policy. 

O.  Is  there  a maximum  and  minimum  amount 
that  can  be  invested? 

A.  Yes.  The  initial  subscription  must  be  at  least 
$100,  and  no  single  purchaser  can  invest  more  than 
a total  of  $200,000  during  any  one  calendar  vear. 

Q.  Can  anyone  buy  Beacon  shares? 

A.  No.  Only  resident  members  of  New  England 
State  Medical  Societies  and  immediate  members  of 
their  families,  such  as  spouse  and  lineal  ascendant 
and  descendant  relations.  Also  medical  societies, 
physician  associations,  clinics,  hospitals  and  medi- 
cal publications,  but  they  must  all  be  located  in 
New  England. 

Q.  Well,  the  Beacon  Fund  certainly  sounds 
interesting.  How  about  the  annuity  portion  of  the 
retirement  program  ? 

A.  The  eligibility  requirements  for  the  annuity 
program  are  about  the  same  as  for  Beacon.  Only 
members  of  a New  England  State  Medical  Society 
or  their  executive  employees  are  eligible. 

O.  What  are  the  important  features  of  the  annu- 
ity program  ? 

A.  New  England  Life  designed  the  annuity  pro- 
gram specifically  for  the  New  England  physicians. 
Through  the  operation  of  a group  annuity  contract 
the  insurance  company  translates  your  current  con- 
tributions into  retirement  annuities.  As  a matter  of 
fact,  there  are  really  two  annuity  programs.  The 
“qualified"  program  takes  advantage  of  the  Keogh 
Bill  or  HR-10  and  a second,  “nonqualified"  pro- 
gram is  available  for  those  physicians  who  do  not 
care  to  take  advantage  of  this  legislation. 

Q.  What  will  the  annuity  plan  provide  in  the 
way  of  retirement  income  ? 

A.  Of  course,  it  depends  on  age  and  amount  of 
contributions.  For  example,  if  a male  physician  con- 
tributed $1,000  annually  from  age  40  to  retirement 

continued  on  page  13 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 


A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


mmmmmmtmummmmmmmm 


In  colds  and  sinusitis 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  V*  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  'rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (’/2°/o) 
and  children  (’A %),  in  solutions  of  Vs,  V«  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


l/i/mf/irop] 


For  treatment  of 
emotional  factors 
in  cardiovascular 
disease 


Has  very  rarely  demonstrated  adverse  effects  on  car- 
diovascular dynamics  or  other  autonomic  functions. 

May  be  prescribed  with  other  medications  often  used 
in  cardiovascular  disorders;  for  example,  coronary 
vasodilators,  diuretics,  anticoagulants  or  cardiac 
glycosides. 

Can  be  of  particular  value  in  the  elderly— does  not 
cause  the  paradoxical  excitation  sometimes  seen 
with  barbiturates. 

1 Encourages  normal  sleep  by  helping  relax  physical 
and  emotional  tensions. 

1 Readily  absorbed  and  relatively  free  from  cumula- 
tive drug  effects. 


The  one  tranquilizer  that  /W  • 1 A.  rm%® 

belongs  in  every  practice  | \ j 1 1 H J \\  | 

(meprobamate) 

Wallace  Laboratories/ Cranbury,  N.  J. 
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for  treatment 
of  emotional  factors  in 
cardiovascular  disease 

BRIEF  SUMMARY 

Indications:  Anxiety  and  tension  states.  Also 
as  adjunctive  therapy  when  anxiety  may  be 
a causative  or  disturbing  factor. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate. 
Important  precautions:  Should  administra- 
tion of  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be 
reduced.  Operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Pre- 
scribe cautiously  and  in  small  quantities  to 
patients  with  suicidal  tendencies.  Consider 
possibility  of  dependence,  particularly  in 
patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  prolonged 
use  at  high  dosage.  Abrupt  withdrawal  may 
precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including, 
rarely,  epileptiform  seizures.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering 
from  both  grand  and  petit  mal. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  reac- 
tions are  rare,  generally  developing  after  one 
to  four  doses  of  the  drug.  Mild  reactions  are 
characterized  by  an  urticarial  or  erythema- 
tous, maculopapular  rash.  Acute  nonthrom- 
bocytopenic purpura  with  peripheral  edema 
and  fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 
rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasm,  hypotensive  crises 
(1  fatal  case),  anuria,  stomatitis,  proctitis, 
and  anaphylaxis.  Treatment  should  be  symp- 
tomatic and  the  drug  not  reinstituted.  Isolated 
cases  of  agranulocytosis  and  thrombocyto- 
penic purpura,  and  a single  fatal  instance  of 
aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  ex- 
cessive meprobamate  dosage.  Massive  over- 
dosage may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory 
collapse. 

Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  400  mg.  scored  tablets;  200  mg. 
coated  tablets. 

Before  prescribing,  consult  package  circular. 


Miltown* 

(meprobamate) 

\£r.  Wallace  Laboratories  / Cranbury,  N.  J. 


PHYSICIANS  RETIREMENT  PROGRAM 

concluded  from  page  10 

age  70  under  the  HR- 10  plan,  he  would  have  an 
annual  annuity,  guaranteed  for  life,  equal  to 
$3,994.30.  But  that's  not  all  — New  England  Life 
guarantees  to  return  at  least  100  per  cent  of  your 
contributions  if  you  should  die  before  retirement. 
If  you  die  after  retirement  without  collecting  an 
amount  equal  to  your  total  contributions  with  in- 
terest, the  difference  is  returned  to  your  beneficiary. 

Q.  Is  there  any  minimum  to  the  amount  of 
money  required  each  year? 

A.  Yes,  the  minimum  annual  contribution  is  $180. 

Q.  Why  is  New  England  Life’s  annuity  program 
better  than  some  of  the  others  I’ve  heard  about? 

A.  Because  it  was  designed  specifically  for  phy- 
sicians in  New  England.  It’s  on  a group  basis  and 
this  permits  economies  in  administration. 

Q.  How  does  one  go  about  becoming  a member 
of  this  retirement  program  ? 

A.  By  writing  to  the  Trust  Department  of  the 
National  Shawmut  Bank  and  requesting  an  appli- 
cation. They  will  also  send  a Beacon  Fund  prospec- 
tus. As  I said  before,  the  initial  investment  in 
Beacon  must  he  at  least  $100.  After  that  as  little  as 
$25  at  a time  can  be  remitted.  The  Bank  keeps  the 
money  until  the  tenth  of  the  month  when  it  is 
invested  upon  the  advice  of  Standard  & Poor  and 
approved  by  the  Executive  Committee  of  Beacon’s 
Board  of  Directors.  I believe  that  this  idea  of 
investing  on  the  same  day  of  every  month  irrespec- 
tive of  the  condition  of  the  stock  market  is  called 
“dollar  averaging.” 

Q.  I have  heard  of  that.  It  is  supposed  to  be 
better  than  trying  to  guess  the  market. 

A.  I almost  forgot  to  mention  that  one  of  the 
purposes  of  the  retirement  program  is  to  provide 
for  New  England  physicians  a balanced  program. 
The  Beacon  Fund  allows  a physician  to  invest  his 
money  in  growth  stocks  as  a hedge  against  inflation, 
and  the  annuity  program  allows  the  physician  to 
invest  in  annuities  as  a hedge  against  deflation. 

Q.  You  know,  I think  I will  write  to  the  National 
Shawmut  Bank  for  an  application  and  a copy  of  the 
prospectus.  I like  this  idea  of  a balanced  program. 
You  have  been  most  informative,  and  I appreciate 
it  very  much. 


PATRONIZE  JOURNAL 
ADVERTISERS 


CM-4105 


DERMAQUIZ 

Conducted  by  Francesco  Ronchese,  m.d. 


(Left)  Circinated,  indolent,  whitish,  raised  hard  (Right)  Nodules,  movable,  indolent,  whitish,  the 

border,  several  years  duration.  biggest  the  oldest,  with  a distinct  pathognomonic 

umbilicus  in  the  center. 

(SEE  PAGE  39  FOR  ANSWERS) 


Wherever  you  go 
forget  your  telephone 
calls.  Well  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


TRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
lobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy, 
he  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
jgic  stress,  may  benefit  from  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B«,  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B 1 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies Supplied  in  decorative  “reminder' ' 

jars  of  30  (one  month's  supply) 
(three  months'  supply) 

and  100 

EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 

8 693-4 
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HOSPITAL  TRUST 

medac  system 

New  service  for  the 
medical  profession 

automated  bookkeeping  & billing  by  computer 

Now  you  can  have  the  speed  and  efficiency  of  modern  electronics 
to  co-ordinate  your  bookkeeping  and  billing.  The  Medac  System 
was  based  on  extensive  research  among  scores  of  doctors,  and  is 
now  in  use  from  coast  to  coast.  With  its  built-in  collection  system, 
Medac  has  developed  substantial  savings  to  doctors  with  faster 
collections  resulting  in  increased  cash  income  flow.  Medac  was 
created  to  serve,  free-up  and  release  the  doctor  of  mechanical 
responsibilities ...  to  permit  him  extra  hours  with  patients. 

A compact  IBM  transmitter  in  your  office  connects  yrou  to  a 
million  dollar  computer  center  through  your  telephone.  It  takes 
only  15  minutes  to  transmit  the  daily  transactions  of  an  average 
size  practice.  No  special  training  is  necessary  and  changeover 
from  your  present  system  can  be  made  with  no  interruptions  in 
monthly  billing. 

I © 1 

RHODE  ISLAND 

Hospital  Trust 

COMPANY 


MEDAC  DIVISION  15  WESTMINSTER  STREET  JA.  1-6700 


JANUARY,  196  5 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

‘EMPRAZIL 


I® 


Each  layered  tablet  contains: 


TABLETS 


‘Sudafed’-  brand  Pseudoephedrine  Hydrochloride  20  mg. 


'Perazil'®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 


To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 


Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 


Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only  — as 

‘EMPRAZIL-C’®  tablets 


Complete  literature  available  on  request  from  Professional 
^ Services  Dept.  PML. 


iUi  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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on  Virtually  any  Ulcer  Regimen- 


PRO-BANTHINE' 

(propantheline  bromide) 


Historically,  reduction  of  acid  and  motility 
in  peptic  ulcer  has  been  approached  through 
the  use  of  antacids,  dietary  management 
and  surgery. 

Since  1953,  however.  Pro-Banthine  used 
alone  or  in  addition  to  other  measures  has 
contributed  importantly  to  achieving  both 
of  these  goals.  It  has  been  shown  repeatedly 
that  adequate  doses  of  Pro-Banthine  will  sig- 
nificantly inhibit  gastric  acid  secretion  and 
reduce  gastrointestinal  motility. 

So  dependable  have  these  actions  been  that 
now,  for  many,  standard  treatment  of  peptic 
ulcer  and  several  allied  conditions  has  be- 
come antacids  plus  Pro-Banthine,  dietary 
management  plus  Pro-Banthine,  surgery 
plus  Pro-Banthine,  or  some  combination  of 
the  three. 

Pro-Banthine  has  become  the  most  widely 


prescribed  anticholinergic  for  patients  with 
peptic  ulcer,  functional  hypermotility,  irri- 
table colon,  pylorospasm  and  biliary  dyski- 
nesia because  patients  respond  favorably  to 
its  therapeutic  actions. 

Side  Effects  and  Precautions -Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  The  drug  is 
contraindicated  in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  four  tab- 
lets may  be  given  four  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago.  Illinois  60680 

Research  in  the  Service  of  Medicine 
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ICE  WATER  IN  THE  AMBULATORY  TREATMENT 
OF  DUODENAL  ULCER 

Ingestion  of  Ice  Water  Hastens  Relief  of  Ulcer  Pain  by 
Reducing  Acid  Secretion  and  Gastric  Motility 
Nathan  Sonkin,  m.d. 


The  Author.  Nathan  Sonkin,  M.D.,  of  Pawtucket, 
Rhode  Island.  Physician,  Veterans  Administration 
Regional  Office;  Physician,  Pazvtucket  Memorial 
Hospital;  Associate  Physician,  Miriam  Hospital, 
Providence,  R.  I. 

VVTangexsteen1  first  utilized  gastric  freezing 
YV  jn  {]ie  treatment  of  bleeding  ulcers.  His  work 
was  based  on  tbe  premise  that  freezing  of  the  gastric 
nmcosa  decreased  or  inhibited  gastric  secretion  for 
a variable  period  of  time  and,  in  certain  selected 
cases,  was  a substitute  for  surgery.  Palmer2  de- 
scribed tbe  use  of  ice  water  lavage  in  emergency 
treatment  of  upper  gastrointestinal  bleeding.  Hitch- 
cock et  al.3  expressed  disenchantment  with  gastric- 
freezing  in  their  study. 

Based  on  the  above  reports  and  despite  the  dis- 
appointment in  long-term  benefits  in  gastric 
freezing,  it  was  suggested  that  a decrease  in  gastric 
secretion  could  be  initiated  by  tbe  frequent  inges- 
tion of  ice  water  in  tbe  treatment  of  tbe  ambulatory 
patient  with  duodenal  ulcer.  It  therefore  remained 
to  be  demonstrated  that  this  could  be  an  effective 
adjunct  to  the  customary  office  management  of  this 
condition.  Several  advantages  could  be  envisioned 
for  such  a treatment.  It  was  virtually  costfree  and 
readily  available,  and  there  .were  no  foreseeable 
contraindications. 

Speculation  prior  to  clinical  trial  raised  certain 
questions  regarding  tbe  customary  treatment  of 
acute  or  recurrent  duodenal  ulcer.  The  beneficial 
therapeutic  effects  of  tbe  commonly  used  antacids, 
anticholinergic  agents,  antispasmodics,  sedatives, 
tranquilizers,  and  analgesics  might  possibly  be  aug- 
mented by  the  frequent  use  of  cold  water  to  aid  in 
swallowing  these  medications.  Some  of  tbe  thera- 
peutic benefits  ascribed  to  various  medications 
might  derive  partially  from  tbe  physiological  inhi- 
bition by  cold  water  of  both  the  gastric  secretory 
activity  and  tbe  motility  of  intestinal  smooth  muscle. 
Also  the  beneficial  effect  of  milk  and  cream  com- 
monly used  in  treating  acute  duodenal  ulcer  might 
be  partially  due  to  the  fact  that  they  are  usually 
taken  cold. 


All  of  tbe  patients  in  this  series  were  indoctri- 
nated concerning  the  regimen.  They  were  told  that 
ice  water  decreased  the  activitv  of  the  stomach 
secretions,  and  curbed  the  muscular  activity  of  the 
intestinal  tract,  and  that  this  would  in  turn  diminish 
their  pain.  Although  this  was  a crude  explanation, 
it  sufficed.  Peristaltic  activity  and  gastric  secretions 
are  apparently  inhibited  by  low  temperature. 

A series  of  ten  patients  were  treated  with  ice 
water.  They  included  both  acute  (previously  un- 
treated) and  recurrent  duodenal  ulcers.  The  treat- 
ment regime  consisted  of  tbe  use  of  a bland  diet, 
antacids,  propantheline  bromide,  chlordiazepoxide, 
or  phenobarbital.  and  ice  water.  The  ice  water  was 
taken  in  the  following  manner:  Instructions  were 
given  to  drink  at  least  one  eight  ounce  glass  of  ice 
water  with  each  meal  and  between  each  meal.  Two 
glasses  were  to  be  taken  at  bedtime.  A minimum  of 
about  two  quarts  daily  was  advised. 

After  beginning  this  treatment  all  patients 
improved  subjectively.  Symptoms  of  gastric  dis- 
comfort, abdominal  pain,  lower  back  pain,  acid 
eructation,  and  nausea  disappeared  within  a short 
period  of  time.  On  tbe  other  hand  those  few  in  the 
series,  who  have  been  previously  treated  without 
ice  water,  bad  required  a much  longer  period  to 
experience  an  equivalent  degree  of  improvement. 
Table  1 gives  a summary  of  tbe  study.  It  represents 
a random  sample  of  ten  patients  in  whom  the  diag- 
nosis of  acute  or  recurrent  duodenal  ulcer  was 
made.  This  group  was  treated  with  both  tbe  stand- 
aril  treatment*  and  ice  water. 

Table  2 represents  another  random  sample  of  ten 
individuals  who  were  treated  only  with  the  standard 
treatment  for  duodenal  ulcer  without  tbe  concomi- 
tant use  of  ice  water.  This  series  was  selective  only 
in  that  the  subjects  had  not  previously  been  diag- 
nosed or  treated  for  duodenal  ulcer. 

Comparison  of  the  two  groups  reveals  that  the 
addition  of  ice  water  to  the  treatment  regimen  gave 
quicker  relief.  Tbe  first  group  as  a whole  became 

*For  the  purpose  of  this  study  standard  treatment  will 
signify  bland  diet,  antacids,  propantheline  bromide,  chlordi- 
azepoxide, or  phenobarbital. 
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**I)rugs  which  were  used  in  the  standard  treatment  consisted  of  propantheline  bromide,  Titralac,®  phenobarbital,  or  chlordiazepoxidc. 


ICE  WATER  IN  THE  AMBULATORY  TREATMENT  OF  DUODENAL  ULCER 


completely  symptom-free  in  a significantly  shorter 
time  interval.  In  this  respect  ice  water  appears  to 
offer  an  additional  method  of  value  in  the  treatment 
armamentarium. 

Discussion 

Although  the  number  of  cases  is  small  and  there 
are  other  factors  involved  such  as  confidence  on  the 
patient’s  part  in  this  treatment  and  physiological 
variations  in  the  amount  of  hydrochloric  acid  in 
gastric  secretions,  it  is  suggested  that  a new  treat- 
ment adjunct  has  been  added  to  the  medical 
management  of  duodenal  ulcer  in  the  ambulatory 
patient  It  is  offered  as  a method  which  gives  rapid 
relief  of  pain  in  duodenal  ulcer.  Its  relative  simplic- 
ity will  permit  those  physicians  having  access  to 
large  numbers  of  patients  with  duodenal  ulcer  to 
make  an  early  evaluation  of  this  method  of 
treatment. 

Summary 

A new  treatment  method,  the  ingestion  of  ice 
water,  has  been  suggested  for  the  ambulatory  office 
management  of  acute  duodenal  ulcer.  It  is  sug- 
gested as  an  adjunctive  measure  to  the  standard 
treatment  of  duodenal  ulcer.  It  appears  to  offer  a 
simple,  economical  method  which  does  not  present 
any  problems  in  patient  cooperation.  It  offers  symp- 


21 

tomatic  relief  rather  quickly  and  hastens  control  of 
acute  or  recurrent  duodenal  ulcer. 

Further  extensive  experience  is  needed  to  evalu- 
ate its  effectiveness  and  long-term  effects.  It  is  not 
suggested  that  this  is  a panacea  for  duodenal  ulcer 
or  that  it  should  replace  time-proven  therapy.  How- 
ever, further  trial  with  this  safe  and  relatively 
simple  measure  appears  to  be  merited. 

Acknowledgment : In  appreciation  to  my  wife, 
Edna  Sonkin.  who  initially  conceived  the  idea  upon 
which  this  article  is  based. 

Generic  and  Trade  Names  of  Drugs 
Propantheline  Bromide : Probanthine® 
Chlordiazepoxide : Librium® 

Calcium  Carbonate  .42  gm.  and  Glycine  .18  gm. : 

1 itralac®  353  Armistice  Boulevard 

Pawtucket,  Rhode  Island 
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Table  2 


Case 

No. 

Age 

Sex 

Symptoms 

Roentgen  Findings 

Standard 
T reatment 
Only 

Results  — 
Complete 
Symptom 
Relief  in 
Weeks 

Compli- 

cations 

11 

48 

M 

Nausea,  abdominal  and  night 
pain  for  2 weeks. 

Acute  duodenal  ulcer 
with  duodenitis  and  an- 
tral gastritis 

yes 

7 

none 

12 

62 

M 

Back  pain,  abdominal  pain  re- 
lieved by  food  for  1 week 

Active  phase  of  chronic 
duodenal  ulcer 

yes 

4 

none 

13 

32 

M 

Nausea,  acid  eructations  for  3 
weeks 

Duodenal  and  prepyloric 
ulcers 

yes 

3 

none 

14 

72 

M 

Abdominal  pain,  back  pain,  nausea 
for  1 week 

Active  small  duodenal 
ulcer 

yes 

3G 

none 

15 

59 

M 

Abdominal  pain,  weight  loss, 
nausea  for  2 weeks 

Large  duodenal  ulcer 
crater 

yes 

10 

none 

16 

45 

M 

Nausea,  night  pain  mid-abdominal 
burning  for  6 weeks 

Chronic  duodenal  ulcer 

yes 

3 

none 

17 

47 

F 

Nausea,  anorexia,  heartburn, 
night  pain  for  2 weeks 

Small  active  duodenal 
ulcer 

yes 

5 

none 

18 

40 

M 

Abdominal  pain,  nausea,  heart- 
burn, night  pain  for  3 weeks 

Large  active  duodenal 
ulcer  crater 

yes 

8 

none 

19 

19 

M 

Anorexia,  nausea,  abdominal  pain 
for  4 weeks 

Small  shallow  duodenal 
ulcer  crater 

yes 

4/4 

none 

20 

33 

M 

Night  pain,  back  pain,  burning  for 
for  4 weeks 

Chronic  duodenal  ulcer 

yes 

3 

none 

9? 
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THE  MALIGNANT  CARCINOID  SYNDROME 

Symptoms  Due  to  Hypersecretion  of  Serotonin.  Report  of  Tu  o Cases, 
One  T rented  by  Hepatic  Artery  Perfusion 
Raymond  E.  Moffitt,  m.d.,  and  Charles  F.  Jones,  m.d. 


The  Authors.  Raymond  E.  Moffitt,  .1/ ,D.,  and  Charles 
F.  Jones,  M.D..  of  Cranston,  Rhode  Island.  Gastro- 
enterologists, St.  Joseph's.  Our  Lady  of  Fatima,  and 
Roger  Williams  General  hospitals. 

1x  evaluating  cases  of  intractable  diarrhea,  one 
lias  to  exclude  the  malignant  carcinoid  syndrome. 
Proper  orientation  requires  a consideration  of  the 
enterochromaffin  system,  the  carcinoid  tumor, 
the  malignant  carcinoid  syndrome  and  the 
nature  and  pharmacology  of  5-hvdroxytryptamine 
(serotonin).1 

The  incidence  of  carcinoid  tumors  is  less  than 

1 per  cent  in  several  large  autopsy  series.  Malignant 
carcinoids  comprise  20  per  cent  of  all  malignant 
tumors  of  the  small  intestine.2  The  incidence  of 
malignancy  in  carcinoids  is  inconstant.  When  the 
primary  carcinoid  tumor  spreads,  it  first  invades 
the  muscularis  and  then  the  peritoneum  and  mesen- 
tery. As  the  malignant  process  continues,  the 
mesenteric  lymph  nodes  become  involved,  some- 
times massively,  predisposing  to  volvulus.  From 
this  involvement  at  the  root  of  the  mesentery  the 
process  gradually  extends  to  the  liver. 

Pathological  Description 
The  primary  lesion  of  the  carcinoid  tumor  is 
almost  invariably  small.  The  usual  site  is  in  the 
appendix  or  terminal  ileum.  In  one  series  noted  at 
the  Mayo  Clinic  over  a twenty  year  period  involv- 

ing 14,000  necropsies,  73  per  cent  of  the  lesions 
were  less  than  1.5  centimeters  in  diameter  and  no 

lesion  exceeded  3.5  centimeters  in  diameter.  Be- 
cause of  its  small  size  and  deep  mucosal  site,  the 
primary  tumor  rarely  disturbs  the  physiological 
pattern  sufficiently  to  cause  symptoms.  The  likeli- 
hood of  metastases  seems  to  be  proportionate  to  the 
size  of  the  lesion,  with  the  higher  percentage  in 
lesions  greater  than  2.5  centimeters. 

The  tumor,  on  microscopic  examination,  consists 
of  well-defined  solid  clumps  or  strands  of  rather 
small  and  closely  packed  polyhedral  cells.  There 
may  he  scattered  areas  of  small  glandular  lumens  or 
distinct  acini.  Varying  degrees  of  anaplasia  are 
seen  in  the  more  actively  growing  tumors  ; however, 
on  histological  evidence  alone  it  is  almost 
impossible  to  determine  the  benign  or  malignant 
potentialities.1 


Symptoms  of  Malignant  Carcinoid 
The  clinical  picture  of  the  malignant  carcinoid 
when  metastases  are  present  and  there  is  significant 
hyperserotonemia  has  been  extensively  described 
within  the  past  few  years.* 1  The  classical  signs  and 
symptoms  can  be  divided  into  ( 1 ) gastrointestinal, 
(2)  metabolic,  (3)  cutaneous,  (4)  cardiovascular, 
and  (5)  pulmonary.  The  gastrointestinal  manifes- 
tations are  intermittent  abdominal  pain,  profuse 
diarrhea,  weight  loss,  liver  enlargement,  occasion- 
ally with  ascites,  intussusception,  anorexia,  and  an 
increased  incidence  of  peptic  ulceration.  Because 
of  the  submucosal  location,  bleeding  is  a rare 
occurrence. 

Tbe  metabolic  manifestations  are  secondary  to 
tryptophan  deficiency,  leading  to  a pellagra-like 
syndrome.  The  cutaneous  vascular  signs  and  symp- 
toms are  characterized  by  changes  in  the  skin, 
especially  of  the  face,  with  telangiectasia  and  dilita- 
tion  of  the  smaller  blood  vessels.  Tbe  patient  ex- 
hibits a plethoric  appearance.  In  most  cases  there 
are  episodic  attacks  of  flushing  with  an  associated 
cyanosis.  At  times  these  are  combined  with  vaso- 
motor signs  such  as  sweating  and  a sensation  of 
heat.1  Various  types  of  flushing  have  been  de- 
scribed ranging  from  a mild  feeling  of  warmth  to  a 
permanent  continual  flush.3 *  The  most  constant  loca- 
tions are  the  face,  neck,  and  extensor  surfaces  of  the 
extremities.  These  signs  are  generally  accompanied 
by  normal  or  low  blood  pressure,  tachycardia, 
hyperpnea,  and  tachypnea. 

Cardiovascular  Signs  and  Symptoms 
The  vascular  lesion  consists  of  a collagenous  or 
fibrinous  element  which  is  laid  down  on  the  arterial 
side  of  the  pulmonary  valve  with  secondary  involve- 
ment producing  stenosis.  The  ventricular  side  of 
the  valve  may  lie  involved,  and  deposits  may  occur 
throughout  the  ventricle.  The  involvement  of  the 
left  heart  when  there  is  a patent  foramen  ovale  is 
more  common  than  appreciated.  Recurrent  pleural 
effusions  and  congestive  failure  with  no  pathologi- 
cal correlation  have  been  described.5 

The  pulmonary  symptoms  consist  of  asthmatic 
attacks  and  respiratory  stridor.  Their  incidence 
appears  to  be  uncommon  in  recent  series. 

Pharmacology  and  Distribution  of  Serotonin 
The  tryptophan  is  hvdroxylated  probably  by  tbe 
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cells  of  the  enterochromaffin  system  to  5-hydroxy- 
tryptophan  ; the  5- -hydroxy tryptophan  undergoes 
decarboxylation  to  5 -hydroxy tryptamine  or  sero- 
tonin. The  5-hydroxytryptamine  or  serotonin  is 
converted  by  monamine  oxidase  to  5-hydroxy-3- 
indole  acetic  acid  (5-HIAA).6  It  is  this  latter 
product  which  is  utilized  in  making  the  diagnosis  of 
the  malignant  carcinoid  syndrome  when  it  is  found 
in  excessive  amounts  in  the  urine.  Normally 
1 per  cent  of  ingested  tryptophan  is  converted  to 
5-hydroxy  indole  acetic  acid.  However,  in  the 
malignant  carcinoid  syndrome  approximately  60 
per  cent  of  the  available  tryptophan  is  converted  to 
5-hydroxy  indole  acetic  acid,  therefore  leaving  a 
marked  deficit. 

Case  Reports * 

CASE  1 : The  first  case  was  that  of  a 58-year- 
old  male  whom  we  had  followed  for  approximately 
three  years,  and  who  had  been  referred  because  of 
gastrointestinal  hemorrhage.  The  etiology  was  not 
determined  despite  extensive  gastrointestinal 
studies,  including  gastroscopy.  The  patient,  during 
this  period,  had  complaints  of  easy  fatigability  and 
vague  precordial  oppression  on  moderate  exertion  ; 


Fig.  1.  Case  1.  Biopsy  specimen  of  liver  with  three 
pale  gray  well-demarcated  nodules  within  the 
reddish-brown  liver  tissue. 


he  had  been  under  treatment  with  coronary  vaso- 
dilators. It  was  noted  that  he  had  a definite  facial 
flush.  On  questioning,  the  patient  stated  that  he  had 
not  been  taking  his  vasodilators  for  at  least  a week 
and  that  he  had  recently  noted  diarrhea  over  a four 
week  period.  In  addition  he  noted  that  upon  drink- 
ing beer  on  one  occasion  he  developed  an  intense 
facial  flush.  The  diagnosis  of  malignant  carcinoid 
syndrome  was  therefore  suspected,  and  established 
on  office  examination  on  the  basis  of  clinical  history, 
physical  findings  of  flushing,  and  positive  findings 

♦Figures  and  pathology  comment.  Case  1,  courtesy  of 
I)rs.  Salvatore  Allegra  and  Jose  Galardy,  Department  of 
Pathology,  Our  Lady  of  Fatima  Hospital  and  St.  Joseph’s 
Hospital. 

Pathology  comment,  Case  2,  Dr.  LeRoy  W.  Falkinburg, 
Department  of  Pathology,  Roger  Williams  General 
Hospital. 


of  elevation  of  urinary  5-HIAA.  Accordingly  he 
was  admitted  to  the  hospital  for  further  evaluation 
and  possible  exploratory  surgery  to  find  the  pri- 
mary lesion. 

Physical  examination  revealed,  besides  the  con- 
tinual facial  flush,  soft  systolic  pulmonic  murmur 
and  a split  Po.  and  there  was  tenderness  below  the 
area  of  the  liver  and  definite  hepatomegaly. 


Fig.  2.  Case  1.  Lower  magnification  of  the  microscopic 
picture.  This  section  shows,  in  the  lower  part,  the 
liver  cords  compressed  by  the  tumor  in  the  upper 
part.  The  tumor  is  composed  of  irregular  lobules 
separated  by  incomplete  bands  of  connective  tissue. 
2.5  lens  and  8X  eyepiece. 

The  preliminary  studies  revealed  an  elevated 
alkaline  phosphatase  of  20.5  Bodansky  units,  brom- 
sulphalein  9.5  per  cent  retention,  5-HIAA  test  was 
188  meg.  for  24  hour  specimen  of  urine  and  a repeat 
test  three  days  later  was  246  meg.  This  is  consid- 
erably elevated,  the  normal  in  our  laboratory  being 
2-9  meg.  Gastrointestinal  and  small  bowel  x-ray 
studies  were  normal  except  for  indentation  along 
the  medial  posterior  wall  of  the  cardia  of  the 
stomach,  due  to  enlargement  of  the  liver. 


Fig.  3.  Case  1.  Under  high  magnification  the  lobules 
of  tumors  are  composed  of  roundish  to  polygonal 
small  cells  with  nucleolated  nuclei.  Mitotic  figures 
are  not  seen  or  are  extremely  infrequent.  There  is 
slight  variation  in  size  and  shape  and  some  nuclei  are 
hyperchromatic.  Between  the  lobules  of  tumor  tissue 
is  a dense  collagenous  stroma  supporting  the  neo- 
plasm. 40X  lens  and  2.5  eyepiece. 

continued  on  next  page 
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“Liver  scanogram  was  performed  and  revealed 
changes  consistent  with  multiple  tumor  metastases, 
characterized  by  areas  of  density  defect  in  the 
central  portion  of  the  left  lobe.  Electrocardiogram 
raised  the  possibility  of  an  old  myocardial  infarc- 
tion. The  patient  was  explored  on  October  23,  1963, 
and  it  was  noted  that  the  liver  was  replaced  by 
diffuse,  multiple  nodules  of  firm  granulating  tumor, 
the  largest  of  which  measured  up  to  three  centi- 
meters. There  were  minimal  peritoneal  seedlings. 
A gastrotomy  incision  was  made  and  the  stomach 
was  found  to  be  normal.  Appendix  was  small  and 
contracted  and  did  not  reveal  any  disease  on  patho- 
logical examination.”4 


Fig.  4.  Case  1.  Liver  scanogram  revealed  areas  of 

density  defect  in  left  lobe. 

CASE  2 : “This  64-year-old  white  female  was 
seen  in  consultation  prior  to  the  report  of  the 
pathological  diagnosis,  following  resection  of  a 
malignant  tumor  of  the  ileocecal  valve,  because  of 
persistence  of  diarrhea.  The  patient  gave  a history 
of  having  had  diarrhea  and  flushing  for  one  year, 
and  studies  before  surgery  had  revealed  a polypoid 
mass  in  the  ascending  colon.  At  the  time  of  surgerv 
the  liver  was  seen  to  be  studded  with  what  appeared 
to  be  metastatic  carcinoma.  She  had  had  a chole- 
cystectomy in  1961  for  acute  cholecystitis  and  had 
recovered  uneventfully,  except  for  what  was  de- 
scribed as  an  attack  of  hepatitis.  A pulmonary 
systolic  murmur  was  noted  on  physical  examination 
and  a urinary  5-HIAA  was  225  meg.  per  24  hour 
volume.  Therapy  with  various  antiserotonin  agents 
was  unsuccessful  except  for  some  decrease  in  flush- 
ing while  on  Compazine  therapy.  The  patient  devel- 
oped phlebitis,  ascites,  and  persistent  back  pain 
necessitating  hospitalization,  on  two  occasions.  She 
expired  approximately  eight  months  after  removal 
of  the  primary  tumor. 

“The  pathological  report  of  the  lesion  at  the  ileo- 
cecal valve  was  as  follows  : Microscopic : The  entire 
wall  of  the  gut  is  invaded  by  large  and  small  irregu- 
lar sized  and  shaped,  occasionally  interwoven 
masses  of  round  and  polyhedral  cells  with  slightly 
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atypical  nuclei  with  an  even  distribution  of  chroma- 
tin. Xo  mitoses  were  seen.  The  pattern  is  that  of  a 
carcinoid.  A few  carcinoid  implants  were  found  on 
the  serosa  of  the  appendix.  Diagnosis:  Carcinoid 
tumor  of  ileum  and  appendix."4 

This  case  is  interesting  in  that  two  vears  prior  to 
the  onset  of  her  symptoms  at  the  time  of  cholecys- 
tectomy, her  liver  appeared  normal. 

Surgical  T r eat  merit 

Every  possible  effort  should  be  made  to  remove 
all  visible  tumors.  If  this  can  be  accomplished,  the 
prognosis  is  said  to  be  vastly  improved.  If  the  tumor 
should  be  irremovable,  subtotal  resection  is  strongly 
indicated.  In  general  hepatectomv  has  not  been 
advocated  for  carcinoid  metastases.  However, 
Ogilvie  reported  this  operation  for  a single  large 
hepatic  metastasis  from  a rectal  carcinoid  in  a young 
man.  Wilson  reported  a case  of  massive  removal  of 
carcinoid  tissue  from  the  liver  in  conjunction  with 
resection  of  the  primary  ileal  tumor  reducing  the 
excretion  of  5-HIAA  and  providing  symptomatic 
relief.7 

Medical  Treatment 

Medical  treatment  consists  of  the  use  of  the  so- 
called  antiserotonin  drugs  or  serotonin  antagonists. 
Drugs  employed  are  IX'H  (isonicotinic  acid 
hvdrazide ) , potassium  para-aminosalicylic  acid, 
cyproheptadine  (Periactin®),  chlorpromazine 
(Thorazine®),  prednisone.  Rauwolfia  serpentina, 
dicyclomine  (Bentyl®),  and  methvsergide  maleate 
(Sansert®).  These  drugs  have  in  general  proved 
to  be  of  little  value  except  in  controlling  isolated 
symptoms.  It  is  felt  that  prednisone  has  the  greater 
efficacy.6  It  is  also  noted  that  these  drugs  have  had 
little  effect  on  5-HIAA  excretion. 

Perfusion  Therapy 

The  treatment  of  disseminated  carcinoid  tumors, 
including  hepatic  artery  catheterization,  was  de- 
scribed by  Reed  et  al.  of  Henry  Ford  Hospital  in 
Detroit,  Michigan.8  Thev  catheterized  the  hepatic 
artery  via  the  brachial  artery  and  perfused  with 
5-fluoro-uracil  (5-FU  ).  Dosage  varied  according 
to  the  response  and  was  continuous  over  a two  week 
period.  They  felt  that,  when  liver  metastasis  is  the 
major  site  of  tumor,  hepatic  artery  infusion  is  prob- 
ably the  route  of  choice. s This  should  be  commenced 
before  massive  replacement  of  the  liver  has  occurred 
in  order  to  avoid  portal  hypertension  complications 
secondary  to  tumor  regression.  Carcinoid  tumors, 
both  functioning  and  non-functioning,  are  usually 
sensitive  to  5-FU  or  alkylating  agents. 

In  Case  1 this  type  of  therapy  was  used,  but  we 
were  unsuccessful  in  using  the  brachial  artery  and 
had  to  resort  to  surgical  exploration  with  introduc- 
tion of  the  catheter  through  the  hepatic  artery 
directly,  followed  by  continuous  perfusion  with 
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5-FL  . There  was  no  appreciable  effect  on  the  flush- 
ing. but  there  was  demonstrable  reduction  in  the 
size  of  the  liver.  The  patient  developed  jaundice  and 
signs  of  portal  hypertension,  probably  indicating 
that  he  had  too  extensive  involvement.  He  expired 
in  November  1964,  approximately  one  year  after 
the  discovery  of  his  disease. 

Diagnostic  T ests 

Laboratory  diagnosis  of  the  malignant  carcinoid 
syndrome  is  established  by  ( 1 ) blood  serotonin 
level,  and  (2)  urinary  5-HIAA.  The  normal  blood 
serotonin  level  is  0.1  to  0.3  micrograms  per  100  ml. 
In  functioning  carcinoids  this  may  he  elevated  to 
0.5  to  3 micrograms  per  100  ml.  The  normal  urinary 
5-HIAA  ranges  between  2 and  9 milligrams  daily. 
In  the  malignant  carcinoid  syndrome  this  amount 
varies  between  15  milligrams  to  1.000  milligrams 
per  day.  However,  it  has  been  noted  that  patients 
have  had  symptoms  without  elevation  of  5-HIAA, 
and  without  elevation  of  serotonin.  Other  sub- 
stances produced  by  malignant  carcinoid  tumors 
may  be  factors  in  the  symptomatology,  and  this  is 
noted  particularly  in  pulmonary  or  pancreatic  carci- 
noid tumors.  Medication  with  phenothiazines, 
mephenesin,  and  Rauwolfia  and  the  ingestion  of 
bananas,  pineapples,  and  walnuts  can  affect  the 
screening  test,  causing  variable  color  reactions.  The 
patient  should  discontinue  all  medications  and 
should  avoid  the  substances  mentioned  for  at  least 
three  days  prior  to  the  test. 

Another  useful  diagnostic  test  is  the  epinephrine 
test  in  which  following  intravenous  administration 
of  four  micrograms  of  epinephrine  a typical  flush  is 
noted  after  sixty  seconds.9  There  is  marked  vaso- 
dilatation with  a drop  in  blood  pressure.  This  test 
has  to  be  used  very  cautiously  because  of  adverse 
shock  reactions. 

Adjunctive  diagnostic  measures  are  liver  biopsy 
and,  as  in  our  first  case,  a liver  scanogram,  which  is 
safe  particularly  in  debilitated  patients.10 

The  prognosis  may  be  good  even  in  the  presence 
of  regional  metastases.  Ogilvie  stated  that  exten- 
sion of  the  metastatic  process  in  carcinoid  tumors 
can  be  so  slow  that  25  years  may  elapse  before  vital 
organs  are  seriously  involved.  With  the  resection 
of  the  primary  lesion  the  patient  may  live  12  to  13 
years.  Once  the  liver  is  involved  and  the  patient 
has  developed  symptoms,  the  prognosis,  as  demon- 
strated in  our  own  cases,  remains  extremely  grave. 

Summary 

The  malignant  carcinoid  syndrome  has  been  dis- 
cussed from  the  point  of  view  of  origin  of  the 
tumors.  The  pathway  of  dietary  tryptophan  has 
been  described.  Two  cases  presenting  classical 
symptomatology  have  been  presented.  Various 
forms  of  treatment,  both  medical  and  surgical,  have 
been  discussed,  with  particular  reference  to  liver 


perfusion.  Although  it  is  too  early  to  evaluate  the 
efficacy  of  the  latter  treatment,  it  is  the  most  prom- 
ising of  those  presently  available. 
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RECENT  ADVANCES  IN  THE 
DIAGNOSIS  OF  PULMONARY  EMBOLISM  * 

LDH  Reaction  Elevation  Significant  Finding  in  Author's  Series 

Alton  M.  Paull,  m.d. 


The  Author.  Alton  M.  Pauli,  I.D .,  of  Pawtucket, 
Rhode  Island.  Physician,  Department  of  Medicine.  The 
Memorial  Hospital,  Pazvtucket,  R.  I. 


Although  acute  pulmonary  embolism  is  now 
k considered  to  be  the  most  common  serious  chest 
disorder  seen  in  a general  hospital,  its  diagnosis  is 
frequently  difficult.  Recognition  depends  largely 
upon  the  signs  and  symptoms  produced  by  infarc- 
tion rather  than  by  the  presence  of  pulmonary  vascu- 
lar occlusion.  In  the  past,  the  diagnosis  has  been 
made  by  an  appropriate  history,  suggestive  physical 
signs,  and  radiographic  and  electrocardiographic 
changes.  Frequently,  however,  the  diagnosis  of 
pulmonary  embolism  may  be  masked  by  some  other 
situation  or  may  even  be  silent.  Because  the  diag- 
nosis of  pulmonary  embolism  with  or  without  infarc- 
tion has  proved  to  be  extremely  difficult  by  the 
usual  conventional  means,  other  methods  have  been 
developed.  This  paper  is  a brief  resume  of  recent 
developments  in  this  field. 

In  1960,  Wacker  and  Snodgrass1  reported  on  the 
use  of  the  serum  lactic  dehydrogenase  reaction 
(LDH)  in  the  diagnosis  of  pulmonary  infarction. 
Since  that  time,  it  has  become  increasingly  apparent 
that  this  is  an  exceedingly  valuable  tool  particularly 
when  used  in  conjunction  with  the  serum  bilirubin 
and  the  serum  gluctamic  oxaloacetic  transaminase 
reaction  (SCOT).  I have  recently  reviewed  fifty 
consecutive  cases  of  pulmonary  thromboembolism 
at  the  Memorial  Hospital,  noting  with  particular 
interest  the  value  of  the  SGOT,  the  LDH  and  the 
serum  bilirubin  in  the  diagnosis  of  pulmonary  embo- 
lism (Table  1 ).  In  fifty  per  cent  of  our  patients,  the 
serum  bilirubin  was  elevated.  Tbe  LDH  reaction 
was  performed  in  twenty-seven  patients.  In  twenty- 
four  (89  per  cent),  a significant  elevation  was 
found.  The  normal  LDH  activity  found  in  three  of 
our  patients  could  be  accounted  for  by  being  per- 
formed late  in  the  course  of  the  disease.  The  SGOT 
activity  was  measured  in  thirty-two  patients.  In  all 
but  two,  tbe  reaction  was  either  normal  or  the  ele- 
vation could  be  accounted  for  by  another  disease 

♦Presented  at  the  John  F.  Kenney  Clinic  Day  at  Memorial 
Hospital.  Pawtucket,  R.I.,  November  4,  1964. 


process  present.  It  has  recently  been  noted,  how- 
ever. that  the  SGOT  activity  may  be  elevated  in 
patients  with  multiple  pulmonary  emboli. 

Clinically,  the  diagnosis  of  pulmonary  embolism 
may  be  difficult  to  distinguish  from  a mvocardial 
infarction  or  a pneumonitis.  By  using  the  SGOT. 
the  LDH.  and  the  serum  bilirubin  such  a distinction 
can  frequently  lie  made.  In  myocardial  infarction, 
the  serum  bilirubin  rarely  appears  elevated  while 
the  SGOT  and  the  LDH  become  elevated  early  in 
the  course  of  the  disease.  In  pneumonitis,  the  LDH 
and  SGOT  activities  are  usually  normal.  Pulmo- 
nary embolism,  on  tbe  other  hand,  is  usually  asso- 
ciated with  an  elevated  LDH  and  an  elevated  serum 
bilirubin  but  a normal  SGOT.  The  use  of  these 
three  parameters  has  provided  us  with  an  objective 
triad  for  the  diagnosis  of  pulmonary  infarction. 

Pulmonary  angiography  is  potentiallv  the  most 
positive  means  for  the  diagnosis  of  thromboembo- 
lism of  the  lungs.  Since  current  therapv  has  been 
shown  to  improve  the  prognosis  significantlv.  the 
early  diagnosis  has  become  especially  important. 
Tbe  preferred  method  is  by  use  of  a catheter  injec- 
tion2 of  contrast  media  into  the  pulmonary  artery 
trunk  or  into  the  right  ventricular  outflow  tract.  In 
most  hands,  this  method  has  proved  to  lie  safe  and 
effective  in  making  a definitive  diagnosis  particu- 
larly in  the  acute  stage.  This  technique  is  capable 
of  demonstrating  mural  plaques,  obstruction  of 
branch  vessels,  focal  impairment  of  flow,  avascular 
areas,  and  vessel  caliber  changes.  The  most  striking 
changes  occur  within  the  first  forty-eight  hours.  In 
those  institutions  that  are  not  equipped  for  catheter- 
ization. injection  of  the  dye  directly  into  the  ante- 
cubital  vein  has  been  proved  to  be  satisfactory,3 
although  the  former  method  is  recommended  by- 
most  authors.  This  method  is  especiallv  useful  when 
the  physical  findings  are  scanty  and  the  history 
obscure.  It  should  be  pointed  out,  however,  that 
failure  to  demonstrate  obstructive  lesions  of  the 
pulmonary  arterv  does  not  necessarily  exclude  the 
diagnosis  of  thromboembolism,  particularly  if  lvsis 
bas  occurred  or  if  micro-emboli  have  involved  the 
smaller  vessels.  Possible  sources  of  error  include 
errors  in  interpretation  and  redistribution  of  pul- 
monary blood  flow  in  those  patients  with  associated 
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I decompensation  of  the  left  ventricle  or  mitral  valve 
1 disease. 

Another  technique  that  has  also  been  used  for  the 
early  diagnosis  of  pulmonary  embolism  is  that  of 
radioactive'  isotope  scanning.  This  is  a very  safe 
and  effective  measure.  Macroaggregated  human 
serum  albumin  labeled  with  1-131  or  CR-51  is  in- 
jected intravenously.  The  accumulation  of  these 
macroscopic  particles  permits  their  visualization  by 
I automatic  radio-isotope  scanning  techniques.  This 
technique  is  especially  useful  in  localizing  pulmo- 
nary emboli,  but  one  is  unable  to  tell  whether  the 
level  of  the  block  is  at  a large  vessel  or  at  the  arterio- 
lar level.  This  procedure  has  also  been  used  to  study 
the  natural  history  of  pulmonary  emboli  and  assess- 
ing the  effectiveness  of  thrombolytic  therapy. 

Still  another  method  now  being  used  which  is 
much  simpler  than  the  procedures  discussed  above 
is  the  measurement  of  bronchoconstriction.4 
Bronchoconstriction  can  be  measured  easily  by  ( 1 ) 
maximum  expiratory  flow  rate  determination, 
(2)  measurement  of  lung  resistance,  (3)  the  one 
second  forced  expiratory  volume,  or  (4  ) the  maxi- 
mum breathing  capacity.  Although  the  finding  of 
bronchoconstriction  is  not  specific,  its  presence  may 
aid  in  the  early  detection  of  pulmonary  emboli, 
particularly  if  the  administration  of  heparin  results 
in  improvement.  A prompt  response  of  broncho- 
constriction  to  heparin  appears  to  he  a specific  indi- 
cation of  pulmonary  embolism.  The  appearance  of 
wheezing,  therefore,  should  not  be  dismissed  as 
intrinsic  asthma  unless  the  probability  of  recurrent 
episodes  of  pulmonary  embolism  is  considered.  Pul- 
monary emboli  are  often  not  associated  with  promi- 
nent wheezing,  but  the  performance  of  a few  simple 
measurements  of  pulmonary  function  may  provide 
evidence  of  bronchoconstriction. 

Ventilation  perfusion  abnormalities  in  pulmo- 
nary embolism  has  been  studied  by  Robin  who 
takes  simultaneous  measurements  of  the  arteriole 
and  end  tidal  carbon  dioxide  tensions.5  In  the  pres- 
ence of  pulmonary  infarction,  a difference  of  less 
than  5 mm.  of  mercury  implies  either  no  emboli  or 
a very  small  embolism.  In  the  absence  of  emphy- 
sema, a large  difference  indicates  pulmonary  vascu- 
lar occlusion.  This  is  not  a difficult  test  to  do  but 
does  require  some  fairly  expensive  equipment. 

Finally,  the  use  of  vectocardiography  has  been 
reported  to  he  of  some  value  in  helping  to  confirm 
the  diagnosis  of  pulmonary  embolism.  It  is  now 
felt  that  a leftward  shift  of  the  body  of  the  QRS 
loop  and  the  appearance  of  a rightward  posterior 
superior  terminal  appendage  is  almost  pathagno- 
mic  of  acute  cor  pulmonale. 

The  procedures  described  above  represent  sig- 
nificant advances  in  the  diagnosis  of  pulmonary 
embolism.  It  should  be  emphasized,  however,  that 
of  prime  importance  is  an  adequate  history  and 


physical  examination,  electrocardiograph  and  x-ray 
examination  plus  a high  index  of  suspicion. 

Table  1 


LABORATORY  DATA 


Serum  Bilirubin  Elevated 

1 1 of  22  patients 

50% 

LDH  Elevated 

24  of  27  patients 

89% 

W B C Elevated 

26  of  50  patients 

52% 
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A HUSH . 


fell  over  the  saloon  as  all 
eyes  turned  toward  the  tall 
man  in  the  white  hat. 
"Bully”  Jones,  range  boss  of 
the  Bar-X,  rose  from  his 
seat,  gun  in  hand.  "And  who 
might  you  be,  stranger?”  he 
snarled.  "Smith,”  came  the 
calm  reply,  "H.  O.  Smith.” 
"Not  — not  the  Smith 
who  tamed  Dodge  City?” 
quavered  Jones,  suddenly 
death-white.  "The  same,” 
answered  the  tall  man,  "and 
I’ve  come  for  a sparkling 
glass  of  Warwick  Club  Pale 
Dry  Ginger  Ale,  available 
in  the  full  32-ounce  quart 
bottle.  It  sings  in  the 
glass  . . .” 
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OBTURATOR  HERNIA 

Rare  T y pe  of  Hernia  May  Be  Cause  of  Intestinal  Obstruction 

Warren  W.  Francis,  m.d. 


The  Author.  Warren  IF.  Francis, M.D.,  of  Providence, 
R.I.  Associate  Surgeon, Department  of  Surgery , Rhode 
Island  Hospital.  Providence,  R.I. 


One  of  the  less  commox  causes  of  intestinal 
obstruction  is  a strangulated  obturator  hernia. 
Only  two  such  cases  have  been  admitted  to  the 
Rhode  Island  Hospital  from  1947  through  1964. 

The  first  reports  of  this  condition  appeared  in 
the  French  literature  during  the  early  part  of  the 
eighteenth  century.2  In  1960.  Rogers  summarized 
the  recent  writings  on  this  subject.3 

Anatomy 4 The  obturator  canal  is  a short  tunnel 
in  the  anterior  pelvis  leading  to  the  adductor  region 
of  the  thigh.  The  pelvic  opening  of  this  canal  con- 
sists of  the  superolateral  portion  of  the  obturator 
foramen.  The  remainder  of  that  foramen  is  closed 
bv  the  dense  fibrous  obturator  membrane.  Nor- 
mally. the  obturator  arterv  and  nerve  pass  through 
this  canal.  The  canal  averages  one  centimeter  in 
diameter  and  tends  to  be  slightly  larger  in  females. 

Herniation  of  any  of  the  pelvic  contents  may 
occur  into  this  canal.  Most  commonly  the  small  in- 
testine is  involved,  and.  because  of  the  small  size  of 
the  opening,  the  hernia  is  of  the  Richter  type.  The 
location  of  the  hernia  sac  in  relation  to  the  nerve 
and  vessels  is  variable. 

Signs  ami  Symptoms.  Clinical  diagnosis  of  an 
obturator  hernia  without  incarceration  of  pelvic 
contents  is  essentially  impossible.  Most  sympto- 
matic obturator  herniae  appear  in  elderly  females 
and  present  with  the  picture  of  partial  or  complete 
intestinal  obstruction.  A mass  may  be  palpable  in 
the  upper  medial  thigh  or  can  occasionally  be  pal- 
pated on  the  pelvic  wall  by  rectal  or  vaginal  exam- 
ination. Usually,  however,  no  mass  can  be  felt. 
Pressure  on  the  obturator  nerve  bv  the  hernia  in  the 
narrow  obturator  canal  may  cause  pain  and  tender- 
ness over  the  distribution  of  that  nerve  in  the  medial 
thigh  and  knee  ( Howship-Romberg  sign).  A his- 
tory of  previous  intermittent  attacks  of  crampy 
abdominal  pain  can  sometimes  be  elicited. 

Case  Report 

RIH  No.  624312.  S.M.,  an  eighty-six  year  old 
white  female,  was  admitted  on  October  15,  1959 
with  a two  day  history  of  crampy  abdominal  pain 


and  vomiting.  Several  similar  but  less  severe  epi- 
sodes in  the  past.  No  previous  abdominal  operations. 
No  pain  in  thigh  or  knee.  Physical  examination: 
Temperature  99.4°F..  blood  pressure  160  90.  pulse 
100.  respirations  20.  Significant  findings  : Abdomen 
slightly  distended  with  hyperactive,  high-pitched 
bowel  sounds.  Slight  suprapubic  tenderness.  No 
external  herniae.  Rectal  examination  normal  except 
for  a tender,  ill-defined,  tubular  mass  on  the  left 
and  posterior  to  the  uterus.  Laboratory  data: 
Hemoglobin  10.3  grams,  white  blood  count  21.650 
with  88  per  cent  neutrophils.  Urinalysis  normal. 
N-ray  examination  of  abdomen  revealed  findings 
consistent  with  mechanical  small  intestinal  obstruc- 
tion. Coarse:  Patient  was  taken  to  the  operating 
room  where  under  general  anesthesia,  a left  lower 
paramedian  incision  was  made.  A loop  of  ileum  was 
found  strangulated  as  a Richter  type  hernia  in  the 
left  obturator  canal  causing  almost  complete  intes- 
tinal obstruction.  This  was  reduced  with  gentle 
traction  and  manipulation.  No  resection  was  neces- 
sary. Using  the  hernia  sac  as  a plug,  a fairly  satis- 
factory closure  of  the  defect  was  accomplished.  The 
post-operative  course  was  uneventful  and  the  pa- 
tient was  discharged  on  the  ninth  post-operative  day. 

Comment 

This  case  was  typical  as  to  sex,  age  and  intestinal 
obstruction  with  previous  mild  attacks  but  failed  to 
demonstrate  the  Howship-Romberg  sign  even  on 
post-operative  questioning.  It  did  illustrate  the 
difficultv  in  obtaining  a satisfactory  repair. 

T reatment 

Obviously,  the  treatment  is  surgical.  Since  most 
patients  present  with  intestinal  obstruction  and  the 
diagnosis  of  obturator  hernia  is  not  made  pre- 
operatively,  a laparotomy  is  performed.  In  those 
patients  in  whom  the  exact  diagnosis  can  be  made 
pre-operatively,  several  approaches  have  been 
suggested. 

1 . Thigh  and  inguinal : — These  approaches  are 
mentioned  only  for  the  sake  of  completeness  and 
must  be  condemned  because  of  inadequate  exposure. 

2.  Abdominal : — Most  common  of  all.  this  is 
satisfactory  and  allows  easy  handling  of  any  dam- 
aged bowel  but  does  not  allow  the  surgeon  to  iden- 
tify the  obturator  nerve  and  artery  any  too  easily. 
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3.  Retropubic  or  Cheatle-Henry  :3 — Now  used 
by  many  surgeons  in  the  repair  of  femoral  herniae, 
this  is  an  extraperitoneal  approach  through  a supra- 
pubic incision  allowing  good  visualization  of  the 
obturator  nerve  and  artery  so  that  these  structures 
can  be  protected  during  reduction  of  the  hernia  and 
repair  of  the  defect. 

4.  Combined  : — Soothill4  5 has  recently  advo- 
cated preliminary  intraperitoneal  approach  for 
exploration  followed  by  extraperitoneal  approach 
through  the  same  skin  incision  in  an  effort  to  mini- 
mize risk  to  nerve,  vessel,  and  strangulated  bowel 
during  hernia  reduction. 

Following  reduction  of  the  hernia,  the  surgeon  is 
left  with  the  problem  of  closing  the  enlarged  obtu- 
rator canal.  The  borders  of  this  canal  consist  of  the 
pubic  bone  and  the  dense  obturator  membrane. 
Since  these  are  fixed  structures,  adequate  closure 
by  simple  approximation  of  the  margins  is  almost 
impossible,  and  some  type  of  plug  or  patch  must  be 
used.  Various  methods  have  been  suggested  includ- 
ing cartilage,  peritoneal  sac,  periosteal  flap,  tanta- 
lum, and  Teflon.® 

Recently,  Marlex®  mesh  has  been  advocated  in 
the  repair  of  abdominal  and  thoracic  wall  defects.6 
In  the  technique  described  it  has  been  used  at  the 
peritoneal  level.  It  would  seem  that  this  material 
would  be  well-suited  for  closing  the  obturator  canal 
from  the  peritoneal  surface.  Using  the  combined 
intra-  and  extra-peritoneal  approach,  the  obturator 
nerve  and  artery  could  be  located  and  protected 
while  the  Marlex®  mesh  was  sutured  in  place. 

Summary 

1 . The  anatomy,  diagnosis  and  therapy  of  obtu- 
rator herniae  have  been  discussed. 

2.  One  of  two  cases  from  the  Rhode  Island 
Hosptial  has  been  presented. 

3.  A combined  intra-  and  extra-peritoneal 
approach  using  Marlex®  mesh  to  close  the  defect 
has  been  proposed. 
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REPORT  OF  THE  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

18th  Clinical  Convention,  Miami  Beach,  Florida, 

November  29-December  2,  1964 

Arthur  E.  Hardy,  m.d..  Delegate,  and  Edmund  T.  Hackman,  m.d..  Alternate  Delegate 

of  the  Rhode  Island  Medical  Society 


The  House  of  Delegates  of  the  American 
Medical  Association,  meeting  in  Miami,  Florida, 
November  29  through  December  2.  paid  tribute  to 
the  late  Dr.  Norman  A.  Welch  of  Boston,  who  died 
on  September  3 after  two  months  of  service  as 
President  of  the  AMA,  as  one  of  the  most  capable 
and  best-liked  leaders  of  the  medical  profession. 
The  tribute  came  both  as  a memorial  resolution 
from  the  Massachusetts  Medical  Society,  and  in  the 
address  of  Dr.  Donovan  F.  Ward  of  Iowa  who  suc- 
ceeded Dr.  Welch  as  president. 

To  fill  the  office  of  president-elect  the  House 
named  Dr.  James  Z.  Appel  of  Lancaster.  Pa.,  the 
vice  chairman  of  the  AMA  Board  of  Trustees.  He 
will  succeed  Dr.  Ward  at  the  meeting  in  New  York- 
next  June.  Dr.  Joseph  Copeland,  deputy  commis- 
sioner of  health  in  Texas,  was  elected  to  the  board 
of  trustees  to  fill  Dr.  Appel’s  place  on  that  body. 
Major  actions  of  the  House  of  Delegates  are  sum- 
marized as  follows : 

Health  Care  for  the  Aging 
Definitive  action  on  the  issue  of  health  care  for 
the  aging  came  with  the  House  of  Delegate’s  strong 
endorsement  of  Dr.  Ward's  Monday  address,  in 
which  he  declared  that  “We  have  no  choice  except 
to  stand  firm  in  our  efforts  to  prevent  the  standards 
of  health  care  in  this  country  from  being  under- 
mined by  a radical  departure  from  the  unique 
American  way  which  has  accomplished  so  much 
for  mankind.” 

Reaffirming  the  Association’s  opposition  to  the 
King-Anderson  type  of  legislation.  Dr.  Ward  said  : 
"If  we  have  been  right  in  the  past  — and  that  is 
our  unshakeable  belief  — then  we  are  right  today. 
And  we  shall  be  right  tomorrow.” 

Calling  for  renewed,  intensive  effort  to  prevent 
tbe  passage  of  such  legislation,  he  pointed  out  that 
“we  do  not.  by  profession,  compromise  in  matters 
of  life  and  death.  Nor  can  we  compromise  with 
honor  and  duty.” 

I )r.  Ward,  expressing  pride  in  the  medical  pro- 
fession, concluded  bis  address  with  these  statements : 
“I  pray  that  we  all  gain  strength  for  renewed 
effort  by  the  simple  reflection  that  what  we  are 


doing  is  worthwhile  — that  if  tbe  effort  is  great, 
the  results  of  not  making  the  effort  would  be  un- 
thinkable— and,  finally,  what  we  are  doing  is  vastly 
more  important  than  ourselves. 

"No  more  can  be  asked  of  us  as  citizens.  No  less 
should  be  offered  by  us  in  guarding  our  heritage 
of  freedom.” 

To  implement  the  ideas  in  Dr.  Ward’s  address, 
the  House  gave  unequivocal  approval  of  a Board  of 
Trustees  suggestion  that  an  expanded  educational 
program  be  conducted  in  the  next  few  months.  In 
asking  for  this  approval,  the  Board  pointed  out  that 
“a  variety  of  techniques  and  media  must  be  utilized 
if  the  public,  the  Congress  and  special  audiences  are 
to  be  reached  effectively." 

The  House  took  no  action  on  three  resolutions 
which  would  have  altered  the  AMA  position  on 
health  care  legislation.  Instead,  the  House  adopted 
a resolution  which  urged  “component  associations 
to  stimulate  the  state  and  local  governments  to  seek 
the  fullest  possible  implementation  of  existing 
mechanisms,  including  the  voluntary  health  insur- 
ance principle,  to  the  end  that  everyone  in  need, 
regardless  of  age,  is  assured  that  necessary  health 
care  will  be  available." 

The  state  medical  societies  also  were  urged  to 
send  representatives  to  two  forthcoming  confer- 
ences related  to  the  issue  of  health  for  the  aging  — 
one  on  December  13  to  help  plan  the  new  educa- 
tional program  and  the  other  on  January  9-10, 1965, 
to  consider  further  implementation  and  expansion 
of  the  Kerr-Mills  programs. 

Teletype  Communications  System 

The  House  approved  a recommendation  from  the 
Board  of  Trustees  for  establishment  of  a tele- 
typewriter communications  service  between  the 
AMA  and  the  state  medical  societies.  The  system 
will  provide  automatic  and  uninterrupted  com- 
munications between  AMA  Headquarters  and  all 
participating  state  societies,  and  between  the  state 
societies  without  involving  the  facilities  at  the 
AMA  Headquarters.  The  system  also  will  enable 
any  state  society  to  communicate  with  all  other 
TWX  subscribers  in  the  United  States  and  Canada. 


HOUSE  OF  DELEGATES  OF  THE  AMA 

In  approving  the  recommendation,  the  House 
emphasized  that  participation  is  optional  with  the 
state  medical  societies  but  it  also  urged  each  society 
to  “seriously  consider  taking  advantage  of  this 
rapid  communications  system."  Installation  and 
rental  costs  for  the  teletype  equipment,  both  at 
AMA  Headquarters  and  at  the  headquarters  of 
| each  participating  medical  society,  will  be  paid  by 
the  AMA.  The  cost  of  transmitting  messages  will 
he  paid  by  whichever  organization  originates  each 
message.  It  is  hoped  that  the  new  communications 
system  will  become  operative  no  later  than  July 
1965. 

Human  Reproduction 

Updating  its  policies  on  population  control,  “to 
conform  to  changes  in  society  and  medicine”  and 
to  “take  a more  positive  position  on  this  very  impor- 
tant medical-socio-economic  problem,”  the  House 
adopted  the  following  four-point  statement : 

“1.  An  intelligent  recognition  of  the  problems 
that  relate  to  human  reproduction,  including  the 
need  for  population  control,  is  more  than  a matter 
; of  responsible  parenthood  ; it  is  a matter  of  respon- 
sible medical  practice. 

“2.  The  medical  profession  should  accept  a major 
responsibility  in  matters  related  to  human  repro- 
; duction  as  they  affect  the  total  population  and  the 
individual  family. 

“3.  In  discharging  this  responsibility,  physicians 
must  be  prepared  to  provide  counsel  and  guidance 
when  the  needs  of  their  patients  require  it  or  refer 
the  patients  to  appropriate  persons. 

“4.  The  AMA  shall  take  the  responsibility  for 
disseminating  information  to  physicians  on  all 
phases  of  human  reproduction,  including  sexual 
behavior,  by  whatever  means  are  appropriate.” 

In  taking  the  action,  the  House  also  recommended 
that  the  AMA  cooperate  with  the  appropriate  volun- 
tary organizations  in  the  field  of  human  reproduc- 
tion which  have  adequate  medical  direction. 

Commission  on  the  Cost  of  Medical  Care 

With  modifications  suggested  by  the  Board  of 
Trustees,  the  House  approved  33  recommendations 
from  the  Commission  on  the  Cost  of  Medical  Care. 
The  suggestions  had  been  rearranged  by  the  Board 
into  four  sections  — Research,  Hospitals,  Physi- 
cians and  Miscellaneous.  In  accepting  the  Board 
report,  the  House  also  rejected  a floor  amendment 
which  recommended  that  a medical  advisory  com- 
mittee composed  of  practicing  physicians  be 
appointed  to  supervise  the  several  studies  which 
were  suggested. 

In  presenting  its  conclusions  and  recommenda- 
tions to  the  Board  of  Trustees,  the  Commission  on 
the  Cost  of  Medical  Care  expressed  the  hope  “that 
the  recommendations  which  are  approved  will  help 
promote  the  wisest  possible  use  of  the  medical  care 


31 

dollar  and  aid  in  the  development  of  more  meaning- 
ful data  on  the  cost  of  medical  care.” 

The  House  learned  that  a substantial  number  of 
the  studies  recommended  by  the  Commission  are 
already  under  way  and  that  others  are  in  the 
process  of  being  implemented.  The  House  also 
emphasized  its  appreciation  of  the  importance  of 
these  continuing  studies  and  urged  that  adequate 
funds  he  provided  for  maximum  implementation  of 
the  recommendations. 

Miscellaneous  Actions 

In  considering  a wide  variety  of  annual  reports, 
special  and  supplementary  reports  and  resolutions, 
the  House  also : 

Amended  the  Bylaws  to  permit  the  presidential 
inauguration  to  take  place  at  a time  other  than 
Tuesday  evening  and  approved  a suggestion  that 
the  inaugural  ceremony  at  the  1965  Annual  Con- 
vention he  held  on  Sunday,  June  20; 

Amended  the  Bylaws  to  permit  presentation  of 
the  AMA  Distinguished  Service  Award  at  a time 
to  he  determined  by  the  Board  of  Trustees  and 
learned  that  the  Board  wishes  to  present  this  award 
at  the  Scientific  Awards  Dinner  ; 

Agreed  that  the  AMA  should  cooperate  with  the 
U.S.  Public  Health  Service  in  eradicating  the  Aedes 
aegypti  mosquito  from  the  American  hemisphere ; 

Urged  strong  support  of  the  Woman’s  Auxiliary 
and  asked  the  state  and  county  medical  societies  to 
give  serious  consideration  to  the  idea  of  joint 
husband-wife  membership ; 

Agreed  that  a section  on  Space  Medicine  should 
not  he  created  at  this  time  ; 

Emphasized  its  continuing  awareness  of  the  de- 
mand for  action  on  satisfying  the  need  for  increasing 
numbers  of  family  physicians ; 

Urged  all  state  and  component  medical  associa- 
tions to  approve,  where  feasible,  the  inclusion  of  a 
voluntary,  nondeductible  contribution  to  independ- 
ent political  action  committees  on  the  society’s 
annual  dues  billing  statement ; 

Approved  a Board  recommendation  that  the 
1967  Clinical  Convention  be  held  in  Houston, 
Texas ; 

Agreed  with  the  Board  that  there  should  not  he 
an  increase  in  AMA  dues  at  this  time  ; 

Reaffirmed  its  approval  and  support  of  the 
National  Council  for  Accreditation  of  Nursing 
Homes ; and 

Instructed  the  Board  to  re-evaluate  the  mission 
of  the  Commission  on  Medical  Practice  and  take 
appropriate  action. 

The  American  Medical  Association  Education 
and  Research  Foundation  reported  to  the  House 
that  one  out  of  every  six  medical  students,  interns 
and  residents  in  the  U.  S.  is  now  receiving  financial 
assistance  from  the  Foundation’s  loan  fund. 
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BOSTON  MEDICAL  REPORTS 

SCHEDULE  OF  PROGRAMS 
January  5,  1965  through  April  22,  1965 
POSTGRADUATE  MEDICAL  INSTITUTE 
Under  the  Sponsorship  of  the  Massachusetts  Medical  Society 
22  The  Fenway  Boston,  Massachusetts 

TIME 

Tuesday:  12  Noon  Thursday:  11  P.M. 


TELEVISION  STATIONS 

Channel  2,  WGBH,  Boston 

Channel  73,  Springfield 

Channel  82,  Amherst 

Channel  11,  WENH,  Durham,  New  Hampshire 

Channel  17,  WMHT,  Schenectady,  New  York* 

*Thursday  evening  broadcast  only 

January  5 and  7 : 

“AN  APPROACH  TO  PERIPHERAL 
VASCULAR  DISEASE"  (R) 

Allan  D.  Callow,  m.d.,  Chilton  Crane,  M.D., 

Paul  Kahn,  m.d. 

January  12  and  14 : 

“EARLY  MANAGEMENT  OF  COMPLEX 
PROBLEMS  IN  TRAUMA” 

Paul  S.  Russell,  m.d.,  Hermes  C.  Grillo,  m.d. 
January  19  and  21  : 

“SIMPLE  TECHNIQUES  FOR 
HEMODIALYSIS”  (U) 

Alan  E.  Lindsay,  m.d..  C.  Hilmon  Castle,  m.d. 
January  26  and  28: 

“DIAGNOSIS  AND  MANAGEMENT  OF 
RHEUMATOID  ARTHRITIS”  (R) 
Theodore  B.  Bayles,  m.d.,  John  A.  Mills,  m.d., 
James  D.  C.  Gowans,  m.d. 

February  2 and  4 : 

“INFECTIOUS  HEPATITIS” 

Thomas  C.  Chalmers,  m.d.,  George  F.  Grady,  m.d., 
Raymond  S.  Koff,  m.d. 

February  9 and  1 1 : 

“USES  OF  PENICILLINS: 

OLD  AND  NEW” 

Louis  Weinstein,  m.d. 

February  16  and  18: 

“USE  OF  ANTICOAGULANTS  IN 
CLINICAL  DISEASE”  (U) 

Arthur  Haut,  m.d.,  Reuben  S.  Mibasham,  m.d. 
February  23  and  25  : 

“CORONARY  HEART  DISEASE  — I” 
Samuel  Proger,  m.d.,  Paul  Dudley  White,  m.d., 
Samuel  A.  Levine,  m.d.,  Laurence  B.  Ellis,  m.d. 
March  2 and  4 : 

“CORONARY  HEART  DISEASE  — II” 
Panelists  : ( See  above ) 


FM  RADIO  STATIONS** 

WGBH,  89.7  me,  Boston 
WFCR,  88.5  me,  Amherst 


**  Tuesday  noon  broadcasts  only 

March  9 and  1 1 : 

“JAUNDICE: 

MEDICAL  OR  SURGICAL”  (R) 

Franz  J.  Ingelfinger,  m.d., 

William  V.  McDermott,  Jr.,  m.d. 

March  16  and  18 : 

“FAMILY  DOCTOR.  PSYCHIATRIST, 
AND  DEPRESSED  PATIENT” 

Philip  Solomon,  m.d.,  William  Taggart,  m.d. 

March  23  and  25  : 

“RENAL  VASCULAR  DISEASE  AS  A 
REMEDIABLE  CAUSE  OF 
HYPERTENSION”  (U) 

William  R.  Christensen,  m.d..  D.  W.  Stowell,  m.d. 

March  30  and  April  1 : 

“PROBLEMS  IN  THE  MANAGEMENT  OF 
GRAVES’  DISEASE”  (R) 

Sidney  H.  Ingbar,  m.d.,  Lewis  E.  Braverman,  m.d. 

April  6 and  8 : 

“MODERN  IMMUNIZATION  PROCE- 
DURES IN  CHILDREN  AND  ADULTS” 
Sydney  S.  Gellis,  m.d.,  Geoffrey  Edsall,  m.d., 
Samuel  Katz,  m.d. 

April  13  and  15  : 

“PERITONEAL  ASPIRATION  AS  AN  AID 
IN  DIAGNOSIS  OF 
ABDOMINAL  DISEASE”  (U) 

Ralph  C.  Richards,  m.d. 

April  20  and  22 : 

“CANCER  CHEMOTHERAPY  — 
PRACTICAL  CONSIDERATIONS” 

Sidney  Farber,  m.d.,  Chairman 

(R)  Repeat  program 

(U)  Program  provided  by  University  of  Utah 
College  of  Medicine 

Note:  Abstracts  and  references  for  any  of  the 
above  programs  are  available  upon  request. 


Editorials 


CHANGING  VIEWS  ON  RHEUMATIC  FEVER 


'i  "TNespite  the  fact  that  the  severity  and  overall 
-1  mortality  of  rheumatic  fever  have  declined 
! steadilv  in  the  United  States  during  the  twentieth 
I;  centurv.  rheumatic  heart  disease  retains  an  impor- 
! taut  place  as  a crippler.  Although  the  etiologic 
mechanism  is  still  unknown,  it  has  been  established 
that  in  rheumatic  fever  mesenchymal  tissue  is  dam- 
i aged  by  streptococci,  and  that  the  disease  can  be 
prevented.  Why  does  one  individual  exposed  to  the 
i streptococcus  succumb  to  infection  while  another  is 
unaffected  ? The  question  of  individual  susceptibil- 
ity of  the  host  to  the  organism  and  the  subsequent 
increase  in  antistreptolysin  titer  was  studied  by 
Myer  in  16  lower  middle  class  families  for  a 21 
| month  period.  Age,  season,  acute  or  chronic  family 
stress,  poverty,  substandard  living  conditions,  and 
antibiotic  therapy  were  all  linked  in  some  way  to 
this  disease.  No  relationship  was  found  between 
streptococcal  episodes  and  the  number  and  type  of 
streptococci,  sex,  the  presence  or  absence  of  tonsils, 
an  allergic  history,  family  size,  or  changes  in 
weather.  Stamler  states  that  rheumatic  fever- 
rheumatic  heart  disease  is  a social  ailment  the 
incidence  of  which  is  increased  by  poverty  and 
substandard  over-crowded  housing  and  decreased 
by  improved  living  standards. 

Statistics  from  various  countries  over  the  past 
few  years  show  that  the  incidence  of  rheumatic 
fever  in  many  countries  has  progressively  declined 
and  that  this  decline  has  accelerated  since  the  advent 
of  sulfonamides  and  antibiotics.  Nevertheless  — 
i|  and  this  is  one  of  the  most  striking  features  of  the 
problem  of  rheumatic  fever  — rheumatic  lesions  of 
the  heart  valves  still  occur  and  may  bear  no  relation 
to  the  severity  of  the  initial  condition.  In  Spain 
I rheumatic  cardiac  lesions  represent  about  80  per 
cent  of  all  heart  disease  in  patients  under  20. 
Because  of  this  high  rate  of  cardiac  involvement, 
particularly  of  the  valves,  clinical  diagnosis  of  rheu- 
matic disease  is  a problem  of  great  interest.  At 
present  this  depends  upon  clinical  judgment,  as 
there  still  is  no  specific  certain  diagnostic  test. 

A ten-year  study  of  streptococcal  infections  and 
rheumatic  fever  in  children  seen  at  Irvington  House 
Rheumatic  Fever  Prophylaxis  Research  Center  in 
New  York  City  has  shed  some  new  light  on  rheu- 


matic fever  treatment.  It  is  current  belief  that  the 
greater  the  number  of  rheumatic  fever  attacks,  the 
greater  the  chance  of  having  permanent  heart  dam- 
age. The  Irvington  House  study  showed  to  the 
contrary  that,  if  heart  damage  is  going  to  occur, 
it  will  occur  most  likely  during  the  first  attack  of 
rheumatic  fever.  431  children,  with  a mean  age  of 
about  11,  were  examined  monthly  while  taking 
drugs  to  prevent  recurring  streptococcal  throat 
infections.  The  study  elicited  the  finding  that  the 
absence  of  a sore  throat  is  not  a sure  indication  that 
there  is  no  streptococcal  throat  infection.  Nor  does 
the  presence  of  a sore  throat  necessarily  indicate 
the  presence  of  a streptococcal  infection.  Of  the  48 
cases  in  whom  rheumatic  fever  occurred  after  the 
study  began,  all  hut  one  showed  laboratory  evidence 
of  streptococcal  infection.  But  less  than  half  of  these 
(42  per  cent)  were  accompanied  by  sore  throats  or 
any  other  clinical  symptom’s. 

The  study  further  revealed  that  oral  penicillin, 
taken  as  daily  pills  as  in  most  preventive  programs, 
is  no  better  than  sulfadiazine  in  preventing  attacks 
of  streptococcal  throat  infection. 

The  same  investigators  found  that  the  chance  of 
getting  a second  or  later  attack  of  rheumatic  fever 
after  a streptococcal  infection  depended  in  large 
measure  on  the  magnitude  of  the  streptococcal  anti- 
body response  and  on  the  condition  of  the  patient’s 
heart  before  the  first  rheumatic  fever  episode.  Of 
the  249  patients  not  affected  with  rheumatic  fever 
disease  when  admitted  to  the  Irving  House  out- 
patient clinic  for  the  study,  246  remained  free  of 
the  disease  thereafter.  The  remaining  three,  though 
not  affected  with  rheumatic  heart  disease,  had  had 
evidence  of  heart  murmurs  during  their  initial 
attacks  of  rheumatic  fever  prior  to  admission.  Of 
the  remaining  children,  admitted  to  the  clinic  with 
rheumatic  heart  disease,  the  disease  persisted  in 
from  43  to  96  per  cent,  depending  upon  the  degree 
of  heart  damage  which  occurred  during  the  initial 
attack  of  rheumatic  fever  prior  to  admission. 

In  all,  48  episodes  (among  39  patients)  of  rheu- 
matic fever  occurred  in  the  431  patients  after  admis- 
sion to  the  clinic.  All  were  placed  on  prophylaxis 
programs  with  one  of  the  following  three  regimens : 
1.2  million  units  of  benzathine  penicillin  given  by 
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injection  even  four  weeks,  daily  doses  of  oral  peni- 
cillin in  pill  form,  or  daily  doses  of  sulfadiazine  in 
pill  form.  The  three  dosage  programs  gave  the 
following  rheumatic  fever  recurrence  rates  : 0.4  per 
cent  for  benzathine  penicillin.  3.5  per  cent  for  oral 
penicillin,  and  2.8  per  cent  for  sulfadiazine.  When 
these  rates  are  compared  with  the  rheumatic  fever 
recurrence  rate  per  streptococcal  infection,  the 
differences  between  the  programs  are  more  strik- 
ing. The  rate  per  infection  was  11.6  per  cent  for 
sulfadiazine.  25.7  per  cent  for  oral  penicillin,  and 
5.9  per  cent  for  benzathine  penicillin.  Of  the  48 
recurrences.  30  occurred  in  patients  on  oral  peni- 
cillin medication,  16  in  patients  on  oral  sulfadiazine, 
and  two  in  patients  on  benzathine  penicillin 
injections. 

In  a more  recent  study  at  Irvington  House,  Alvan 
Feinstein  of  Yale  University,  reporting  on  a project 
involving  227  patients,  confirmed  the  value  of 
monthly  injections  of  benzathine  penicillin.  By 
providing  both  intermittent  high-dose  therapy  and 
continuous  low-dose  prophylaxis  this  method  is 
more  effective  for  the  prevention  of  rheumatic  fever 
recurrences  than  regimens  that  provide  one  action 
or  the  other  but  not  both. 

A recent  study  at  Bellevue  Hospital  in  Xew  York, 
however,  has  produced  evidence  which  seems  to 
conflict  in  some  respects  with  the  Irvington  study. 
A.  G.  Kuttner  and  F.  E.  Mayer  believe  that  patients 
who  escape  heart  damage  in  the  first  attack  of  rheu- 
matic fever  may  not  be  as  fortunate  in  the  second 
and  subsequent  attacks.  Of  119  children  studied. 
50  showed  no  clinical  evidence  of  carditis  during 
the  first  attack,  while  13  showed  such  evidence 
during  the  second  attack.  Six  of  those  suffered 
residual  heart  damage.  The  study  indicated,  how- 
ever. that  patients  who  had  not  sustained  heart 
damage  in  the  first  attack  were  usually  less  suscep- 
tible to  subsequent  carditis  than  those  who  had.  The 
authors  advise  that  prophylaxis  against  strepto- 
coccal infections  be  continued  until  adulthood. 

What  is  the  role  of  the  physician  who  must  daily 
meet  these  problems?  He  must  be  aware  of  the 
relationship  between  streptococcal  throat  infection 
and  rheumatic  fever  and  carditis  and  of  its  dangers. 
Despite  the  fact  that  there  is  at  present  no  single 
test  available  for  the  diagnosis  of  rheumatic  fever, 
he  must  not  ignore  the  problem.  A throat  culture 
for  streptococcal  organisms  must  be  obtained  in  all 
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patients  complaining  of  or  suspected  of  having  a 
sore  throat,  or  in  those  who  have  been  in  contact 
with  a streptococcal  infection.  A recommended  pro- 
gram for  prevention  of  streptococcal  infections  in 
rheumatic  children  is  as  follows  : ( 1 ) oral  penicillin. 
200,000  units  buffered  penicillin  G twice  daily  con- 
tinuously ; (2)  benzathine  penicillin  G (long  acting 
repository) . 1 injection  of  1 .200,000  units  monthly  ; 
or  (3)  oral  sulfonamide  such  as  sulfadiazine.  0.5 
gram  daily  in  children  under  60  pounds.  1.0  gram 
daily  in  older  children.  In  known  rheumatic  sub- 
jects prophylaxis  against  streptococcal  infections 
should  be  continued  5 to  20  years  following  the 
first  attack.  In  children  who  are  penicillin  hyper- 
sensitive,  erythromycin  or  tetracycline  may  be 
substituted. 

For  the  treatment  of  streptococcal  infections  the 
following  schedule  is  recommended  : 

1.  Benzathine  penicillin  G:  one  intramuscular  in- 
jection of  600,000  units  for  children  under  ten 
years  of  age  and  900.000  units  for  older 
children. 

2.  Procaine  penicillin  with  aluminum  monostearate 
in  oil : 1 intramuscular  injection  of  300.000  units 
every  third  day  for  three  doses. 

3.  Oral  penicillin : 200,000  to  250.000  units  three 
times  daily  for  a full  ten  days.  Therapv  must  be 
continued  even  though  the  temperature  returns 
to  normal  and  the  patient  is  asymptomatic.  This 
is  essential  to  maintain  effective  blood  levels  for 
a period  of  ten  days  as  a means  of  eradicating 
the  streptococci  from  the  throat. 

The  Rhode  Island  State  Department  of  Health 
through  its  laboratory  facilities  and  its  rheumatic 
fever  programs  has  worked  with  the  physicians  of 
Rhode  Island  to  lower  the  incidence  of  streptococcal 
infections  and  rheumatic  fever-rheumatic  carditis. 
That  the  effort  has  been  successful  to  some  degree 
is  recognized  by  the  majority  of  insurance  com- 
panies. Standard  insurance  is  now  available  through 
most  insurance  companies  to  adolescent  and  young 
adults  in  whom  a diagnosis  of  rheumatic  fever  with- 
out carditis  has  been  made,  if  there  is  no  evidence 
of  cardiovascular  abnormality  after  three  years. 
Some  companies  are  prepared  now  to  write  such 
insurance  even  when  a diagnosis  of  carditis  had 
been  made  in  children  who  were  treated  with 
steroids  or  salicyclates  and  who  have  no  residuals 
3 years  later.  This  is  indeed  encouraging  progress. 


THE  PUBLIC  SHOULD  BE  GIVEN  THE  FACTS 

/^\rgaxized  health  care  consumes  money  at  a welfare  department  annually  increase,  although 
fast  pace  in  today’s  economy ; it  does  not,  and  payments  to  physicians  under  it  do  not  increase, 
cannot,  make  money  in  the  sense  that  an  ordinary  The  Blue  Cross  plan  faces  a constant  struggle  to 
business  enterprise  does.  hold  down  its  rates  against  spiraling  hospital  ex- 

1 he  health  care  programs  of  the  state  social  penditures,  although  its  counterpart  in  physician 
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i services  has  been  limited  in  its  rate  increases. 

The  Dependents  Medical  Care  program  of  the 
federal  armed  services  started  with  a seventy  mil- 
lion dollar  budget  which  was  exceeded  in  its  first 
year  bv  twenty  million  dollars  in  expenditures, 
i thus  necessitating  a cutback  of  benefits  and  a cur- 
tailment of  usage. 

Benefits  payments  under  old-age,  survivors,  and 
disabilitv  insurance  under  tbe  Social  Security  Sys- 
tem in  the  fiscal  year  ended  June  30,  1964,  totalled 
$15,830  million,  or  5 per  cent  more  than  the  amount 
paid  during  the  preceding  year.  Since  the  start  of 
the  program  the  tax  rate  has  steadily  increased,  and 
by  1961  the  increase  amounted  to  300  per  cent,  and 
by  1968.  according  to  present  schedules,  an  addi- 
tional increase  of  more  than  1 50  per  cent  will  take 
i place.  Yet,  by  May,  1964,  the  Society  Security 
Fund,  representing  excess  of  expenditures  over 
| receipts,  was  only  $22,129,000,000,  or  almost  half 
a billion  less  than  the  total  in  1956,  despite  the  fact 
that  receipts  in  fiscal  1962-63  were  over  twice  those 
of  fiscal  1955-56. 

Now  we  witness  the  majority  of  the  states  experi- 
menting with  a medical  assistance  to  the  aged  pro- 
gram which  undoubtedly  will  cost  the  taxpayers 
increasingly  each  ensuing  year.  Certainly,  the  very 
liberal  Rhode  Island  program  faces  a test  in  the 
| coming  months  to  operate  within  the  anticipated 
revenue,  and  the  problem  is  the  more  serious 
because  the  plan  starts  with  negotiated  payments  to 
some  of  the  vendors  that  are  either  1 >elow  the  current 
scales,  or  will  be  subjected  to  rises  if  the  cost  of 
living  index  continues  to  soar. 

W hat  is  desperately  needed  is  a better  educational 
program  for  the  public  generally  on  what  is  possible 
in  health  benefits  for  everyone  within  reasonable 
economic  outlays,  as  well  as  what  can  become  a 
costly  drag  on  the  whole  movement  through  failure 
to  comprehend  the  role  of  insurance  in  the  protec- 
tion of  the  individual’s  livable  income,  as  well  as  his 
good  health. 

As  the  Rhode  Island  employee  contemplates  the 
sizable  segment  of  his  fellow  citizens  who  are  pro- 
vided health  care  through  federal  and  state  social 
service  programs,  to  which  is  now  added  another 
potential  forty  or  more  thousands  of  elder  citizens, 


the  comprehensive  program  provided  the  members 
and  dependents  of  those  serving  with  the  armed 
forces,  the  overall  health  benefits  of  the  Veterans 
Administration  which  is  liberalized  to  include  vet- 
erans with  non-service  connected  ailments,  and 
various  other  programs  provided  with  tax  funds  In- 
state and  local  governments,  he  begins  to  realize  the 
impact  on  his  personal  income. 

But  the  amazing  current  development  is  the 
voicing  of  politicians,  both  within  and  without  the 
state,  that  a federal  Medicare  program  must  now  be 
superimposed  on  all  these  other  programs,  with  an 
additional  payroll  tax.  And  strangest  of  all.  this 
proposed  federal  program  offers  little  for  the  price 
asked,  and  once  launched  it  would  sail  in  the  same 
pattern  of  rising  waves  of  taxes  with  only  token 
extensions  of  benefits  in  the  so  called  political  or 
voting  years. 

The  federal  Health,  Education  and  Welfare  offi- 
cials estimated  that  the  cost  of  the  Medicare  pro- 
gram adopted  by  the  Senate  last  summer  would  be 
between  $1  and  $1.5  billion  anmtallv  for  the  early 
years  of  operation. 

Yet  no  less  an  authority  than  Doctor  Barkev  S. 
Sanders,  a medical  statistician  with  thirtv-five  years 
of  government  service  in  the  field  of  health  and 
welfare  costs,  who  retired  from  federal  service, 
stated  in  the  November  issue  of  Nation's  Business 
magazine  that  “on  the  basis  of  all  available  evi- 
dence. even  in  the  first  year,  the  cost  would  be  at 
least  three  times  the  estimated  cost.  It  is  more  prob- 
able that  the  multiplier  would  be  four.” 

The  medical  profession,  due  in  major  measure  to 
the  efforts  of  the  American  Medical  Association, 
has  led  in  the  battle  to  bring  to  the  average  citizen  a 
clearer  picture  of  the  full  implications  of  a federal 
program  not  economically  sound.  It  will  undoubt- 
edly continue  its  efforts  in  the  coming  months  to 
urge  the  public  to  seek  the  facts  on  long  range 
economic  and  population  trends,  the  cost  for  pro- 
viding adequate  programs  of  health  care  assistance, 
and  what  taxes  will  actually  be  necessary  to  provide 
such  assistance  if  it  cannot  be  secured  through 
voluntary  non-political  insurance  programs.  Given 
the  true  facts  the  average  citizen  will  make  the 
right  decision. 


THE  OCEAN’S  RICHES 


Readers  old  enough  to  have  been  visitors  to  the 
great  New  York  World’s  Fair  of  1939-40  will 
remember  vividly  the  great  General  Motors 
Futurama  of  a quarter  of  a century  ago.  The  sig- 
nificance of  that  striking  exhibit  was  the  accuracy 
and  prescience  with  which  it  predicted  the  nature  of 


our  urban  environment.  Glass  and  steel  skyscrapers, 
streamlined  automobiles,  and  endless  vehicular 
freeways  with  their  spectacular  clover  leaf  inter- 
changes are  now  the  very  substance  of  the  milieu  in 
which  we  live. 

It  was  this  very  gift  of  vision  which  led  us  once 
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again,  after  a lapse  of  a third  of  a lifetime,  to  seek 
out  the  prophecies  of  another  General  Motors 
Futurama,  this  one  at  the  New  York  World’s  Fair 
of  1964-65.  The  progress  of  the  next  twenty-five 
years  will  be  no  less  spectacular  if  the  visions  of  the 
current  exhibit  are  as  accurate  as  those  of  the  last. 
There  is  every  reason  to  presume  that  they  are 
equally  valid. 

As  physicians  we  should  have  great  interest  in 
the  predictions,  as  they  have  much  bearing  on  the 
problems  of  environmental  adaptation  and  occupa- 
tional hazards  in  the  years  ahead.  This  spectacular 
ride  into  the  future  envisages  a trip  to  the  moon, 
life  in  the  Antarctic,  and  the  conquest  of  the  jungle 
and  desert,  and  pictures  the  vast  metropolis  and 
suburbs  of  the  future.  Lastly,  it  looks  to  the  master- 
ing of.  in  the  words  of  the  official  brochure,  “another 
element  which  has  long  defied  human  conquest.” 

The  description  continues : “We  are  on  the  floor 
of  the  ocean.  We  find  that  man  has  learned  to  work 
and  move  about  here.  We  see  a team  of  Aquacopters 
— two-man  utility  vehicles  — probing  the  ocean’s 
caverns  and  uncovering  minerals  and  other  riches 
of  the  deep.  In  the  distance,  an  underwater  well 
pumps  oil  into  a train  of  submarine  tankers  waiting 
to  be  towed  to  processing  centers.  Now  we  pass  the 
beautiful  Hotel  Atlantis,  an  undersea  resort,  where 
under  several  transparent  bubbles  guests  are  find- 
ing pleasure  and  relaxation  in  these  strangely  excit- 
ing surroundings.” 

Romantic  science  fiction?  With  a season  of  the 
Fair  still  ahead  of  us,  the  news  is  almost  outrunning 
the  predictions.  In  the  Xew  York  Times  of  Decem- 
ber 20,  1964  there  appeared  an  article  on  the  poten- 
tialities of  the  great  seas  around  us  titled  “Ocean's 
Riches.”  It  spoke  of  vast  new  fisheries  which  are 
being  discovered  which  indirectly  will  push  down 
the  price  of  chicken  in  the  supermarket,  because  fish 
are  an  important  source  of  protein  in  chicken  feed. 
Huge  abundant  new  sources  of  edible  fish  are  being 
investigated  and  discovered.  New  mineral  resources 
are  being  tapped  as  large  diamonds  of  perfect  qual- 
ity off  the  coast  of  West  Africa  and  millions  of  tons 
of  iron  ore  in  Tokyo  Bay  are  dredged  from  the 
ocean’s  floor.  Tin  has  been  dredged  near  Indonesia, 
Malaysia,  and  Thailand,  and  may  be  commercially 
available  off  the  coast  of  Cornwall  in  England. 
Titanium  sands  near  Australia,  Ceylon,  Florida, 
India,  and  Japan;  thorium  off  Brazil  and  India; 
and  chromite  near  Alaska  are  other  potential  sources 
of  great  wealth.  According  to  this  account  the  sea 
accomplished  much  of  the  mining  operation  by  grind- 
ing up  the  ore-bearing  rock  in  prehistoric  times. 

Because  of  pressing  need  for  greater  knowledge 
in  this  field  the  United  States  has  embarked  upon  a 
ten  year  National  Oceanographic  Program  with 
resources  of  some  $280  million  dollars  yearly,  of 
which  the  Navy  will  spend  almost  half.  Other 
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interested  groups  are  the  Committee  on  Ocean- 
ography of  the  National  Academy  of  Sciences - 
National  Research  Council,  the  Lamont  Geological 
Observatory  of  Columbia  University,  the  Scripps 
Institute  of  Oceanography  in  California,  and  the 
Woods  Hole  Oceanographic  Institute  in  Massachu- 
setts. Certainly  the  new  oceanographic  and  fisheries 
studies  of  the  University  of  Rhode  Island  and  the 
Federal  Government  based  on  Narragansett  Bay 
will  have  a growing  influence  in  this  field.  If  the 
program  continues  until  1980  it  is  estimated  that 
the  gross  national  product  may  be  increased  as 
much  as  $3  billion  by  the  effort. 

Simultaneously  the  Navy  Department  has 
announced  a Deep  Submergence  Program  to  fur- 
ther the  Navy’s  ability  to  operate  deep  in  the  ocean. 
Assistant  Secretary  of  the  Navy  Robert  W.  Morse 
stated:  “We  are  now  at  the  point  in  time  when 
maintenance  of  military  forces  in  the  deep  ocean 
has  an  important  effect  on  the  security  of  our 
nation.”  The  capability  of  operating  deep  in  the 
seas  and  knowledge  of  the  forces  and  materials  at 
the  bottom  of  the  oceans  have  important  applica- 
tions in  antisubmarine  warfare.  Yet  it  is  predicted 
that  mining  of  materials  from  the  depths  may  well 
be  a byproduct  of  these  specific  projects. 

Private  industry  has  not  been  aloof  from  these 
developments.  Westinghouse  Electric  Corporation 
has  very  recently  announced  a service  for  industrial, 
governmental,  and  military  institutions  that  are 
interested  in  underwater  problems.  W estinghouse 
World  Wide  Charter  Facilities  will  offer  a wide 
range  of  oceanographic  equipment,  services,  and 
personnel  for  almost  all  types  of  undersea  missions. 
These  facilities  could  be  used  for  exploration  by 
petroleum  companies,  chemical  companies,  and  fish- 
ing interests,  and  in  mapping  the  ocean  floor.  The 
company's  present  resources  include  a support  ship, 
crew,  several  diving  submersibles,  oceanographic 
equipment,  oceanographers,  engineers,  and  techni- 
cal personnel.  Special  equipment  will  be  obtained 
or  built  as  needed  for  each  mission.  The  company  is 
now  working  on  a diving  vessel  carrying  a three 
man  crew  and  capable  of  descending  to  4,000  feet. 
Other  craft  with  depth  capacities  of  12,000  and 
20.000  feet  are  either  in  progress  or  in  preliminary 
design  stages. 

All  of  these  developments  involve  medical  prob- 
lems of  profound  significance.  Medicine  and  medi- 
cal science  will  participate,  to  the  end  that  mankind 
may  soon  be  endowed  with  the  ocean’s  riches. 
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POLARIZING  TREATMENT  OF  MYOCARDIAL  INFARCTION 
AND  CONGESTIVE  FAILURE 


Doctor  Demktrio  Sodi-Pallares,  in  a post- 
graduate educational  lecture  of  the  Rhode 
Island  Heart  Association,  spoke  on  the  “Polarizing 
Treatment  of  Myocardial  Infarction  and  Conges- 
tive Failure.” 

Previous  studies  had  indicated  that  the  testing 
potential  (diastolic  polarization)  of  the  cardiac 
muscle  fiber  is  directly  related  to  the  ratio  of  ionic 
concentration  of  potassium  inside  (KU)  and  out- 
side (Ko+)  the  cell  membrane.  Diastolic  depolariza- 
tion of  injured  and  dead  myocardial  tissue  can  be 
equated  to  a decreased  Kp  K0+  ratio  caused  by 
decreased  intracellular  potassium.  This  observation 
i led  Sodi-Pallares  to  suggest  the  treatment  of  myo- 
! cardial  infarction  at  the  cellular  level  by  increasing 
I the  diastolic  polarization  of  infarction-damaged 
j muscle  by  forcing  potassium  into  the  muscle  fibers. 
Since  insulin  increases  the  permeation  of  both  glu- 
cose and  potassium  across  the  cell  membrane,  a 
I 10  per  cent  glucose  in  water  (1000  ml.)  solution 
containing  40mEq.  of  potassium  chloride  (KC1) 
I and  20  units  of  regular  insulin  ( designated  as  G-I-K 
solution)  was  administered  at  a rate  of  40-60  drops 
per  minute.  This  is  referred  to  as  “polarizing 
, treatment.” 

Experimentally,  the  electrocardiograms  of  dogs 
with  myocardial  infarction  treated  with  polarizing 


ONE  SENTENCE  ESSAY 


It  would  seem  that  if  a teaching  or  university 
hospital  intends  to  train  some  of  its  students  and 
interns  to  become  active  practitioners  of  medicine, 
greater  regard  and  interest  need  to  be  extended  to 
those  visiting  and  staff  members  who  are  primarily 
interested  in  the  practice  of  medicine. 

. . . Samuel  A.  Levine,  M.D. 


E.  P.  Anthony,  Inc. 
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solutions  showed  ( 1 ) a rapid  decrease  or  disappear- 
ance of  signs  of  injury ; (2)  decrease  or  disappear- 
ance of  signs  of  myocardial  necrosis;  and  (3)  de- 
creased incidence  of  ventricular  arrhythmias.  In 
treated  animals,  the  infarcted  areas  were  smaller 
and  had  a more  normal  color,  more  normal  contrac- 
tions. and  better  metabolic  function.  In  these  ani- 
mals, electrocardiographic  evidence  of  injury, 
arrhythmias,  pain,  shock,  and  congestive  failure 
disappeared  earlier,  and  there  was  decreased  inci- 
dence of  residual  angina  pectoris  and  ventricular 
aneurysm. 

Corroborative  physiological  evidence  of  the  value 
of  this  treatment  was  found  by  H.  R.  Hellerstein  of 
Western  Reserve  University  in  Cleveland.  He  gave 
this  solution  to  dogs  with  experimental  myocardial 
infarction  and  found  a decrease  in  mortality  rate 
from  70  to  45  per  cent.  In  addition,  there  was  a 
distinct  increase  in  retrograde  collateral  coronary 
flow,  by  the  method  of  Gregg,  in  animals  receiving 
the  polarizing  solution,  but  not  in  the  controls. 
Treated  animals  had  fewer  arrhythmias  and  less 
ST  segment  displacement,  while  subsequent  exam- 
ination two  month  later  revealed  smaller  areas  of 
infarction. 

The  “polarizing  treatment”  consists  of  a low 
sodium  diet,  high  potassium  intake,  maintenance  of 
normal  serum  sodium  and  potassium  levels,  and  in- 
travenous administration  of  “polarizing  solutions.” 

Sodi-Pallares  does  not  expect  his  treatment  to 
be  widely  or  promptly  accepted,  but  suggests  that 
it  be  tried,  especially  in  those  patients  with  myocar- 
dial infarction  or  congestive  heart  failure  who  are 
not  doing  well  on  the  accepted  methods  of  therapy. 
This  proposal  appears  to  be  quite  reasonable. 

Henry  Miller,  m.d. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


WOONSOCKET  DISTRICT  MEDICAL 
SOCIETY 

The  annual  meeting  was  called  to  order  at 
8:30  p.  m.  on  December  18.  1964.  by  president 
Philip  J.  Morrison  at  the  assembly  ball  of  the 
Woonsocket  Hospital.  There  were  twenty-one 
members  present. 

The  minutes  of  the  meetings  of  the  past  year  were 
read  by  secretary  Alton  P.  Thomas,  m.d..  and  were 
approved  as  read.  Treasurer  Paul  E.  Boucher  stated 
that  cash  on  hand  at  the  present  time  was  S673.00. 
The  major  expense  for  the  year  had  been  the  party 
held  last  March  which  came  to  S380.00. 

The  applications  for  membership  in  the  Society 
of  Dr.  Jose  M.  Rayos  and  Dr.  Orazio  Joseph  Basile 
were  read  and  found  to  be  in  order.  They  were 
voted  into  membership. 

Dr.  Morrison  appointed  a nominating  committee 
consisting  of  Drs.  Edward  Medoff.  Arthur  Gaud- 
reau.  and  Raymond  Landcaster.  who  presented  the 
following  slate  of  officers  for  1965  : 

President  Dr.  Harry  Levine 

Vice  President  Dr.  Alton  P.  Thomas 

Secretarv  Dr.  Saul  A.  \\  ittes 

Treasurer  Dr.  Paul  E.  Boucher 

Delegates  to  the  R.I.  Medical  Society  are  Dr. 
Leonard  S.  Staudinger.  Jr.,  Dr.  Roger  G. 
Berard.  and  Dr.  Roger  G.  Fontaine.  Dr.  Harry 
Levine  is  serving  as  our  representative  in  the 
State  Society  Council. 

The  recent  retirement  of  the  \\  oonsocket  Hos- 
pital pathologist.  Dr.  Harry  J.  Tweddell.  after  many 
long  years  of  service  to  the  community  was  dis- 
cussed and  a committee  was  appointed  to  work  with 
a similar  committee  from  the  Woonsocket  Hospital 
staff  to  arrange  a farewell  party.  The  committee 
consists  of  Dr.  Henri  Gauthier.  Dr.  Edward  Medoff, 
and  Dr.  Arthur  Gaudreau. 

Dr.  Edward  S.  Medoff  made  a motion,  which 
was  carried,  that  the  presidents  of  the  \\  oonsocket 
District  Medical  Society  be  presented  with  prop- 
erly inscribed  gavels  at  the  end  of  their  term  of 
office  as  a token  of  the  appreciation  of  the  members. 
The  presidents  of  the  past  ten  years  would  also  be 
so  honored.  Dr.  Medoff  was  appointed  to  look  into 
the  matter. 

Mr.  Albert  J.  Yanasse.  a local  insurance  agent, 


then  introduced  a team  of  experts  from  the  Employ- 
ers Liability  Insurance  Companies.  Providence 
office,  who  presented  the  details  of  a retirement 
fund  sponsored  by  their  organization.  Their  fund 
was  set  up  to  qualify  for  the  Keough  Plan  tax 
deduction  for  the  self  employed.  A question  period 
followed. 

An  excellent  lunch  was  served  after  the  meeting 
adjourned  at  10:00  p.m. 

Alton  P.  Thomas,  m.d. 

Secretary 

NEWPORT  COUNTY  MEDICAL  SOCIETY 

A joint  meeting  of  the  Newport  County  Medical 
Society  and  the  naval  medical  officers  of  the  New- 
port Naval  Hospital.  Naval  Base  and  Destroyer 
Force  was  held  on  November  18  at  the  Commis- 
sioned Officers  Mess. 

After  an  excellent  roast  beef  dinner,  the  meeting 
was  addressed  by  Ambassador  Robert  McClintock 
on  the  subject,  “Diplomacy  in  Foreign  Relations.” 

The  host  for  the  evening  was  Captain  Edward 
E.  Hogan. 

No  business  session  was  held  at  this  time. 

John  E.  Carey,  m.d. 

Secretary 

PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  Medical 
Societv  Library  on  Monday.  December  7.  1964. 
The  meeting  was  called  to  order  by  the  President, 
Dr.  Frank  I.  Matteo.  at  8:30  p.m. 

Minutes  of  the  November  Meeting 

The  President  stated  that  unless  there  was  a 
request  for  the  reading  of  the  minutes  of  the  previ- 
ous meeting  of  the  Association,  such  reading  would 
be  omitted.  There  was  no  request.  The  President 
stated  that  the  minutes  will  be  published  in  the 
Rhode  Island  Medical  Journal. 

Dr.  Matteo  announced  that  the  members  of  the 
Association  were  invited  to  attend  a lecture  to  be 
held  at  Providence  College  on  December  14. 

Report  of  the  Secretary 

In  the  absence  of  the  Secretary,  his  report  was 
read  by  John  E.  Farrell,  the  Executive  Secretary. 
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He  reported  that  the  Executive  Committee 
approved  the  application  for  active  membership  of 
Dr.  Perry  Garber,  989  Reservoir  Avenue,  Cranston. 

A motion  was  made,  seconded  and  passed  that 
Dr.  Garber  be  elected  to  active  membership.  The 
Executive  Secretary  reported  that  in  accordance 
1 with  the  By-Laws  the  Executive  Committee  had 
submitted  a slate  of  officers  and  delegates  to  serve 
the  Association  in  1965.  He  noted  that  the  complete 
slate  had  been  printed  with  the  announcement  of 
the  December  meeting. 

Scientific  Lecture 

Dr.  Matteo  introduced  Dr.  George  G.  Katsas  of 
Boston,  Massachusetts.  He  is  a Lecturer  in  Legal 
Medicine,  Harvard  Medical  School,  and  Assistant 
Pathologist  to  Massachusetts  Department  of  Public 
Safety.  Dr.  Katsas  spoke  on  “The  Forensic  Path- 
ologist and  Motor  Vehicle  Accidents.” 

Dr.  Katsas  reviewed  the  pathological  investiga- 
tions of  persons  either  killed  or  injured  in  motor 
vehicle  accidents,  illustrating  his  lecture  with  many 
lantern  slides. 

The  lecture  was  followed  by  many  questions 
from  the  audience. 

The  meeting  was  adjourned  at  10:10  p.m. 

Collation  was  served.  Attendance  56. 

Respectfully  submitted, 
William  A.  Reid,  m.d. 
Secretary 

KENT  COUNTY  MEDICAL  SOCIETY 

At  the  annual  meeting  of  the  Kent  County  Med- 
ical Society  held  on  December  10,  1964,  the  follow- 
ing slate  of  officers  was  elected  to  serve  for  the 
year  1965 : 

President  John  M.  Vesey,  m.d. 

Vice  President  Frank  A.  Racioppi,  m.d. 

Secretary  Daniel  S.  Harrop,  Jr.,  m.d. 

Treasurer  George  B.  Farrell,  m.d. 

Elected  as  delegate  to  the  Rhode  Island  Medical 
Society  for  a one-year  term  was  Dr.  Charles  B. 
Round  and  for  two-year  terms  were  Drs.  Joseph  E. 
Wittig,  John  E.  Murphy  and  John  M.  Vesey. 

Elected  as  councillor  to  the  Council  of  the  Rhode 
Island  Medical  Society  was  Dr.  Paul  Barber  and 
his  alternate  councillor  Dr.  William  McKenney. 

Dr.  Baruh  Motola  was  elected  to  membership  at 
the  meeting. 

The  following  eulogy  was  delivered  at  the  meet- 
ing in  memory  of  Dr.  Joseph  C.  Kent : 

“The  Kent  County  Medical  Society  mourns 

the  loss  of  Dr.  Joseph  Kent,  who  died  on 

November  10,  1964,  at  age  61. 

“Joe  always  did  his  work  efficiently  and  well. 

He  never  imposed  on  his  fellow  practitioners. 


He  always  did  a little  more  than  his  share. 

“On  the  day  of  his  death,  from  a massive 
coronary  thrombosis,  he  not  only  diagnosed  his 
condition,  hut  drove  himself  to  the  Accident 
Room.  He  received  the  best  of  care  from  loving 
friends  hut  the  autopsy  showed  the  result  to  he 
inevitable. 

“We  can  all  be  proud  to  have  known  him.  He 
was  a complete  man.  He  served  his  country 
well  in  World  War  II.  He  was  worshipped  by 
his  many  patients  and  had  a loving  wife  and 
children. 

“Our  Society  is  better  because  he  was  one 
of  us.” 

Respectfully  submitted, 

Daniel  S.  Harrop,  Jr.,  m.d. 

Secretary 
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Answers  to  Photo  on  Page  14 

Left: 

Granuloma  annulare 

Right: 

Molluscum  contagiosum 

DOCTOR... 

Build  An  Estate  for  your  Son! 
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$100,000  ORDINARY  LIFE  INSURANCE 

Age  1 ...  $ 559.00,  yearly 
Age  5 ...  $ 616.00,  yearly 
Age  10  . . . $ 725.00,  yearly 
Age  13  ...  $ 800.00,  yearly 
Age  16  ...  S 884.00,  yearly 
Age  20  . . . $1010.00,  yearly 

★ ★ ★ 

After  five  years,  yearly  guaranteed  in- 
crease in  cash  value  exceeds  deposits  ! 
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An  ideal  gift  to  sons  and  grandsons. 

★ ★ ★ 

Write  or  ’phone: 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  St.,  Providence,  R.  I. 
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Fund  joy  Slain  Missionary  Physician  Established 

Establishment  of  the  Physician’s  Aid  Carlson 
Fund  to  aid  the  family  of  Paul  E.  Carlson,  m.d.. 
Los  Angeles  Medical  Missionary  who  was  killed 
November  24  by  rebel  forces  in  the  Congo,  has  been 
announced  by  the  Los  Angeles  County  Medical 
Association. 

Dr.  Carlson,  36.  was  one  of  50  American  and 
Belgian  hostages  massacred  in  Stanleyville  by 
fanatical  rebels. 

Surviving  are  his  wife,  Lois,  and  the  couple's 
two  children,  Wayne,  9,  and  Lynette,  7,  who  were 
reported  safe  in  Bangui,  Republic  of  Central  Africa. 
They  are  expected  to  return  to  the  United  States 
soon. 

Also  surviving  Dr.  Carlson,  whose  residence  was 
Rolling  Hills  here,  are  his  parents,  Mr.  and  Mrs. 
Gust  Carlson,  of  Alhambra ; a brother,  Dwight,  31, 
also  a physician  ; and  a sister,  Sharon. 

Dr.  Carlson,  who  operated  a 65-bed  hospital  in 
Wasolo  in  the  Congo,  had  been  in  the  country  a 
year.  Prior  to  that  he  had  been  a surgeon  on  the 
staff  of  the  Redondo  Beach  Medical  Clinic. 

Donations  from  the  medical  profession  and  the 
general  public  throughout  the  nation  are  invited. 
All  donations  received  will  be  used  for  the  benefit 
of  the  Carlson  family.  All  expenses  for  operating 
the  Fund  will  be  borne  by  the  Los  Angeles  County 
Medical  Association  and  the  Physician’s  Aid 
Association. 

We  would  like  to  emphasize  that  checks  should 
be  made  out  to  the  Physician’s  Aid -Carlson 
Fund.  The  address  is  1234  North  Vermont,  Los 
Angeles  29,  California. 

Medical  Merit  Scholarship  Program  Established 

A businessman  and  his  wife  who  believe  medicine 
is  losing  the  country’s  best  young  minds  to  other 
sciences  have  given  four  New  York  City  medical 
schools  $320,000  to  create  the  first  American  Merit 
Medical  Scholarship  Program. 

The  Lucien  and  Ethel  Brownstone  Foundation 
has  announced  grants  of  $80,000  each  to  the 


Columbia  University  College  of  Physicians  and 
Surgeons,  New  York  University  School  of  Medi- 
cine, Albert  Einstein  College  of  Medicine  of  Yeshiva 
University,  and  Cornell  University  Medical  College. 

Mr.  and  Mrs.  Lucien  Brownstone.  in  a letter  to 
the  deans  of  the  four  schools,  said  they  were  estab- 
lishing the  scholarship  endowments  “to  stimulate 
the  most  innately  gifted,  best  educated  and  most 
mature  individuals  to  enter  the  complex  and  humane 
field  of  medicine."  They  said  it  was  their  hope  that 
the  American  Merit  Medical  Scholars  would 
become  the  future  creative  medical  investigators, 
teachers  and  leaders  in  the  clinical  as  well  as  the 
basic  medical  sciences. 

They  noted  that  of  the  121  young  "Presidential 
Scholars"  President  Johnson  named  this  year,  only 
one  was  planning  a career  in  medicine.  The  Presi- 
dential Scholars  are  chosen  from  the  country’s  most 
intelligent  students  as  they  finish  high  school  and 
head  for  college.  Many  said  they  were  going  to 
study  mathematics  and  physics. 

“When  less  than  one  per  cent  of  the  top  young 
scholars  from  across  the  nation  are  considering 
medical  careers,  the  time  has  come  to  vigorously 
strengthen  opportunities  for  medical  education,” 
said  Mr.  Brownstone. 

Health  Insurance  Up  48  Million  Since  ’53 

Health  insurance  protects  48  million  more 
Americans  today  than  it  did  10  years  ago,  the 
Health  Insurance  Institute  said  recently. 

Ten  years  ago,  over  97  million  Americans  were 
insured  by  hospital  expense  insurance.  Since  then 
there  has  been  a coverage  increase  of  more  than 
49  per  cent,  and  a total  of  over  145  million  persons 
were  protected  against  the  cost  of  hospital  care  at 
year-end  1963,  declared  the  Institute. 

In  1953,  61  per  cent  of  the  LT.  S.  civilian  popula- 
tion was  protected  by  some  form  of  health  insur- 
ance, the  Institute  said,  while  at  the  beginning  of 
this  year  77  per  cent  was  so  insured. 

The  same  type  of  growth  has  been  shown,  said 
the  Institute,  by  other  forms  of  health  insurance. 

continued  on  page  42 


JANUARY,  196  5 


41 


because  food  is  a factor 

in  oral  penicillin  therapy . . . 


This  Is  the  breakfast  used  in  the  Griffith  and  Black  study  reported  here. 


consider  V-CILLIN  K® 

POTASSIUM  PHENOXYMETHYL  PENICILLIN 


Acid-stable  V-Cillin  K is  much  less  affected  by  gastric  acids  than  is  oral  penicillin  G. 
In  fact,  comparative  data  show  that  V-Cillin  K given  with  meals  produces  blood 
levels  twice  as  high  with  just  half  the  dose.  Such  pharmacologic  characteristics 
provide  your  patients  consistently  dependable  therapy.  In  addition,  significant  econ- 
omy is  achieved,  since  three  to  four  times  as  much  oral  penicillin  G is  required  to 
assure  equivalent  antibacterial  activity.1 
i.  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6:2 53,  1964. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  of  staphylococci. 

Precautions:  Although  sensitivity  reactions  are 
much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  admin- 
istered to  patients  with  a history  of  allergy  to 


penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during 
treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units) 
three  times  a day  to  250  mg.  every  four  hours. 
Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  tea- 
spoonful, in  40,  80,  and  ifo-cc.-size  packages. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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THE 

PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
“perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It’s  been  that  way  with  us 
since  1881. 
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Surgical  Insurance 

In  1953,  nearly  SI  million  Americans  had  surgi- 
cal expense  insurance,  but  in  the  following  10  years 
there  was  a 67  per  cent  increase  in  this  coverage 
and  at  the  end  of  1963  nearly  135  million  persons 
had  protection  against  the  cost  of  surgical  hills. 

Regular  medical  expense  insurance  covered 
nearly  43  million  Americans  in  1953.  However, 
this  coverage  more  than  doubled  over  the  10-vear 
period  so  that  more  than  102  million  persons  were 
insured  last  year. 

American  Medicine  Abroad 

More  than  two  thousand  American  doctors  are 
now  overseas,  bringing  American  medicine  to  the 
peoples  of  three  continents. 

Under  ordinary  conditions  a U.  S.  doctor  serving 
a voluntary  medical  mission  in  Asia,  Africa  or 
Latin  America  may  work  harder  than  he  ever 
worked  before.  He  may  keep  an  18-hour  day.  He 
may  have  to  scrape  for  medical  supplies  to  treat 
diseases  unknown  in  the  United  States.  And  he 
probably  earns  very  little  money. 

Occasionally  he  may  face  an  extraordinary  con- 
dition such  as  that  faced  by  Dr.  Paul  Carlson,  the 
U.  S.  medical  missionary  captured  by  Congolese 
rebels  and  sentenced  to  death  as  a spv. 

But.  for  a growing  number  of  American  physi 
cians.  the  urge  to  serve  in  developing  nations  is 
apparently  stronger  than  the  hardships  encountered 
in  serving.  The  American  Medical  Association  has 
detected  a steady  upsurge  of  interest  among  doctors 
In  the  past  year,  almost  1.000  cjueries  were  received 
from  interested  physicians  who  wanted  to  serve 
varying  periods  of  time  abroad. 

Several  hundred  U.  S.  doctors  are  already  over- 
seas with  the  600  to  700  health  projects  and  the 
more  than  350  hospitals  sponsored  by  U.  S.  organ- 
izations in  foreign  lands. 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 
1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 


INDUSTRIAL  AND  WHOLESALE  FUEL  OILS 


J 


ViO? 


s ew  at  Geigy?  Regroton,  Doctor, 
c blood  pressure. 


Not  another  reserpine-diuretic 
combination! 


Says  this  2-year  study  by  Finnerty. 


Certainly.  Regroton  has  outperformed 
other  combinations. 


What’s  the  dosage? 


: ion:  Each  tablet  contains  chlorthalidone, 
nd  reserpine,  0.25  mg. 

Plications:  History  of  mental  depression, 

> sitivity,  and  most  cases  of  severe  renal 
1 c diseases. 

' Discontinue  2 weeks  before  general 
ia,  1 week  before  electroshock  therapy, 
pression  or  peptic  ulcer  occurs. 

1 ms:  Reduce  dosage  of  concomitant  anti- 
sive  agents  by  one-half.  Discontinue  if 
- rises  or  liver  dysfunction  is  aggravated. 

1 te  imbalance  and  potassium  depletion 
J1  ur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details, see  the  complete  prescribing 
information. 


Availability:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  breakfast. 

‘Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  fety) 

Ardsley,  New  York  RE-3268 


agrotoir 


“the  ideal  treatment  for 
most  patients  with  moderately 
severe  hypertension"* 


Geigy 
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THE  VOICE  OF  THE  PUBLIC 

A Reply  to  Selig  Greenberg 


Mr.  Selig  Greenberg’s  December  6 Sunday 
column  about  medicare  is  a curious  document 
in  which,  after  a perfunctory  analysis  of  the  various 
means  of  alleviating  the  costs  of  medical  care  for  the 
elderly,  he  blithely  concludes  that  medicare  is  the 
best  solution,  despite  evidence  to  the  contrary 
throughout  his  column. 

For  example.  Mr.  Greenberg's  own  figures  tell 
us  that  although  only  55  per  cent  of  those  over  65 
have  medical  insurance,  almost  80  per  cent  of 
younger  people  are  covered,  thus  revealing  clearly 
that  the  over-all  problem  is  on  the  wane  rather  than 
increasing,  as  far  as  availability  of  insurance  is  con- 
cerned. It  would  seem  then,  that  as  more  and  more 
of  the  present  population  who  possess  private  insur- 
ance attain  65  the  need  for  a broad  program  would 
diminish.  Yet  Mr.  Greenberg  would  have  us  believe 
that  the  Kerr-Mills  bill,  with  its  specific  aim  to 
those  in  actual  need,  should  be  replaced  by  a scheme 
which  will  give  to  all,  regardless  of  need,  despite  the 


Hite  mo  ti a!  Sanitarium 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


fact  that  at  least  four  out  of  five  would  probably  be 
able  to  provide  for  themselves  benefits  in  excess  of 
those  supplied  by  medicare. 

Mr.  Greenberg's  contention  that  the  Kerr-Mills 
program  is  potentially  far  costlier  than  medicare  is 
naive,  and  ignores  both  the  actual  experience  with 
this  existing  legislation  and  the  historic  tendency 
for  all  bureaucratically-controlled  welfare  organiza- 
tions to  expand  without  limit.  Nowhere  does  he 
mention  that  adoption  of  medicare  would  immedi- 
ately cover  an  estimated  1 5 million  people  who  have 
never  contributed  one  cent  to  the  program.  Mr. 
Greenberg  errs  seriously  when  he  implies  that  medi- 
care is  akin  to,  albeit  larger  than,  conventional 
insurance.  (“It  enables  men  and  women  to  invest  a 
share  of  their  earnings  at  a time  when  their  income 
is  highest . . . and  gives  them  assurance  that  at  least 
some  of  these  needs  will  be  provided  for  as  a matter 
of  right  and  not  as  charity.” 

True  insurance  requires  the  insurer  to  maintain 
a reserve  fund  for  the  satisfaction  of  future  claims. 
It  is  a legal  contract  between  insurer  and  insured 
clearly  delineating  benefits  to  be  paid,  and  not  sub- 
ject to  change  without  mutual  consent.  Medicare 
(and  for  that  matter.  Social  Security  itself ) cannot 
assure  anything  to  anybody,  subject  as  its  provi- 
sions are  to  future,  and  often  capricious  Congresses. 
It  relies  on  the  taxes  of  unborn  generations  for  its 
backing.  By  perpetuating  the  myth  that  this  pro- 
posal is  merely  another  form  of  insurance  Mr. 
Greenberg  creates  an  aura  of  false  securitv  for  many 
well-meaning  but  uninformed  people  who  have  a 
sincere  interest  in  a real  problem.  Given  the  true 
facts,  such  people  might  well  conclude  that  giving  a 
little  to  a vast  number  of  individuals  (many  of  whom 
will  not  need  it)  would  probably  be  far  more  costly 
than  caring  for  the  full  needs  of  those  who  really 
require  assistance,  as  does  Kerr-Mills. 

The  Kerr-Mills  bill  is  surely  no  panacea,  nor  is 
private  health  insurance  the  full  answer ; but  both 
working  in  conjunction,  with  their  adaptability  to 
individual  needs,  go  a good  deal  further  to  alleviate 
the  problem  than  the  glib  aphorisms  of  Mr.  Green- 
berg, et  al,  endorsing  as  they  do  the  “fly  now  — pay 
later”  philosophy. 

Stephen  F.  Honan 

Cranston 

Reprinted  from  the  column  "In  The  Evening  Mail"  of 

the  Providence  Evening  Bulletin,  December  16,  1964. 


JANUARY,  1965 
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ONE  WAY  TO  TRY  TO 
AVOID  COLDS  AND 
SINUSITIS  IS  TO 
GET  AWAY  FROM 
FRIGID  WEATHER 


...but  if  your  patient  can't  get  away,  relieve  sneezing,  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 

ORNADE*\„d,m„k  SPANSU  LE’KSsr- 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  50  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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IN  THE  EDITOR’S  MAILBOX 


To  the  Editor  : 

I wondered,  after  reading  your  article  in  the  edi- 
torial section  of  the  November  issue  (“Race  for  the 
Moon  Not  a Stunt”),  if  the  author  overlooked  and 
therefore  would  be  interested  in  reading  an  article 
on  Page  103  of  the  J.A.M.A.  for  September  7, 
entitled  “Some  Hazards  of  Space  Travel.” 

With  kindest  regards, 

Paul  C.  Barton,  m.d. 
Medical  Director, 

Braver  & Company,  Inc. 

Every  coin  has  two  sides.  . . . The  Editor 

sjs  ij:  :jc 


Dear  Editor  : 

On  behalf  of  the  many  thousands  of  Rhode  Island- 
ers who  benefit,  directly  or  indirectly,  from  the 
varied  services  provided  by  the  98  health,  welfare 
and  youth  agencies  of  the  United  Fund,  I would  like 
to  take  this  opportunity  to  thank  your  organization 
and  its  employees  who  contributed  to  the  success  of 
the  1964  United  Fund  Campaign. 

Because  you  and  your  readers  care  ; because  you 
and  your  readers  share  at  campaign  time,  Rhode 
Island  is  a better  place  to  live  all  year  long. 

Sincerely  yours. 

Joseph  W.  Ress 
General  Chairman, 

1964  United  Fund  Campaign 


BOOKS  RECEIVED  FOR  REVIEW 

The  Rhode  Island  Medical  Society  Library 


We  acknowledge  the  receipt  of  the  following 
books  and  thank  the  publishers  for  sending  them. 
They  zvill  be  reviewed  contingent  upon  our  success 
in  finding  reviewers.  Addresses  of  the  publishing 
houses  appear  at  the  end  of  this  list,  except  for 
those  of  single  items  which  are  given  with  the 
volume  listed. 

SURGICAL  PATHOLOGY  by  Lauren  V.  Ack- 
erman, m.d.  In  Collaboration  with  Harvey  R. 
Butcher,  Jr.,  m.d.  The  C.  V.  Mosby  Company. 
Third  Edition.  1964.  1244  pp.  illus.  $18.75 
APPRAISAL  OF  CURRENT  CONCEPTS  IN 
ANESTHESIOLOGY.  Edited  and  Assembled 
by  John  Adriani,  m.d.  Volume  2.  The  C.  V. 
Mosby  Company.  1964.  $10.75 
SYNOPSIS  OF 'PATHOLOGY  by  W.  A.  D. 
Anderson,  m.d.  The  C.  V.  Mosby  Company. 
Sixth  Edition,  1964.  883  pp.  illus.  $9.75 
DISEASES  OF  THE  SKIN  for  Practitioners 
and  Students  by  George  Clinton  Andrews,  m.d., 
and  Anthony  N.  Domonkos,  m.d.  W.  B.  Saunders 
Company.  Fifth  Edition.  1963.  749  pp.  illus. 
$16.50 


THE  LUNG  AND  ITS  DISORDERS  IN  THE 
NEWBORN  INFANT  by  Mary  Ellen  Avery, 
m.d.  Volume  1 in  the  Series.  Major  Problems  in 
Clinical  Pediatrics.  Alexander  J.  Schaffer,  m.d., 
Consulting  Editor.  W.  B.  Saunders  Company. 
1964.  224  pp.  illus.  $7.50 

ALLERGY  AND  HYPERSENSITIVITY.  A 
Programmed  Review  for  Physicians.  Developed  I 
bv  Basic  Systems,  Inc.,  in  Collaboration  with  j 
Pfizer  Laboratories’  Spectrum.  Second  Edition, 
1964.  94  pp.  illus.  Chas.  Pfizer  & Co..  Inc., 
235  East  42nd  Street.  New  York.  N.Y.  10017 
MASSAGE.  Principles  and  Techniques  by  Ger-  j 
trude  Beard,  r.x..  r.p.t.,  and  Elizabeth  C.  Wood,  I 
m.s.,  r.p.t.  Illustrations  by  Vicki  Catalani.  W.  B. 
Saunders  Company.  1964.  163  pp.  illus.  $6.00 
HANDBOOK  OF' OBSTETRICS  & GYNE-  1 
COLOGY  by  Ralph  C.  Benson,  m.d.  Lange  , 
Medical  Publications.  1964.  656  pp.  illus.  $5.00 
A DOCTOR  DISCUSSES  PREGNANCY  by 
William  G.  Birch,  m.d.  With  Dona  Z.  Meilach,  j 
ph.b.  Budlong  Press  Company,  5428  North  Vir- 
ginia Avenue,  Chicago,  111.  60625.  1963.  114  pp. 

continued  on  page  48 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 
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BOOKS  RECEIVED  FOR  REVIEW 

continued  from  page  46 

illus.  Professional  Distribution  Only ; Patient 
Price : $1.50 

GUIDES  TO  PSYCHIATRIC  REHABILI- 
TATION. A Cooperative  Program  with  a State 
Mental  Hospital.  Edited  by  Bertram  J.  Black. 
Altro  Health  and  Rehabilitation  Services,  Inc., 
373  Park  Avenue  South,  New  York,  X.Y.  10016. 
1963.  96  pp.  $2.50 

DYNAMIC  PATHOLOGY.  Structural  and 
Functional  Mechanisms  of  Disease  by  Maurice 
M.  Black,  m.d.,  and  Bernard  M.  Wagner,  m.d. 
The  C.  V.  Mosby  Company,  1964.  296  pp.  illus. 
$8.00 

GASTROENTEROLOGY  by  Henry  L.  Bockus, 
m.d.  Volume  2.  W.  B.  Saunders  Company. 
Second  Edition.  1964.  $28.00 
WONDER  DRUGS.  A History  of  Antibiotics  by 
Helmuth  M.  Bottcher.  Translated  from  the 
German  by  Einhart  Kawerau.  J.  B.  Lippincott 
Company.  1964.  285  pp.  $4.95 
FUNDAMENTALS  OF  OTOLARYNGOL- 
OGY. A Textbook  of  Ear,  Nose  and  Throat 
Diseases  by  Lawrence  R.  Boies,  m.d.;  Jerome 
A.  Hilger,  m.d.,  and  Robert  E.  Priest,  m.d.  W.  B. 
Saunders  Company.  Fourth  Edition.  1964.  553 
pp.  illus.  $8.50 

OCULAR  AND  ADNEXAL  TUMORS.  New 
and  Controversial  Aspects.  Symposium  Spon- 
sored by  Department  of  Ophthalmology,  Baylor 
University  College  of  Medicine.  Milton  Boniuk, 
m.d.,  Editor.  The  C.  V.  Mosby  Company.  1964. 
511  pp.  illus.  $25.00 

CURRENT  DIAGNOSIS  & TREATMENT  by 
Henry  Brainerd,  m.d.;  Sheldon  Margen,  m.d.; 
Milton  J.  Chatton,  m.d.,  and  Others.  Lange 
Medical  Publications.  1964.  870  pp.  $9.50 
THE  CIGARETTE  HABIT;  AN  EASY 
CURE  by  Arthur  H.  Cain.  ph.d.  Anchor  Books. 
Doubleday  & Company.  1964.  106  pp.  95^ 
THE  ROLE  OF  FLUORIDE  IN  PUBLIC 
HEALTH.  The  Soundness  of  Fluoridation  of 

“ M A C ” 

john  r.  McDonald 

CRISS  CADILLAC  CO.,  INC. 

555  ELMWOOD  AVENUE 
PROVIDENCE,  R.  I. 

1 HO  7-6600  Home 

uttice  < ST  19500  WI  j Q639 

“Available  To  Satisfy  Any  of  Your  Motoring  Needs” 
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Communal  Water  Supplies.  A Selected  Bibli- 
ography by  Irene  R.  Campbell.  The  Kettering 
Laboratory  in  the  Department  of  Preventive 
Medicine  and  Industrial  Health.  College  of  Medi- 
cine, University  of  Cincinnati.  Cincinnati,  Ohio. 

1963.  108  pp.  ' 

REPORT  OF  THE  COMMISSION  ON  DRUG 
SAFETY.  L.  T.  Coggeshall.  m.d.,  Chairman, 
Commission  on  Drug  Safety.  Order  through 
Federation  of  American  Societies  for  Experi- 
mental Biology.  9650  Wisconsin  Avenue,  N.W., 
Washington,  D.C.  20014.  1964.  228  pp. 
Campbell’s  OPERATIVE  ORTHOPAEDICS. 
Edited  by  A.  H.  Crenshaw,  m.d.  With  a Chapter 
on  Hand  Surgery  by  Lee  Milford,  m.d.  Two 
Volumes.  The  C.  V.  Mosby  Company.  Fourth 
Edition,  1963.  Illus.  $57.50 
THE  SPECIALTIES  IN  GENERAL  PRAC- 
TICE. Edited  by  Russell  L.  Cecil,  m.d.,  and 
Howard  F.  Conn.  m.d.  W.  B.  Saunders  Com- 
pany. Third  Edition,  1964.  676  pp.  illus.  $17.50 
Cecil  - Loeb  TEXTBOOK  OF  MEDICINE. 
Edited  by  Paul  B.  Beeson,  m.d.,  and  Walsh 
McDermott,  m.d.  W.  B.  Saunders  Company. 
Eleventh  Edition.  1963.  1835  pp.  illus.  $19.50 
single  volume ; $23.50,  two  volume  set 
pH  AND  DISSOCIATION.  A Learning  Pro- 
gram for  Students  of  the  Biological  and  Medical 
Sciences  by  Halvor  X.  Christensen,  ph.d.  W.  B. 
Saunders  Company.  1963.  60  pp.  illus.  $1.75 
THE  LIVER  AND  PORTAL  HYPERTEN- 
SION by  Charles  G.  Child.  3rd.  m.d.  Volume  1 
in  the  Series,  Major  Problems  in  Clinical  Sur- 
gery, J.  Englebert  Dunphy.  m.d.,  Consulting 
Editor.  W.  B.  Saunders  Company.  1964.  231 
pp.  illus.  $8.50 

Christopher’s  TEXTBOOK  OF  SURGERY. 
Edited  by  Loyal  Davis,  m.d.  W.  B.  Saunders 
Company.  Eighth  Edition.  1964.  1481  pp.  illus. 
$18.50 

MAN  AND  HIS  FUTURE.  A Ciba  Founda- 
tion Volume.  Edited  by  Gordon  Wolstenholme. 
Little,  Brown  and  Company.  1963.  410  pp.  $6.00 

CIBA  FOUNDATION  COLLOQUIA  ON 
ENDOCRINOLOGY.  Volume  15.  Aetiology 
of  Diabetes  Mellitus  and  Its  Complications. 
Edited  by  Margaret  P.  Cameron.  M.A.,and  Maeve 
O’Connor,  b.a.  Little.  Brown  and  Company, 

1964.  405  pp.  illus. 

THE  PATHOGENESIS  OF  LEPROSY.  Ciba 
Foundation  Study  Group  No.  15.  In  Honour  of 
Professor  V.  R.  Khanolkar.  Edited  by  G.  E.  W. 
Wolstenholme,  m.b..  m.r.c.p..  and  Maeve  O’Con- 
nor, b.a.  Little,  Brown  and  Company.  1963. 
101  pp.  illus.  $2.95 


BOOKS  RECEIVED  FOR  REVIEW 

| THE  IMMUN OLOGI C ALLY  COMPETENT 

I CELL : Its  Nature  and  Origin.  Ciba  Founda- 
tion Study  Group  No.  16.  In  Honour  of  Sir 
Macfarlane  Burnet,  o.m.  Edited  by  G.  E.  W. 
Wolstenholme,  m.b.,  m.r.c.p.,  and  Julie  Knight. 
b.a.  Little,  Brown  and  Company,  1963.  110  pp. 
illus. 

DIET  AND  BODILY  CONSTITUTION.  Ciba 
Foundation  Study  Group  No.  17.  In  Honour  of 
Professor  J.  F.  Brock.  Edited  by  G.  E.  \Y. 
Wolstenholme,  m.b.,  m.r.c.p.,  and  Maeve  O’Con- 
nor, b.a.  Little,  Brown  and  Company,  1964. 
120  pp.  illus.  $2.95 

BRAIN -THYROID  RELATIONSHIPS  with 
Special  Reference  to  Thyroid  Disorders.  Ciba 
Foundation  Study  Group  No.  18.  In  Honour  of 
Professor  S.  Artunkal.  Edited  by  Margaret  P. 
Cameron,  m.a.,  and  Maeve  O’Connor,  b.a.  Little, 
Brown  and  Company,  1964.  117  pp.  illus.  $1.95 
ANIMAL  BEHAVIOUR  AND  DRUG 
ACTI  ON.  Ciba  Foundation  Symposium  Jointly 
with  the  Co-ordinating  Committee  for  Symposia 
on  Drug  Action.  Editor  for  the  Co-ordinating 
Committee,  Hannah  Steinberg,  ph.d.  Editors 
for  the  Ciba  Foundation,  A.  V.  S.  de  Reuek,  m.sc., 
a.r.c.s.,  and  Julie  Knight,  b.a.  Little.  Brown  and 
Company.  1964.  491  pp.  illus.  $13.00 
CELLULAR  INJURY.  Ciba  Foundation  Sym- 
posium. Edited  by  A.  V.  S.  de  Reuck,  m.sc., 
a.r.c.s.,  and  Julie  Knight,  b.a.  Little.  Brown  and 
Company.  1964.  403  pp.  illus.  $12.00 
DISORDERS  OF  LANGUAGE.  Ciba  Founda- 
tion Symposium.  Edited  by  A.  V.  S.  de  Reuck, 
M.sc.,  a.r.c.s.,  and  Maeve  O’Connor,  b.a.  Little, 
Brown  and  Company.  1964.  356  pp.  illus.  $11.00 
LYSOSOMES.  Ciba  Foundation  Symposium. 
Edited  by  A.  V.  S.  de  Reuck.  m.sc.,  a.r.c.s.,  and 
Margaret  P.  Cameron,  m.a.  Little.  Brown  and 
Company.  1963.  446  pp.  illus.  $11.50 
CURRENT  THERAPY  1964.  Edited  by  Howard 
F.  Conn,  m.d.  W.  B.  Saunders  Company.  1964. 
797  pp.  $13.00 

Crossen’s  SYNOPSIS  OF  GYNECOLOGY  by 
Daniel  W inston  Beacham,  m.d..  and  W oodard 
Davis  Beacham,  m.d.  The  C.  V.  Mosby  Company. 
Sixth  Edition,  1963.  371  pp.  illus.  $7.50 
HANDBOOK  OF  PEDIATRIC  MEDICAL 
EMERGENCIES  by  Adolph  G.  DeSanctis, 
m.d.  ; Charles  Varga,  m.d.,  and  Contributors. 
The  C.  V.  Mosby  Company.  Third  Edition, 
1963.  457  pp.  illus.  $12.75 
TEXTBOOK  OF  OTOLARYNGOLOGY  by 
David  D.  DeWeese,  m.d.,  and  W illiam  H.  Saun- 
ders, m.d.  The  C.  V.  Mosby  Company.  Second 
Edition,  1964.  523  pp.  illus.  $9.25 
DOCTOR’S  EASACCOUNT  Record  System. 
Disbursements.  Income.  W . B.  Saunders  Com- 


49 

pany.  1964.  $9.50  the  Set.  Singly,  Disbursements  : 
$4.00;  Singly,  Income:  $5.50 
DISEASES  OF  METABOLISM.  Detailed 
Methods  of  Diagnosis  and  Treatment.  Edited  by 
Garfield  G.  Duncan,  m.d.  W.  B.  Saunders  Com- 
pany. Fifth  Edition,  1964.  1551  pp.  illus.  $28.00 
PHYSICAL  EXAMINATION  OF  THE  SUR- 
GICAL PATIENT  bv  J.  Englebert  Dunphy, 
m.d.,  and  Thomas  W.  Botsford.  m.d.  W.  B. 
Saunders  Company.  Third  Edition,  1964.  396 
pp.  illus.  $8.50 

CLINICAL  NEUROLOGY  by  Frank  A.  Elliott, 
m.d.  W.  B.  Saunders  Company.  1964.  688  pp. 
illus.  $12.50 

HANDBOOK  OF  OCULAR  THERAPEU- 
I ICS  AND  PHARMACOLOGY  by  Philip  P. 
Ellis,  m.d.,  and  Donn  L.  Smith,  m.d.  The  C.  V. 
Mosby  Company.  1963.  193  pp.  $8.50 
THE  PROSPECT  OF  IMMORTALITY  by 
Robert  C.  W.  Ettinger.  Doubleday  & Company, 
Inc.  1964.  190  pp.  $3.95 
EMERGENCY  TREATMENT  AND  MAN- 
AGEMENT by  Thomas  Flint,  |r.,  m.d.  W.  B. 
Saunders  Company.  Third  Edition,  1964.  686 
pp.  illus.  $8.75 

REVIEW  OF  MEDICAL  PHYSIOLOGY  by 
William  F.  Ganong,  m.d.  Lange  Medical  Publi- 
cations. 1963.  577  pp.  illus.  $6.50 
CURRENT  PEDIATRIC  THERAPY  by  Syd- 
ney S.  Gellis,  m.d.,  and  Benjamin  M.  Kagan. 
m.d.  W.  B.  Saunders  Company.  1964.  747  pp. 
$16.00 

BETTER  HEALTH  FOR  WOMEN  by  Charles 
Richard  Alsop  Gilbert,  m.d.  Doubleday  & Com- 
pany, Inc.  1964.  365  pp.  illus.  $4.95 
CORNEAL  CONTACT  LENSES  by  Members 
of  the  Contact  Lens  Section,  Department  of 
Ophthalmology,  Baylor  University  College  of 
Medicine,  Houston,  Texas.  Editor:  Louis  J. 
Girard,  m.d.  Associate  Editors  : Joseph  W.  Soper 
and  Whitney  G.  Sampson,  m.d.  The  C.  V.  Mosby 
Company,  1964.  $19.75 

MEDICAL  PHARMACOLOGY.  Principles  and 
Concepts  by  Andres  Goth,  m.d.  The  C.  V.  Mosby 
Company.  Second  Edition,  1964.  $11.75 
PRINCIPLES  OF  PUBLIC  HEALTH  AD- 
MINISTRATION by  John  J.  Hanlon,  m.d. 
The  C.  V.  Mosby  Company.  Fourth  Edition, 
1964.  719  pp.  $11.50 

REVIEW  OF  PHYSIOLOGICAL  CHEMIS- 
TRY by  Harold  A.  Harper,  ph.d.  Lange  Medi- 
cal Publications.  Ninth  Edition,  1963.  437  pp. 
illus.  $6.00 

THE  VISUAL  FIELDS.  A Textbook  and  Atlas 
of  Clinical  Perimetry  by  David  O.  Harrington, 
m.d.  The  C.  V.  Mosby  Company.  Second  Edi- 
tion, 1964.  386  pp.  illus.  $16.00 
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ATLAS  OF  VASCULAR  SURGERY  by  Falls 
B.  Hershev,  m.d..  and  Carl  H.  Caiman,  m.d. 
Illustrated  by  Kathryn  Murphy  and  William  R. 
Schwartz.  The  C.  V.  Mosby  Company.  1963. 
307  pp.  illus.  $18.00 

DISEASES  OF  THE  CHEST  by  H.  Corwin 
Hinshaw,  m.d..  and  L.  Henry  Garland,  m.d. 
W.  B.  Saunders  Company.  Second  Edition.  1963. 
798  pp.  illus.  $20.00 

BUSINESS  MANAGEMENT  OF  A MEDI- 
CAL PRACTICE  by  Bernard  D.  Hirsch.  ll.b. 
The  C.  Y.  Mosby  Company.  1964.  190  pp.  $7.75 
PEDIATRIC  PROCEDURES  by  Walter  T. 
Hughes.  Jr.,  m.d.  W.  B.  Saunders  Company. 
1964.  208  pp.  illus.  $7.50 
N-RAY  TECHNOLOGY  by  Charles  A.  Jacobi 
r.t.  (a.r.r.t.)  and  Don  Q Paris,  r.t.  (a.r.r.t.). 
The  C.  Y.  Mosby  Company.  Third  Edition.  1954. 
452  pp.  illus.  $11.50 

SURGERY  OF  THE  BREAST  by  Louis  H. 
Jorstad.  m.d.  With  the  Collaboration  of  Mere- 
dith Jorstad  Payne,  m.d.  The  C.  V.  Mosby  Com- 
pany. 1964.  220  pp.  illus.  $15.00 
INFECTIOUS  DISEASES  OF  CHILDREN 
by  Saul  Krugman,  m.d.,  and  Robert  Ward,  m.d. 
The  C.  Y.  Mosby  Company.  Third  Edition, 
1964.  423  pp.  illus.  $15.75 
MENTAL  MECHANISMS.  The  Mental  Mech- 
anisms. Repression,  Sublimation.  Identification, 
Inversion.  Compensation  and  Restitution  by 
Henry  P.  Laughlin,  m.d.  Butterworth,  Inc., 
7235  Wisconsin  Avenue,  Washington  14,  D.C. 
1963.  262  pp.  $7.50 

A DOCTOR  TALKS  TO  9-TO-12  YEAR 
OLDS  by  Marion  O.  Lerrigo,  ph.d.,  and 
Michael  A.  Cassidy,  m.d.  Professional  Service 
Dept..  Budlong  Press,  5428  N.  Virginia  Avenue, 
Chicago.  Illinois  60625.  1964.  112  pp.  illus. 
Professional  Distribution  Only.  Physicians’ 
Prices:  25  for  $18.75;  50  for  $35.00;  100  for 
$65.00 

ALCOHOL  AND  CIVILIZATION.  Edited  by 
Salvatore  Pablo  Lucia,  m.d.  McGraw-Hill  Book 
Company,  Inc.,  330  W.  42nd  Street,  New  York. 
N Y.  10036.  1963.  416  pp.  $3.95 
A HISTORY  OF  WINE  AS  THERAPY  by 
Salvatore  P.  Lucia,  m.d.  With  a Foreword  by 
Sanford  V.  Larkey,  m.d.  J.  B.  Lippincott  Com- 
pany. 1963.  234  pp.  illus.  $6.50 
ELEMENTARY  MEDICAL  STATISTICS  by 
Donald  Mainland,  d.sc.  W.  B.  Saunders  Com- 
pany. Second  Edition.  1963.  381  pp.  $9.00 
CLINICAL  EXAMINATIONS  IN  NEUROL- 
OGY by  Members  of  the  Sections  of  Neurology 
and  Section  of  Physiology,  Mayo  Clinic  and 
Mayo  Foundation  for  Medical  Education  and 
Research,  Graduate  School,  University  of  Minne- 
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sota.  Rochester.  Minnesota.  W.  B.  Saunders 
Company.  1963.  396  pp.  illus.  $8.50 
GI\  E AND  TAKE.  The  Development  of  Tissue 
Transplantation  by  Francis  D.  Moore,  m.d. 
W.  B.  Saunders  Company.  1964.  182  pp.  illus. 
$5.50 

HANDBOOK  OF  LEGAL  MEDICINE  by 
Alan  R.  Moritz,  m.d.. and  C.  Joseph  Stetler. ll.m. 
The  C.  V.  Mosby  Company.  Second  Edition. 
1964.  239  pp.  illus.  $5.75 
PEDIATRIC  CARDIOLOGY  by  Alexander  S. 
Nadas,  m.d.  V . B.  Saunders  Company.  Second 
Edition,  1963.  828  pp.  illus.  $16.00 
MARRIAGE  COUNSELING  IN  MEDICAL 
PRACTICE.  A Symposium  Edited  by  Ethel  M. 
Nash,  m.a.  : Lucie  Jessner,  m.d.,  and  D.  Wilfred 
Abse.  m.d.  University  of  North  Carolina  Press, 
Chapel  Hill,  N.C.  1964.  368  pp.  $8.00 
TENTBOOK  OF  PEDIATRICS.  Edited  by 
Waldo  E.  Nelson,  m.d.  With  the  Collaboration 
of  Eighty-Five  Contributors.  W.  B.  Saunders 
Company.  Eighth  Edition,  1964.  1636  pp.  illus. 
$18.00 

INFECTIOUS  DISEASES  OF  THE  CON- 
JL  NCTIYA  AND  CORNEA.  Symposium  of 
the  New  Orleans  Academy  of  Ophthalmology. 
The  C.  V.  Mosbv  Company.  1963.  230  pp.  illus. 
SI  2.50 

RESULTS  OF  SURGERY  FOR  PEPTIC 
ULCER  (A  Cooperative  Study  by  Twelve  Vet- 
erans Administration  Hospitals).  Edited  by 
R.  W . Postlethwait,  m.d.  Associate  Editor, 
James  C.  Thoroughman,  m.d.  W . B.  Saunders 
Company.  1963.  308  pp.  $8.00 
PHYSICAL  DIAGNOSIS.  The  History  and 
Examination  of  the  Patient  by  John  A.  Prior, 
m.d.,  and  Jack  S.  Silberstein,  m.d.  The  C.  V. 
Mosby  Company.  Second  Edition.  1963.  455  pp. 
illus.  $8.50 

COMMON  BACTERIAL  INFECTIONS. 
Pathophysiology  and  Clinical  Management  by 
Edwin  J.  Pulaski,  m.d.  W . B.  Saunders  Com- 
pany. 1964.  301  pp.  illus.  $8.50 
SCINTILLATION  SCANNING  IN  CLINI- 
CAL MEDICINE.  Based  on  a Symposium 
Sponsored  by  the  Department  of  Radiology  of 
the  Bowman  Gray  School  of  Medicine.  Editor, 
James  L.  Quinn,  III,  m.d.  W.  B.  Saunders  Com- 
pany. 1964.  278  pp.  illus.  $11.50 
CANCER  OF  THE  STOMACH  by  William  H. 
ReMine.  m.d.  ; James  T.  Priestley,  m.d.  ; Joseph 
Berkson.  m.d.,  and  Members  of  the  Staff  of  the 
Mayo  Clinic.  W.  B.  Saunders  Company.  1964. 
255  pp.  illus.  $11.50 

ALLERGIES.  What  They  Are  and  What  To  Do 
About  Them  by  Jack  A.  Rudolph,  m.d.,  and 
Burton  M.  Rudolph,  m.d.  A Permabook  Edition 
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/.  MURRAY  BEARDSLEY , M.D.,  died  on 
January  15,  1964. 

He  was  born  in  Port  Lome,  Xova  Scotia,  on 
April  6.  1900.  He  received  his  bachelor  of  arts 
degree  from  the  University  of  Arcadia  at  \\  olfe- 
ville.  X.  S.,  in  1921,  and  his  M.D.  in  1928  from 
Dalhousie  University  in  Halifax.  X.  S. 

Dr.  Beardsley  was  an  interne  at  Rhode  Island 
Hospital  from  1929  to  1931,  served  a residency  at 
the  New  York  Skin  and  Cancer  Hospital  in 
1931-32,  and  returned  to  Providence  in  1932  to 
j establish  a surgical  practice. 

During  World  War  II  Dr.  Beardsley  was  a 
member  of  the  Army’s  48th  Evacuation  Hospital, 
a unit  which  went  into  active  service  in  1942  with 
32  doctors  and  52  nurses  from  Rhode  Island 
Hospital.  He  was  president  of  the  Rhode  Island 
Hospital’s  medical  staff  in  1951,  served  from  1959 
to  1962  on  the  medical  advisory  committee  to  the 
state  Workmen’s  Compensation  Commission,  and 
in  1963  was  re-elected  treasurer  of  the  Rhode  Island 
Medical  Society  for  a fifth  term.  He  was  president 
of  the  Providence  Surgical  Society  in  1956-57,  and 
he  was  treasurer  of  the  Providence  Medical  Asso- 
ciation from  1947  to  1950.  At  Rhode  Island  Hos- 
pital, he  was  chief  of  surgery  for  10  years  until 
retiring  from  that  position  in  late  1960. 

Dr.  Beardsley  was  a Fellow  of  the  American 
College  of  Surgeons  and  he  served  on  its  board  of 
governors  in  1952.  He  was  a member  of  the  Pan- 
Pacific  Surgical  Association,  the  International 
Societv  of  Surgery  and  the  executive  committee  of 
the  New  England  Surgical  Society.  He  was  elected 
in  1957  as  a member  of  the  corporation  of  the 
People’s  Savings  Bank. 

In  1961  he  was  panelist  on  surgical  residency 
training  at  a clinical  congress  of  the  American 
College  of  Surgeons  in  Chicago.  That  same  year, 
he  attended  meetings  of  the  International  Societv 
of  Surgery  in  London  and  Dublin,  reading  a paper 
on  Rhode  Island  Hospital’s  surgical  intensive  care 
unit. 

Dr.  Beardsley  belonged  to  Agawam  Hunt.  Hope, 
British  Empire,  Triton  and  Mt.  Tom  clubs. 

EDMUND  B.  CURRAN,  M.D.,  48,  Rhode 
Island  State  Police  surgeon  for  the  past  1 2 years, 
died  December  19,  1964. 


Dr.  Curran  was  born  in  Providence,  March  12. 
1916.  He  was  a graduate  of  Brown  University  in 
1939,  and  of  Georgetown  Medical  School.  He  re- 
ceived his  license  to  practice  in  1944  and  he  was  on 
the  staff  of  St.  Joseph's,  Our  Lady  of  Fatima,  and 
Roger  Williams  General  hospitals. 

He  interned  at  St.  Joseph’s  Hospital  and  he  was 
assistant  resident  surgeon  at  Georgetown  Hospital 
in  1946  and  1947.  He  was  resident  surgeon  at 
Children’s  Hospital  and  the  Gallinger  Municipal 
Hospital,  both  in  Washington.  D.C.,  from  1948  to 
1951.  He  became  a certified  surgeon  in  1952. 

He  was  a member  of  the  American  Medical  Asso- 
ciation, Rhode  Island  Medical  Society,  Providence 
Medical  Association,  and  American  Board  of 
Abdominal  Surgery. 

Dr.  Curran  served  as  a lieutenant  in  the  Navy 
Medical  Corps  during  World  War  II  and  he 
received  a presidential  unit  citation. 

HALSEY  DE  WOLF,  M.D.,  one  of  the  best 
known  physicians  in  the  state  and  a leading  spirit 
in  the  development  of  the  Providence  Lying-In 
Hospital  and  the  Providence  District  Nursing 
Association,  died  December  9,  1964,  at  his  home, 
305  Brook  Street.  He  had  been  seriously  ill  about 
a week.  He  would  have  been  94  years  old  on 
December  3 1 . 

He  was  the  first  doctor  to  be  named  physician- 
chief  of  the  department  of  medicine  at  Rhode  Island 
Hospital.  President  of  Providence  Lying-In  Hos- 
pital from  1935  to  1946,  he  later  was  named  an 
honorary  trustee. 

In  addition  to  being  a past  president  of  the  Provi- 
dence District  Nursing  Association,  he  was  a past 
president  of  the  Providence  Chapter  of  the 
American  Red  Cross.  For  years  he  was  director  of 
the  thoracic  clinic  at  Rhode  Island  Hospital. 

Dr.  DeWolf  was  one  of  five  persons  who  received 
special  100th  anniversary  citations  for  distinguished 
service  last  year  at  Rhode  Island  Hospital’s  centen- 
nial dinner. 

Dr.  DeWolf,  who  specialized  in  internal  medi- 
cine, was  born  December  31,  1870,  in  Providence. 
He  attended  public  school  here,  and  at  Cambridge 
Latin  School.  He  was  graduated  from  Harvard 
University  with  an  A.B.  degree  in  1892  and  he 
taught  mathematics  and  coached  athletics  at  St. 

continued  on  next  page 


52 


Mark's  School.  Southborough.  Massachusetts,  for 
several  vears.  He  received  his  medical  degree  from 
the  University  of  Pennsylvania  in  1897  and  in- 
terned at  Rhode  Island  Hospital. 

Dr.  DeWolf  was  one  of  the  founders  of  the  Provi- 
dence District  Nursing  Association,  becoming  its 
president  in  1900.  He  served  for  many  years  on  its 
board  of  directors.  He  was  cited  a year  ago  by  the 
organization  on  its  60th  birthday  and  named  honor- 
ary  president. 

Always  active  in  the  Providence  Chapter  of  Red 
Cross,  he  served  as  president  from  1924  to  1933  and 
held  a position  on  executive  committee  thereafter. 

He  was  one  of  a group  that  went  from  Providence 
to  assist  in  the  Halifax.  Nova  Scotia,  explosion 
disaster  in  1917. 

During  World  War  II,  Dr.  DeWolf  was  named 
the  first  state  chairman  for  Medical  Preparedness 
for  Doctors.  Later  he  became  state  chairman  for 
Procurement  and  Assignment  of  Doctors.  The 
committee’s  task  was  to  provide  physicians  for  the 
armed  services. 

Dr.  DeWolf  was  a communicant  of  St.  John’s 
Cathedral  in  Providence,  where  he  served  for  years 
as  Bishop’s  Warden.  He  also  was  a communicant  of 
St.  Michael’s  Church.  Bristol. 

Dr.  DeWolf  was  president  of  the  Rhode  Island 
Medical  Societv  in  1925-26.  He  was  a member  of 
the  University  of  Pennsylvania  Club  of  Rhode 
Island,  Harvard  Club  of  Rhode  Island.  Agawam 
Hunt.  Providence  Art  Club,  Hope  Club,  and  the 
Friday  Night  Medical  Club,  as  well  as  the  Military 
Order  of  Foreign  Wars,  the  Bristol  Yacht  Club, 
Providence  Medical  Association,  Rhode  Island 
Medical  Society,  American  Medical  Association, 
New  England  Heart  Association. 

He  was  awarded  a certificate  of  merit  and  a selec- 
tive service  medal  by  Congress  for  his  work  with 
the  Procurement  and  Assignment  Service  for 
Physicians. 

H.  LORENZO  EMIDY,  M.D.,  died  on  March 
20.  1964.  He  was  born  in  Woonsocket,  April  7, 
1897.  and  he  graduated  cum  laude  in  1923  from  the 
University  of  Vermont.  He  interned  at  Mary 
Fletcher  Hospital.  Burlington,  Vermont. 

He  later  was  on  the  surgical  staff  at  Children's 
Medical  Center.  Boston,  and  then  on  the  pediatrics 
service  of  Boston  City  Hospital.  He  subsequently 
became  resident  in  medical  services  at  Children’s 
Hospital  and  assistant  in  pediatrics  at  Harvard 
Medical  School. 

His  pre-medical  schooling  at  Brown  University 
was  interrupted  by  World  War  I,  when  he  served 
in  the  Army  artillery. 

Known  to  many  as  “Uncle  Joe’’  and  to  others  as 
“Joe”  Emidy,  the  physician  was  appointed  in 
August  1958  to  the  staff  of  the  Laconia  (N.H.) 
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State  School  which  cares  for  retardates. 

Prior  to  that  he  was  a medical  administrator  for 
two  years  in  the  Eastern  Caroline  Islands.  Pacific 
Ocean  territories  held  in  trusteeship  by  this  country. 
He  was  named  to  that  post  in  March  1953. 

Dr.  Emidy  was  listed  in  the  1953  “Who's  Who” 
for  his  research  in  skin  diseases.  He  was  credited 
with  having  collaborated  with  a Providence  College 
professor,  the  Rev.  Nicholas  H.  Serror.  O.P..  in 
developing  a drug  which  brought  an  epidemic  of 
ringworm  infection  under  control  in  Sault  Ste. 
Marie.  Ont..  in  1950. 

He  was  a fellow  of  the  American  Medical  Asso- 
ciation. He  was  a former  director  of  the  Rhode 
Island  Society  for  Crippled  Children  and  Adults 
and  headed  the  northern  Rhode  Island  area  pro- 
gram against  rheumatic  fever  in  1942. 

He  also  was  chairman  at  one  time  of  the  Library 
Committee  of  the  Rhode  Island  Medical  Society 
and  an  associate  editor  of  the  Society’s  Journal. 
He  had  been  a delegate  to  the  New  England  Council 
of  State  Medical  Societies  and  he  was  a member  of 
the  New  England  Pediatrics  Society. 

BERNARD  F.  FERRARA,  M.D.,  died  unex- 
pectedly on  April  19  in  his  fifty-sixth  year. 

A native  of  Providence.  Dr.  Ferrara  attended  the 
former  Technical  High  School,  Providence  Col- 
lege. and  then  was  graduated  from  St.  Louis  LTni- 
versity  Medical  School  in  1934.  He  established  an 
office  for  the  general  practice  of  medicine  at 
211  Webster  Avenue,  in  Providence,  and  he  was  a 
member  of  the  staffs  at  St.  Joseph’s.  Our  Lady  of 
Fatima,  and  Roger  Williams  General  hospitals. 

Dr.  Ferrara  was  a member  of  the  Providence 
Medical  Association,  the  Rhode  Island  Medical 
Societv.  and  the  American  Medical  Association. 
He  was  a past  president  of  the  Malpighi  Medical 
Societv.  He  also  held  membership  in  the  Alpine 
Country  Club,  and  he  was  a director  of  the  Bonnet 
Shores  Beach  Club.  A member  of  the  Holv  Name 
Societv,  he  served  as  a trustee  of  St.  Augustine’s 
Church  in  Providence. 

JOSEPH  C.  KENT,  M.D.,  of  Johnston  Road, 
Foster,  a physician  with  offices  on  Post  Road  in  the 
Pawtuxet  section  of  Warwick,  died  unexpectedly 
November  10.  1964. 

Dr.  Kent  was  born  November  5,  1903.  in  Cum- 
berland. He  attended  Providence  public  schools 
and  he  was  graduated  from  Brown  University  in 
1926.  and  from  McGill  University  medical  school 
in  Montreal  in  1931.  He  served  his  internships 
at  Chapin,  Butler.  Rhode  Island  and  Lying-In 
hospitals. 

As  a student  at  Brown  Dr.  Kent  joined  the 
Rhode  Island  National  Guard  with  the  rating  of 
private  in  the  103rd  Field  Artillery  medical  detach- 
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meat.  While  a student  at  McGill,  he  served  for  a 
year  in  the  Canadian  Officers’  Training  Corps. 

When  he  rejoined  the  103rd  Field  Artillery  in 
1936  he  was  commissioned  a first  lieutenant  with 
his  old  outfit.  During  World  War  1 1 he  served  with 
the  Army  Medical  Corps  in  Alaska  and  at  Fort 
; Benning,  Ga.  He  held  the  rank  of  lieutenant-colonel 
at  the  end  of  the  war. 

After  the  war  he  resumed  practice  on  Marion 
Avenue  in  Edgewood  and  later  opened  office  at 
10  Post  Road.  Hehad  lived  in  Foster  about  lOyears. 

A member  of  the  staff  of  Kent  County  Memorial 
Hospital  since  it  opened  12  years  ago.  Dr.  Kent  had 
formerly  been  on  the  staffs  of  the  Rhode  Island  and 
Providence  Lying-In  hospitals.  He  formerly  prac- 
ticed in  Pawtucket. 

Dr.  Kent  was  a member  of  the  Rhode  Island 
I Medical  Society  and  the  Academy  of  General  Prac- 
tice, and  he  was  a member  and  past  president  of  the 
Kent  County  Medical  Society. 

HAROLD  D.  KENYON,  M.D.,  85,  of  Westerly, 
a charter  member  and  one  of  the  organizers  of  the 
Westerly  Ambulance  Corps,  died  on  April  16, 
1964  at  the  Shelter  Coves  Convalescent  Home  on 
j the  Watch  Hill  Road. 

Dr.  Kenyon  was  born  in  Ashaway,  December  26, 
1878,  and  lie  graduated  from  the  Columbia  Univer- 
sity College  of  Physicians  and  Sciences  in  1903. 

Dr.  Kenyon,  who  for  years  resided  in  Misquami- 
cut  Hills,  assisted  in  the  organization  of  the  Westerly 
Ambulance  Corps  during  the  first  World  War 
when  it  was  known  as  the  Westerly  Sanitary  Corps. 

A practicing  physician  for  more  than  40  years  in 
the  community,  Dr.  Kenyon  was  in  his  later  years 
an  anesthesiologist  at  the  Westerly  Hospital.  He 
retired  from  active  practice  about  12  years  ago. 

Dr.  Kenyon  was  the  dean  of  Westerly  physicians. 
He  held  membership  in  the  Westerly,  the  Washing- 
ton County  and  the  Rhode  Island  Medical  Societies. 

LOUIS  I.  KRAMER,  M.D.,  prominent  physi- 
cian and  former  president  of  the  Providence  Medical 
Association,  died  November  3,  1964. 

Dr.  Kramer  was  born  in  Russia,  March  12,  1895. 
He  graduated  from  Hope  High  School  in  1914  and 
from  Brown  University  in  1918.  He  graduated  from 
the  Tufts  University  School  of  Medicine  and  served 
his  internship  at  St.  Joseph’s  Hospital. 

During  a long  professional  career  Dr.  Kramer 
had  become  chief  of  medicine  at  Charles  V.  Chapin 
Hospital,  physician-in-chief  and  senior  visiting 
physician  at  Rhode  Island  Hospital,  and  consultant 
in  medicine  at  Zambarano  Memorial  Hospital.  He 
formerly  was  chief  of  medicine  at  Miriam  Hospital. 

A man  who  held  memberships  in  many  profes- 
sional, medically  related,  Jewish,  and  civic  organ- 
izations, Dr.  Kramer  was  president-elect  of  the 
Rhode  Island  Society  of  Internal  Medicine  when 
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he  died. 

He  formerly  headed  the  New  England  Diabetes 
Association  and  for  several  years  he  was  chairman 
for  Diabetes  Detection  Week  in  the  state.  He  was  a 
governor  of  the  American  Diabetes  Association. 

Despite  a full-time  practice  Dr.  Kramer  found 
time  to  serve  on  numerous  organizations.  These 
included  the  American  Cancer  Society,  the  Rhode 
Island  Cancer  Society,  and  on  the  Committee  on 
Grants  for  Cancer  Research. 

He  was  a fellow  of  the  American  College  of 
Physicians,  a member  of  the  Rhode  Island  Advisory 
Hospital  Council,  the  American  Medical  Associa- 
tion, the  National  Society  of  Internal  Medicine, 
the  American  Friends  of  Israel  Medical  Society, 
and  the  U.  S.  committee  of  the  World  Medical 
Association. 

Dr.  Kramer  was  a member  of  Temple  Beth-El 
and  he  served  on  its  social  action  committee.  He 
also  was  a member  of  the  Rhode  Island  Council  of 
Community  Agencies,  the  Touro  Fraternal  Asso- 
ciation, the  Rhode  Island  Jewish  Historical  Society, 
Roger  Williams  Lodge  of  B'nai  B'rith,  Overseas 
Lodge,  F.  & A.  M.  No.  40.  the  Rhode  Island  His- 
torical Society,  Metacomet  Country  Club  and  the 
Narragansett  Associates. 

FRANK  /.  MATTEO,  M.D.,  surgeon,  gyne- 
cologist and  obstetrician,  and  President  of  the 
Providence  Medical  Association,  died  December  24, 
1964,  at  his  home,  463  Broadway.  He  was  71. 

Born  in  Providence  on  September  23,  1893,  he 
was  graduated  from  Classical  High  School,  the 
Rhode  Island  College  of  Pharmacy,  Tufts  College 
in  1914,  and  Tufts  Medical  School  in  1918.  He 
served  his  internship  at  the  Providence  Lying-In 
Hospital,  the  Rhode  Island  Hospital  and  the 
Charles  Y.  Chapin  Hospital.  He  began  his  private 
practice  in  1921  and  was  active  until  his  death. 

He  was  a past  vice  president  of  the  Rhode  Island 
Medical  Society,  a past  president  of  the  staff  asso- 
ciation of  the  Lying-In  Hospital,  a past  chief  of  the 
obstetrical  service  of  the  Lying-In  Hospital,  and  a 
past  chief  of  the  gynecological  service  of  the  Rhode 
Island  and  the  Charles  V.  Chapin  hospitals.  He  had 
served  as  senior  surgeon  of  both  Rhode  Island  and 
Lying-In  hospitals. 

Dr.  Matteo  was  a member  of  the  teaching  staff  of 
both  Tufts  and  Harvard  Medical  Schools,  and  he 
was  a consultant  at  the  Veterans  Administration 
Hospital.  He  was  a founding  member  of  the 
American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  the  American  College  of  Surgeons, 
a member  of  the  New  England  Obstetrical  and 
Gynecological  Association,  and  a diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology. 

HENRY  F.  McCUSKER,  M.D.,  Director  of 
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Medical  Education  at  Rhode  Island  Hospital,  died 
at  his  home  on  September  19.  1964. 

Dr.  McCusker  was  horn  in  Taunton,  Massachu- 
setts. April  30.  1893.  He  was  awarded  the  first 
Father  Tennian  Scholarship  to  attend  LaSalle 
Academy. 

He  began  his  practice  in  Providence  in  1923 
after  graduation  from  Tufts  Medical  School  and  a 
two-year  internship  at  Rhode  Island  Hospital.  He 
received  his  pre-medical  education  at  Brown  Uni- 
versity with  the  class  of  1919. 

Dr.  McCusker  initiated  the  surgical  service  at 
Roger  Williams  General  Hospital  in  1930  and 
served  as  the  hospital's  surgeon-in-chief.  From 
1947  until  1954  he  was  surgeon-in-chief  of  the 
Department  of  Orthopedic  Surgery  at  Rhode  Island 
Hospital  and  he  served  several  other  hospitals  in 
the  state  as  a consulting  orthopedic  surgeon. 

As  Director  of  Medical  Education  at  Rhode  I sland 
Hospital  Dr.  McCusker  coordinated  the  hospital’s 
education  program  for  interns,  resident  physicians 
and  members  of  the  visiting  staff.  He  was  a member 
of  the  Association  of  Medical  Colleges  and  devised 
the  widelv  used  intern  matching  plan  through  which 
medical  school  graduates  are  placed  as  interns  in 
hospitals  across  the  country. 

Dr.  McCusker  served  on  the  board  of  directors  of 
the  Bureau  for  the  Handicapped  and  on  the  visiting 
committee  of  Brown  University  for  physical  train- 
ing and  athletics.  He  helped  found  the  Mary  C. 
Greene  School  for  crippled  children  in  Providence 
and  for  a number  of  years  served  as  orthopedic  sur- 
geon on  its  staff. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society,  the 
Boston  Orthopedic  Society,  the  American  Associa- 
tion of  Physicians  and  Surgeons,  and  a fellow  of  the 
American  Medical  Association  and  the  American 
College  of  Surgeons. 

EDWARD  G.  MELVIN,  M.D.,  died  on  June 
27,  1964.  He  was  born  in  Scranton.  Pennsylvania. 
February  15.  1896.  and  he  was  graduated  from  the 
old  Pawtucket  High  School,  and  from  Tufts  Medi- 
cal School.  He  interned  at  Rhode  Island  Hospital. 

Dr.  Melvin  opened  his  office  in  Conimicut  in  1930 
and  later  moved  his  office  to  Broad  Street  in  Provi- 
dence. He  served  on  the  staffs  of  Rhode  Island. 
St.  Joseph's.  Roger  Williams  General  and  Provi- 
dence Lying-In  hospitals. 

During  World  War  II  Dr.  Melvin  attained  the 
rank  of  major  and  he  was  with  the  48th  evacuation 
hospital  unit  in  India.  For  15  years,  until  1963, 
he  served  with  the  Veterans  Administration  in 
Providence. 

He  was  a member  of  the  Providence  Medical 
Society.  Rhode  Island  Medical  Society  and  the 
American  Medical  Societv.  He  was  a first  lieu- 
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tenant  in  the  Army  reserves. 

Dr.  Melvin  also  belonged  to  the  Tufts  Medical 
Alumni  Association.  Warwick  Country  Club, 
Metacomet  Country  Club.  Providence  Lodge  of 
Elks.  Friendly  Sons  of  St.  Patrick.  Irish  Kings,  and 
Tufts  Club  of  Rhode  Island. 

J OHX  E.  MEXZIES.  M.D..  a practicing  physi- 
cian and  surgeon  for  62  years,  who  once  ran  his  own 
hospital  in  Providence,  died  August  13.  1964. 

Dr.  Menzies  was  born  in  Xew  Bedford,  Decem- 
ber 8.  1874.  He  graduated  with  the  class  of  1902 
from  McGill  Lniversitv  in  Montreal  with  the 
degree  of  physician  and  surgeon.  He  did  post- 
graduate work  at  the  University  of  Edinburgh,  in 
Scotland,  where  he  specialized  in  ophthalmology. 

Dr.  Menzies  had  his  office  at  461  Elmwood 
Avenue  in  Providence  when  he  retired  in  June  of 
1964.  From  1918  to  1933  lie  operated  his  own 
hospital  at  1 Elmwood  Avenue. 

Dr.  Menzies  was  a member  of  the  Rhode  Island 
Medical  Societv  and  the  Providence  Medical 
Association. 

JOSEPH  E.  MURRAY,  M.D..  36.  of  242  High 
Street,  chief  pediatrician  at  the  Westerly  Hospital, 
died  April  18.  1964  at  Peter  Bent  Brigham  Hospital 
in  Boston.  He  had  been  ill  for  several  weeks.  Dr. 
Murray  was  born  in  Ashaway.  R.  I..  June  16,  1927. 

A practicing  physician  in  Westerlv  since  October 
1958.  with  offices  in  the  Colonial  Building  on 
Railroad  Avenue,  Dr.  Murray  acted  as  countv 
coordinator  for  the  End  Polio  Campaign  in 
Washington  County  last  year. 

He  was  a veteran  of  World  War  II.  He  grad- 
uated from  Westerly  High  School,  from  Providence 
College  magna  cum  laude.  and  from  Jefferson  Med- 
ical College  in  Philadelphia  cum  laude.  At  Jefferson 
he  was  a member  of  Phi  Alpha  Sigma.  Kappa  Beta 
Phi  and  the  Pasteur  Society. 

He  interned  at  Worcester  City  Hospital  and 
served  his  residency  at  New  England  Medical 
Center.  Boston.  He  had  been  practicing  pediatrics 
in  Westerly  since  the  completion  of  his  residency. 

Dr.  Murray  was  a member  of  the  Knights  of 
Columbus.  The  Friendlv  Sons  of  St.  Patrick  and 
the  Westerlv  Lions  Club.  He  was  a director  of  the 
Westerly  Confraternity  of  Christian  Doctrine  and 
was  director  of  a clinic  in  Hopkinton. 

He  was  a member  of  the  Westerly  Democratic 
Town  Committee,  and  recently  had  been  appointed 
chief  of  pediatrics  at  the  Westerlv  Hospital. 

AMY  E.  RUSSELL.  M.D..  71,  of  46  Baldwin 
Street.  East  Providence,  died  November  19,  in 
Valencia,  Spain,  while  on  a tour  with  her  husband. 

She  had  practiced  medicine  in  East  Providence 
for  the  past  31  years. 
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Dr.  Russell  was  born  in  Park  Rapids,  Minnesota, 
December  20,  1892.  Sbe  received  ber  bachelor’s 
degree  in  1914  from  Middlebury  College,  Vermont. 

During  the  First  World  War  sbe  was  a labora- 
tory technician.  Later  sbe  studied  at  the  University 
of  California  in  Berkeley,  and  obtained  her  medical 
degree  in  1925  from  the  University  of  Michigan. 

Dr.  Russell  served  her  internship  at  the  Worces- 
ter Memorial  Hospital  and  later  practiced  medicine 
in  Webster,  Baldwinville,  and  South  Ashburnham, 
all  in  Massachusetts,  until  her  marriage  in  1932. 

At  the  time  of  her  death  she  was  one  of  the  physi- 
cians for  the  East  Providence  school  department. 
For  a number  of  years  Dr.  Russell  bad  operated 
well-baby  clinics  for  the  East  Providence  District 
Nursing  Association. 

She  was  a member  of  the  American  Medical 
Association,  the  Rhode  Island  Medical  Society,  the 
Providence  Medical  Association,  the  Central  Con- 
gregational Church,  Providence,  and  she  was  a past 
president  of  the  Ann  Ide  Fuller  Library  Corpora- 
tion of  East  Providence,  and  a member  of  the 
Garden  Club  of  Brown  University. 

ELIOT  A.  SHAW,  M.D.,  died  on  June  27, 1964, 
after  an  illness  of  many  years. 

Dr.  Eliot  A.  Shaw  was  born  in  Waltham,  Massa- 
chusetts. July  3,  1893.  He  was  chief  of  the  surgical 
staff  at  Rhode  Island  Hospital  until  1941.  He  was 
a graduate  of  Phillips  Exeter  Academy,  Dartmouth 
College,  class  of  1916,  Columbia  Medical  School, 
and  he  interned  at  the  Presbyterian  Hospital  and 
Sloan’s  Women’s  Hospital  in  New  York.  He  came 
to  Providence  in  1921  with  Dr.  Arthur  T.  Jones, 
and  started  his  own  practice  in  1926. 

Dr.  Shaw  was  a member  of  the  American  College 
of  Surgeons,  New  England  Surgical  Society,  Rhode 
Island  Medical  Society,  the  University  Club,  a 
former  member  of  the  Hope  Club,  and  a former 
member  of  the  Warwick  Country  Club.  He  was  on 
the  staff  of  Pawtucket  Memorial  Hospital  for  a 
time  before  becoming  chief  at  Rhode  Island  Hospital 
and  was  a staff  member  of  many  Rhode  Island 
hospitals. 
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Hocking  Yennes,  r.x..  and  John  C.  Watson,  r.t. 
The  C.  V.  Mosby  Company.  Second  Edition, 
1964.  228  pp.  illus.  $6.25 
FITNESS  FOR  THE  WHOLE  FAMILY. 
Edited  by  Paul  Dudley  White,  m.d.,  and  Curtis 
Mitchell.  Line  Drawings  by  Attilio  Sinagra. 
Doubledav  & Company,  Inc.  1964.  302  pp.  illus. 
$4.95 

ATLAS  OF  GENERAL  SURGERY  by  Joseph 
R.  Wilder,  m.d.  Illustrated  by  Shirley  Baty.  The 
C.  V.  Mosby  Company.  Second  Edition,  1964. 
325  pp.  illus.  $23.50 

OBSTETRICS  AND  GYNECOLOGY  by 
J.  Robert  Willson,  m.d.;  Clayton  T.  Beecham, 
m.d.,  and  Elsie  Reid  Carrington,  m.d.  The  C.  V. 
Mosby  Company.  Second  Edition,  1963.  738  pp. 
illus.  $13.75 

Publishers'  Addresses 

Doubledav  & Company,  Inc.,  Garden  City,  New  York 
(for  orders) 

Lange  Medical  Publications,  Drawer  L,  Los  Altos, 
California  94023 

J.  B.  Lippincott  Company,  East  Washington  Square, 
Philadelphia,  Pennsylvania  19105 

Little,  Brown  and  Company.  34  Beacon  Street,  Boston, 
Massachusetts  02206 

The  C.  V.  Mosby  Company.  3207  Washington  Boulevard, 
St.  Louis  3,  Missouri 

W.  B.  Saunders  Company,  218  West  Washington  Square, 
Philadelphia,  Pennsylvania  19105 

Superintendent  of  Documents,  U.  S.  Government  Printing 
Office,  Washington,  D.  C.  20402 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning-May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  India- 
napolis 6,  Indiana. 


AMYTAL* 

AMOBARBITAL 


epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 


PARKE-DAVIS 


extends  horizons 


This  agent  "...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containing 0.1  Gm.  and 0.03  Gm. 

*Roseman,  E.:  Neurology  1 1 :912,  1961.  33661 


PARKE-DAVIS 

PARKt.  DAVIS  A COMPANY,  Datrwf,  Michigan  *9333 


ACTINEX 


TABLETS  & 
GRANULES 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1, 3>  4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5>  e' 7 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(!)  Frykman , H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955.  (2) 
Poth,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  1957. 
(3)  McGivney,  J.:  Texas  Stale  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  (4)  Stern,  F.  H.  : Jour,  of  The  Amer.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Ora!  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 


HYNSON,  WESTCOTT  A DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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HOSPITAL  TRUST 

medac  system 

New  service  for  the 
medical  profession 

automated  bookkeeping  & billing  by  computer 

Now  you  can  have  the  speed  and  efficiency  of  modern  electronics 
to  co-ordinate  your  bookkeeping  and  billing.  The  Medac  System 
was  based  on  extensive  research  among  scores  of  doctors,  and  is 
now  in  use  from  coast  to  coast.  With  its  built-in  collection  system, 
Medac  has  developed  substantial  savings  to  doctors  with  faster 
collections  resulting  in  increased  cash  income  flow.  Medac  was 
created  to  serve,  free-up  and  release  the  doctor  of  mechanical 
responsibilities ...  to  permit  him  extra  hours  with  patients. 

A compact  IBM  transmitter  in  your  office  connects  you  to  a 
million  dollar  computer  center  through  your  telephone.  It  takes 
only  15  minutes  to  transmit  the  daily  transactions  of  an  average 
size  practice.  No  special  training  is  necessary  and  changeover 
from  your  present  system  can  be  made  with  no  interruptions  in 
monthly  billing. 

I © 1 

RHODE  ISLAND 

Hospital  Trust 

COMPANY 


MEDAC  DIVISION  15  WESTMINSTER  STREET  JA.  1-6700 
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Headaches  still  bother  you? 


Sleeping 


Mrs.  Smith? 


My,  yes!  I’m  not  tired  out  anymore. 


Not  at  all.  I feel  wonderful! 


Mmm.  Normal.  Must  be  taking 
your  Regroton. 


Fine.  I’m  cutting  you  down  to 
half  a tablet  daily. 


Thanks  for  everything,  Doctor. 
See  you  on  the  3rd. 


One  a day  at  breakfast. 
Sure  is  easy  on  me. 


...excellent  response  to  Regroton, 
from  196/1 20  to  145/90. 


Composition:  Each  tablet  contains  chlorthalidone, 
50  mg.,  and  reserpine.  0.25  mg. 

Contraindications:  History  of  mental  depression, 
hypersensitivity,  and  most  cases  of  severe  renal 
or  hepatic  diseases. 

Warning:  Discontinue  2 weeks  before  general 
anesthesia,  1 week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs. 
Precautions:  Reduce  dosage  of  concomitant  anti- 
hypertensive agents  by  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids.  ACTH.  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Ettects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details, see  the  complete  prescribing 
information. 


Superior  to  other  antihypertensives  in 
76  of  80  patients  during  a 2-year  study* 


Availability:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  breakfast. 

'Chupkovich.  V.;  Finnerty,  F.  A , Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  <jjg 

Ardsley,  New  York  RE-3269 

Geigy 


Regroton* 
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in  maintenance  therapy... 
a working  analgesic 
for  the 

active  arthritic 


ARTHRALGEN® 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


a working  analgesic  for  the  active  arthritic 

— rapidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
promises  a quicker  response  in  most  patients  because  its  anal- 
gesic ingredients  need  no  metabolic  conversion  before  they  act. 
As  a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
can  often  establish  smoother,  more  complete  pain  relief  because 
it  synergistically  produces  more  efficient  analgesia  on  lower 
dosage  levels  of  each. 


two  proven  pain  relievers 

Arthralgen  combines  two  better-tolerated,  time-tested  analgesics, 
acetaminophen  and  salicylamide,  into  a pharmacologically  sound 
and  therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
trates tissues  promptly  and  relieves  pain  rapidly  with  less  iikeli- 
hood  of  gastric  irritation  than  aspirin. 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  upset, 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 


sodium-free 

Arthralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
more  suitable  analgesic  for  use  in  the  long-term  treatments  of 
arthritic  patients  who  have  other  conditions  which  require  sodium 
restriction.' 

ARTHRALGEN®-PR  (Arthralgen  with  prednisone) 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


To  help  provide  dosage  flexibility  in  patients  who  require  steroids, 
the  basic  Arthralgen  formula  is  also  available  combined  with 
prednisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
advantageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
less  tendency  toward  sodium  retention,  potassium  excretion,  and 
steroid-induced  hypertension  than  that  which  often  accompanies 
the  use  of  cortisone  and  ACTHT 


A.  H.  ROBINS  COMPANY,  INCORPORATED/RICHMOND,  VIRGINIA 


As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome 
(or  Cushing’s  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored) 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND.,  28:266,  1953. 
2.  Cohen,  et  al.:  J.A.M.A.,  165:225, 
1957. 
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THE  W ASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  Washington  Office 
of  the  American  Medical  Association 


President  Tohxsox  has  asked  Congress  to 
approve  a far-reaching  program  of  diagnosis, 
treatment  and  stepped-up  research  on  heart  disease, 
cancer,  stroke,  and  "other  major  diseases." 

In  a health  message  to  Congress,  the  president 
also  urged  speedv  passage  of  a social  security  health 
plan  for  aged  persons. 

The  outline  of  his  wide-ranging  program  was  the 
president's  first  message  on  legislation  sent  to  the 
new  Congress.  He  sent  it  to  Capitol  Hill  on  the  fifth 
dav  of  the  new  session. 

Johnson  requested  in  addition  to  “Medicare"  : 
— An  increase  in  federal  funds  for  maternal  and 
child  health  and  crippled  children's  services  and 
broadening  of  public  assistance  programs  so  federal 
money  could  be  used  to  pay  medical  and  dental  costs 
for  children  of  needy  families. 

— Approval  of  a five-year  program  of  grants  to 
help  Mart  community  mental  health  centers  to  otter 
comprehensive  services. 

— A step-up  in  the  program  to  rehabilitate  dis- 
abled persons  so  145.000  could  be  restored  to  useful 
work  each  year. 

— Establishment  under  a five-year  program  of 
multi-purpose  regional  medical  complexes  for  diag- 
nosis and  treatment  of  heart  disease,  cancer,  stroke 
and  other  major  diseases.  This  proposal  envisions  a 
network  1 4*  32  centers  coordinating  efforts  of  medi- 
cal schools,  hospitals  and  community  facilities  cost- 
ing an  estimated  SI. 2 billion. 

— Federal  funds  to  improve  services  for  the 
mentally  retarded,  increase  hospital  modernization 
and  start  a new  program  of  loans  and  guarantees 
for  loans  to  help  voluntary  associations  build  group 
medical  practice  centers. 

— Xew  legislation  to  help  medical  and  dental 
schools  cover  basic  operating  costs  with  federal 
funds. 

Federal  scholarships  for  medical  and  dental 
students. 

— Extension  for  five  years  after  mid-1966  of 
federal  health  research  programs  with  a greater 
emphasis  on  specialized  research  of  a national  or 
regional  nature. 

— Laws  to  bring  the  production  and  distribution 
of  so-called  “goof-ball"  pills  — barbiturates,  am- 
phetamine' and  other  psychotoxic  drugs  — under 
tighter  control  and  legislation  to  require  adequate 
labeling  of  hazardous  substances  and  safety  regula- 
tion of  cosmetics  and  therapeutic  devices  by  the 


Food  and  Drug  Administration. 

Prior  to  the  health  message.  Sen.  Clinton  P. 
Anderson  ( D..  X.M. ) and  Rep*  Cecil  R.  King 
i D..  Calif.  > already  had  introduced  medicare  legis- 
lation to  carry  out  the  President's  program.  It  was 
S-l  in  the  Senate  and  HR-1  in  the  House.  It  was  a 
modified  version  of  the  King-Anderson  bill  which 
died  in  a Joint  House- Senate  conference  committee 
last  year  after  the  Senate  had  voted  49-44  to  add  it 
to  a House  measure  increasing  social  security  cash 
benefits. 

The  new  King-Anderson  bill  calls  for  bringing 
self-employed  physicians  under  social  security  cov- 
erage. It  also  would  increase  social  security  cash 
benefits  by  seven  per  cent.  In  a benefit  period,  all 
persons  65  years  or  older  would  be  eligible  under 
the  health  care  plan  for  60  days  of  hospitalization 
with  the  patient  paying  for  the  first  dav  and  60  davs 
of  post-hospital  care  in  a nursing  home.  Generally. 
90  days  would  have  to  intervene  between  benefit 
periods.  Aged  person ' also  would  be  eligible  for  up 
to  240  days  a year  of  home  health  services,  such  as 
a visiting  nurse,  and  certain  outpatient  diagnostic- 
services  with  the  patient  paying  a monthly  deduct- 
ible. Xursing  home  benefits  would  start  January  1. 
1967.  and  the  other  benefits  July  1 . 1966. 

Social  security  taxes  would  be  increased  bv  ,3r< 
next  year.  .38%  in  1967-68  and  .45%  in  1969  and 
following  years  on  employees  and  employers  for  a 
separate  fund  to  finance  the  program.  The  tax  base 
also  would  be  increased  to  $5600. 

The  program  would  be  administered  through 
social  security  by  the  secretary  of  Health.  Educa- 
tion and  W elfare.  Hospitals  could  elect  to  be  repre- 
sented by  a private  organization,  such  as  Blue  Cross, 
to  negotiate  their  contracts.  The  secretary  would 
also  delegate  to  such  organization  the  functions  of 
receiving  payments  from  the  social  security  pro- 
gram. Payments  would  be  made  to  hospitals  and 
other  providers  of  services  on  a cost  basis.  The  cost 
of  hospital  ser\  ice>  would  be  based  on  semi-private 
accommodations  ( 2.  3.  or  4-l>ed  rooms  L 

The  bill  also  would  authorize  creation  of  an  asso- 
ciation of  private  insurance  carriers  to  sell,  on  a 
nonprofit  basis,  approved  policies  covering  health 
costs  not  covered  under  the  social  security  plan. 
Participating  carriers  would  be  exempt  from  anti- 
trust laws. 

Administration  ofiicials  said  Johnson’s  health 
proposals,  other  than  medicare,  would  cost  $262 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

‘EMPRAZIL’ 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
‘Perazil’®  brand  Chlorcyclizine  Hydrochloride.  . . . 15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 

To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  'Emprazil'. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only  — as 

‘EMPRAZIL-C'®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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continued  from  page  62 

million  in  the  year  starting  next  July  and  more  than 
$800  million  in  the  following  12  months. 

Officials  said  the  entire  package,  including  the 
five-year  program  to  establish  regional  medical 
centers  to  combat  heart  disease,  cancer  and  stroke, 
would  cost  several  billion  dollars  spread  over  this 
decade. 

This  plan  for  helping  with  the  medical  bills  of 
needy  children  would  be  similar  to  the  existing 
Kerr- Mills  program  for  helping  needy  aged  persons 
pav  medical  expenses.  Aides  said  S100  million 
would  be  earmarked  for  the  first  year  of  the  new 
program  and  S250  million  in  the  following  year. 

* * * 

President  Johnson  started  his  four-year  term  in 
the  White  House  in  excellent  health  and  physically 
able  to  withstand  the  stresses  and  strains  of  the 
office  “in  outstanding  fashion."  according  to  his 
physician. 

Rear  Adm.  George  G.  Burkley.  White  House 
physician,  made  the  favorable  report  on  the 
President's  health  in  the  form  of  35  answers  to 
questions  submitted  by  newsmen. 

He  said  he  keeps  a close  eye  on  the  President 
daily  and  gives  him  a general  examination  every 
seven  to  ten  days. 

Burkley  said  Johnson,  who  had  a kidney  stone 


HEALTH  HAVENS 


NATIONALLY  ACCREDITED 
SKILLED  NURSING  HOME 


REGISTERED  NURSES 
2+  HOURS  DAILY 

Spacious  Private  and  Semi-Private  Rooms 
at  Reasonable  Rates  According  to  needs 

Nursing,  Convalescent  and  Retirement  Care 

ETHICALLY  MANAGED 

PROFESSIONALLY  ORIENTED 

lOO  WAMPANOAG  TRAIL 
EAST  PROVIDENCE.  R.  I. 

438-4275 

Less  than  12  min.  from  all  Providence  Hospitals) 
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removed  in  1955.  cut  down  on  his  calcium  intake  by 
drinking  less  milk  after  a slight  recurrence  of  kidnev 
trouble  in  1963.  “There  has  been  no  kidnev  trouble 
since  mid-1963."  Burkley  reported. 

Burkley  attributed  the  President's  ability  to 
carry  on  a rigorous  routine,  despite  his  56  years  and 
1955  coronary  thrombosis,  to  "complete  recovery 
with  excellent  general  physical  fitness  and  ability  to 
relax  on  short  notice." 

The  doctor  reported  that  Johnson  has  a daily 
supervised  health  routine  at  the  White  House 
"augmented  by  walking  and  at  times  swimming." 
He  added  that  "a  supervised  exercise  program  is 
done  in  his  bedroom." 

Johnson  normally  retires  around  midnight. 
Burkley  said,  and  his  normal  bedtime  is  “infre- 
quently" put  off  because  of  work.  He  said  Johnson 
gets  seven  to  eight  hours  sleep  and  that  he  sleeps 
well.  He  usually  awakens  between  7 and  8 a.m.,  and 
later  takes  a daytime  nap.  He  occasionally  “does 
some  work"  in  bed. 

Johnson  is  on  “no  special  diet"  and  likes  a high- 
ball before  dinner.  He  has  not  smoked  since  his 
1955  heart  attack.  His  weight  has  been  between  205 
and  210  pounds,  but  Burkley  — like  other  physi- 
cians who  have  examined  Johnson  — would  like 

him  to  keep  his  weight  “in  the  200  pound  area." 

* * * 

\\  ith  about  30  of  the  largest  U.S.  cities  experi- 
encing syphilis  epidemics,  health  authorities  are 
expressing  more  and  more  concern  about  a resurg- 
ence in  venereal  diseases. 

Some  experts  in  the  field  believed  10  years  ago 
that  venereal  disease  would  be  wiped  out  by  this 
time  through  treatment  with  penicillin  and  other 
so-called  "wonder  drugs.” 

But  it  has  not  worked  out  that  way.  Whv  ? Point- 
ing to  sharp  increases  in  venereal  disease  among 
teen-agers,  some  say  a general  decline  in  the  morals 
of  the  nation's  youth  is  a major  factor.  Other  reasons 
given  by  public  health  officials  include : 

— Steadily  increasing  urbanization  of  the  popu- 
lation — the  movement  to  the  big  cities,  where 
venereal  disease  rates  have  always  run  highest. 

— Increased  mobility  of  the  population,  such  as 
in  migrant  labor  groups,  and  the  increased  use  of 
the  airplane  and  automobile  - — permitting  the  dis- 
eases to  spread  much  faster. 

— False  feelings  of  security  against  the  threat  of 
venereal  disease  following  introduction  of  the 
“wonder  drugs."  But  many  people  don’t  make  use 
of  the  cure  after  they  have  had  exposure,  especially 
in  the  case  of  syphilis,  where  early  symptoms  may 
pass  unnoticed. 

Public  Health  Service  venereal  disease  experts 
say  the  upsurge  in  both  syphilis  and  gonorrhea 
"is  not  confined  to  any  race.  sex.  socio-economic 
group,  or  geographic  area"  but  has  occurred  gen- 
erally throughout  the  nation. 


.nothing,  that  is,  except  the 

sedative-antispasmodic  action  of  DONNATAL “ 


Functional  disturbances  of  gastrointestinal 
tone  and  motility  present  the  physician  with  an 
all  too  common  reaction  to  the  stressful  dilem- 
mas and  frustrations  of  modern  living.3'6 

For  their  dependable  control,  no  better  spas- 
molytic has  ever  been  discovered  than  the  nat- 
ural belladonna  alkaloids  in  combination  with 
phenobarbital,  as  in  Donnatal. 

Phenobarbital,  as  a mild  sedative,  has  the  ben- 
efit of  long  use  and  a reassuring  record  of  free- 
dom from  unexpected  and  untoward  reactions. 
In  allaying  subjective  tension,  it  helps  to  pre- 
vent emotional  stimuli  from  provoking  or  in- 
tensifying visceral  spasm. 


The  natural  belladonna  alkaloids  in  Donnatal— 
conforming  to  the  classic  formulation  by  Voll- 
mer5  — selectively  include  only  the  therapeuti- 
callydesired  alkaloids  in  preciselyand  optimally 
balanced  ratio.  The  clinical  uncertainties  of  the 
variable  tincture  and  extract  of  belladonna  are 
thus  avoided. 

Further,  a recent  pharmacological  study  has 
confirmed  that  the  antispasmodic  effectiveness 
of  the  belladonna  alkaloids  in  Donnatal  is 
measurably  potentiated  by  the  presence  of  phe- 
nobarbitai.8 

Over  the  years,  the  professional  consensus  has 
reflected  broad  clinical  confidence  in  the 
marked  benefits  to  be  achieved  by  Donnatal  in 
a wide  range  of  visceral  disorders... in  peptic 
ulcer,16  functional  bowel  distress,1  gastroin- 
testinal spasm  and  discomfort, 2and  other  func- 
tional disturbances  of  visceral  smooth  muscle. 


CONTRAINDICATIONS:  Glaucoma,  advanced  renal  or  he- 
patic disease  or  hypersensitivity  to  any  of  the  ingredients. 
PRECAUTIONS:  Administer  with  caution  to  patients  with 
incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy. 

SIDE  EFFECTS:  Blurring  of  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may  occur 
at  higher  dosage  levels,  rarely  at  the  usual  dose. 

*This  one  at  Oak  Creek,  Castle  Rock,  Arizona 


References:  1.  Hock,  C.  W.:  Clin.  Med.  8:1932,  1961.  2.  Marks,  L.: 
Am.  J.  Gastroenterol.  27:180,  1957.  3.  Palmer,  W.  L.,  and  Kirsner, 
J.  B.:  Therapeutics  in  Internal  Medicine,  2nd  ed.,  F.  A.  Kyser,  Ed., 
Hoeber,  New  York,  1953,  p.  368.  4.  Ryan,  J.  P.,  Jenkins,  H.  J.  and 
Robinson,  S.  M.:  J.  Pharmaceut.  Sciences  53(9):1084,  1964. 
5.  Vollmer,  H.:  Arch.  Neurol.  & Psychiat.  43:1057,  1940.  Abst. 
J.A.M.A.  115:333,  1940.  6.  Wharton,  G.  K„  Balfour,  D.  C.,  Jr.,  and 
Osman,  K.  I.:  Postgrad  Med.  21:406,  1957. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 


Prescribed  by  more  physicians 
than  any  other  antispasmodic 
— well  over  5 billion  doses! 


Donnatafc 


In  each  Tablet,  Capsule 
or  5 cc.  Elixir 

0.1037  mg.  hyoscyamine  sulfate 

0.0194  mg.  atropine  sulfate  


In  each 
Extentab® 


0.3111  mg. 
0.0582  mg. 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.0065  mg.  hyoscine  hydrobromide  . 0.0195  mg. 
16.2  mg.  ('A  gr.)  phenobarbital  ( 3A  gr.)  48.6  mg. 

(Warning:  May  be  habit  forming.) 
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THE  DEMAND  FOR  GENERAL  HOSPITAL  FACILITIES 


The  American  Hospital  Association  has 
recently  (1964)  published  a monograph  with 
the  above  title  ( Hospital  Monograph  Series  No.  14 ) 
bv  Gerald  D.  Rosenthal,  ph.d..  Assistant  Professor 
of  Economics  at  Harvard  and  a member  of  the 
Interfaculty  Seminar  on  the  Economics  and  Admin- 
istration of  Medical  Care.  This  study  was  an 
attempt  to  find  a rational  basis  for  estimating  the 
need  for  hospital  beds.  Dr.  Rosenthal  questions 
some  of  the  accepted  dogma  upon  which  estimates 
have  been  based  in  the  past.  Variables  which  he  has 
listed  as  having  bearing  on  the  need  for  beds  in  any 
area  are  age  distribution,  sex  distribution,  marital 
status,  degree  of  urbanization,  distribution  by  race, 
educational  level,  income  distribution,  price  varia- 
tions, and  proportion  with  insurance.  The  problem 
of  setting  up  a formula  which  takes  into  account  such 
a large  number  of  variables  and  at  the  same  time 
allows  for  change  is  indeed  a complex  one  if  it  is 
feasible  at  all.  The  author  implies,  if  he  does  not  in 
substance  state,  that  the  criterion  for  need  is  demand 
and  questions  seriously  the  theory  so  often  pro- 
pounded that  supply  creates  demand.  The  following 
are  quotations  from  the  monograph  : 

Some  Basic  Concepts 

“There  are  two  basic  sets  of  factors  that  influence 
the  demand  for  general  hospital  facilities,  and, 
indeed,  for  all  medical  care. 

"First  are  those  factors  that  fall  under  the  general 
heading  of  the  organization  of  medical  care.  Of 
primary  importance  is  the  influence  of  the  physician. 
It  is  typical  of  medical  care,  as  well  as  of  a number 
of  other  services,  that  once  the  consumer  has  entered 
the  market  by  seeing  a physician,  many  of  the  deci- 
sions relating  to  the  actual  type  and  amounts  of 
medical  care  consumed  are  made  by  the  physician 
rather  than  by  the  consumer  himself.  To  some 
degree,  then,  the  actual  demand  for  particular  kinds 
of  medical  care,  in  this  case  general  hospital  facili- 
ties, reflects  both  the  preferences  of  the  consumer 
and  the  preferences  of  the  physicians.  While  many 
other  aspects  of  the  organization  of  medical  care 
affect  the  demand  for  general  hospital  facilities, 
there  seems  to  be  a consensus  that  the  role  of  the 
physician  is  of  primary  importance. 

“Another  potentially  significant  aspect  of  the 
organizational  influences  is  the  availability  of  sub- 


stitutes for  the  hospital.  In  an  area  that  has  skilled 
nursing  homes,  home  care  programs,  and  other 
types  of  medical  services  available,  the  demand  for 
general  hospitals  might  he  quite  different  from  that 
in  an  area  without  these  services,  even  in  the 
absence  of  other  differentiating  features.  However, 
this  is  not  axiomatic,  since  little  is  known  about  the 
actual  degree  to  which  these  are  really  substitutes 
for  the  hospital. 

“By  the  same  reasoning,  variation  in  the 
scope  of  services  provided  by  the  general  hospital 
affects  the  demand  for  these  facilities.  For  example, 
a demand  for  psychiatric  care  would  show  up  in  the 
demand  for  general  hospitals  only  in  those  areas 
where  such  care  was  provided  within  the  general 
hospital  facility.  In  areas  where  no  psychiatric  care 
is  available  within  the  general  hospital,  the  same 
demand  for  care  would  yield  no  demand  for  this 
type  of  a facility. 

“The  second  set  of  factors  that  influence  the 
demand  for  general  hospital  facilities  falls  under 
the  heading  of  the  characteristics  of  the  consumers 
of  hospital  services.  Such  characteristics  of  a popu- 
lation as  the  age  and  sex  distribution  might  influ- 
ence the  demand  for  general  hospitals.  Economic 
characteristics  such  as  income  levels  and  the  preva- 
lence of  hospital  insurance  might  also  affect  demand. 

“The  most  important  aspect  of  these  consumer- 
related  characteristics  is  that  the  actual  demand 
that  manifests  itself  is  the  result  of  the  interaction 
of  all  of  the  characteristics  of  the  population.  While 
much  has  been  written  about  individual  character- 
istics and  their  association  with  the  use  of  general 
hospitals,  little  is  known  about  the  way  these 
characteristics  interrelate.” 

Estimates  of  Bed  Needs 

“Since  World  War  II,  many  estimates  of  bed 
needs  have  been  calculated  by  techniques  similar  to 
those  described.  One  of  the  interesting  aspects  of 
these  studies  is  the  wide  range  of  estimates  that  can 
be  derived  for  similar  and  even  identical  popula- 
tions. In  fact,  in  the  State  of  Washington  various 
estimates  for  general  hospital  bed  needs  range  from 
2.47  beds  per  1000  given  in  a study  by  the  Univer- 
sity of  Washington  School  of  Medicine  to  4.0  beds 
per  1000  suggested  by  Nielson.  In  no  place  can  an 
estimate  of  bed  needs  for  the  state  he  found  that  is 
as  high  as  the  4.5  beds  per  1000  usually  advanced  as 

continued  on  page  69 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 


A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  V*  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 
with  the  least  ‘rebound’  tendency....”*  Gentle 
Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  E'ngland  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  ( V2 % ) 
and  children  ('A %),  in  solutions  of  Vs,  V«  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


W/nthrop 


For  treatment  of 
emotional  factors 
in  cardiovascular 
disease 


■ Has  very  rarely  demonstrated  adverse  effects  on  car- 
diovascular dynamics  or  other  autonomic  functions. 

■ May  be  prescribed  with  other  medications  often  used 
in  cardiovascular  disorders;  for  example,  coronary 
vasodilators,  diuretics,  anticoagulants  or  cardiac 
glycosides. 

■ Can  be  of  particular  value  in  the  elderly— does  not 
cause  the  paradoxical  excitation  sometimes  seen 
with  barbiturates. 

■ Encourages  normal  sleep  by  helping  relax  physical 
and  emotional  tensions. 

■ Readily  absorbed  and  relatively  free  from  cumula- 
tive drug  effects. 


s 


The  one  tranquilizer  that 
belongs  in  every  practice 


Miltown 

(meprobamate) 

Wallace  Laboratories/ Cranbury,  N.  J. 
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for  treatment 
of  emotional  factors  in 
cardiovascular  disease 

BRIEF  SUMMARY 

Indications:  Anxiety  and  tension  states.  Also 
as  adjunctive  therapy  when  anxiety  may  be 
a causative  or  disturbing  factor. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate. 
Important  precautions:  Should  administra- 
tion of  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be 
reduced.  Operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Pre- 
scribe cautiously  and  in  small  quantities  to 
patients  with  suicidal  tendencies.  Consider 
possibility  of  dependence,  particularly  in 
patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  prolonged 
use  at  high  dosage.  Abrupt  withdrawal  may 
precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including, 
rarely,  epileptiform  seizures.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering 
from  both  grand  and  petit  mal. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  reac- 
tions are  rare,  generally  developing  after  one 
to  four  doses  of  the  drug.  Mild  reactions  are 
characterized  by  an  urticarial  or  erythema- 
tous, maculopapular  rash.  Acute  nonthrom- 
bocytopenic purpura  with  peripheral  edema 
and  fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 
rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasm,  hypotensive  crises 
(1  fatal  case),  anuria,  stomatitis,  proctitis, 
and  anaphylaxis.  Treatment  should  be  symp- 
tomatic and  the  drug  not  reinstituted.  Isolated 
cases  of  agranulocytosis  and  thrombocyto- 
penic purpura,  and  a single  fatal  instance  of 
aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  ex- 
cessive meprobamate  dosage.  Massive  over- 
dosage may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory 
collapse. 

Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  400  mg.  scored  tablets;  200  mg. 
coated  tablets. 

Before  prescribing,  consult  package  circular. 


Mil  town 

(meprobamate) 

VaV,  Wallace  Laboratories  / Cranbury,  N.  J. 
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a standard  of  general  bed  needs.  In  another  postwar 
estimate,  the  general  bed  needs  for  the  State  of 
New'  York  was  calculated  at  5.1  beds  per  1000  on 
the  basis  of  the  bed-death  ratio  and  1945  data.  By 
1949,  when  the  New  York  study  was  published, 
sufficient  population  growth  had  occurred  to  make 
the  estimate  equivalent  to  only  4.9  beds  per  1000. 

"As  a general  rule,  it  seems  reasonable  to  assume 
that  general  bed  needs  vary  as  a result  of  area 
differences  in  the  characteristics  that  affect  utiliza- 
tion. Furthermore,  a sizable  amount  of  distortion 
can  potentially  occur  in  applying  to  a specific  area 
of  a uniform  standard  expected  to  apply  to  all  areas. 
This  defect  of  a uniform  standard  has  been  well 
stated  by  Bourke,  who  noted  that  two  communities 
of  identical  size  will  rarely  demand  the  same  num- 
ber of  hospital  beds.  The  reasons  for  the  differences, 
he  held,  are : area  variations  in  cultural  character- 
istics, age  distribution,  economic  level,  climate, 
industrial  development,  morbidity  rate,  quality  of 
preventive  and  curative  care,  effectiveness  of  out- 
patient and  home  care  programs,  and  distribution 
of  ancillary  social  welfare  services.” 

Factors  Affecting  Demand 

"It  might  be  said  that  the  impact  of  the  economic 
variables  on  utilization  of  hospital  services  was  such 
that  the  role  of  consumer  choice  was  significantly 
greater  in  1960  than  it  had  been  in  1950.  It  is  sug- 
gested that  this  is  the  result  of  rising  levels  of  living, 
as  well  as  the  greater  availability  of  both  services 
and  methods  of  obtaining  these  services.  The  in- 
creased share  of  disposable  income  spent  on  services 
of  all  kinds  as  income  levels  rise  plays  a significant 
part  in  this  process.  As  consumption  of  medical 
services  of  all  kinds  encompasses  a greater  propor- 
tion of  elective  services,  one  would  expect  greater 
price  elasticity  with  respect  to  alternative  expendi- 
tures. The  decision  between  a summer  vacation  and 
cosmetic  surgery  presents  the  traditional  elements 
of  a problem  in  consumer  choice,  but  an  emergency 
hospital  service  will  inevitably  result  in  changes  in 
the  allocation  of  the  balance  of  the  consumer  budget. 

“The  noneconomic  variables  also  show  a marked 
response  to  alternatives,  since  the  variables  which 
are  most  significant  relate  to  family  and  marital 
status.” 

The  "Law"  Considered 

“There  seems  to  be  little  in  the  way  of  empirical 
evidence  to  support  the  premise  that  utilization 
adapts  to  supply.  . . . Those  who  promulgate  the 
‘law’  that  supply  creates  demand  support  it  by  the 
observation  that  the  areas  with  the  greatest  supply 
tend  to  have  the  greatest  utilization.  Indeed,  the 
correlation  between  patient  days  and  beds  per  1000 

concluded  on  page  72 
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DERMAQUIZ 

Conducted  by  Francesco  Ronchese,  m.d. 


Case  I.  Middle  age  woman.  Crusted,  purulent.  Case  II.  Adolescent  boy.  Follicular,  purulent, 

scattered  lesions.  No  scars,  no  comedos.  Duration  comedones,  scars.  Duration,  years, 

a few  months. 


(SEE  PAGE  95  FOR  ANSWERS) 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  <g) 


things  go 

better,! 

^with 

Coke 
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When  you  put  patients  on“special”fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

And  once  they’ve  tried  it,  they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert's  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fattyacid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates isabout  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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DEMAND  FOR 

GENERAL  HOSPITAL  FACILITIES 

Continued  from  page  69 

population  is  approximately  0.9  for  both  years. 
However,  the  observation  that  high  utilization  is 
associated  with  high  levels  of  supply  does  not  by 
itself  provide  sufficient  basis  for  the  conclusion  that 
supply  creates  demand. 

“Perhaps  the  source  of  much  of  the  difficulty  is 
that  those  who  claim  that  supply  causes  demand 
are  treating  supply  as  an  independent  variable. 
They  assume  that  if.  for  example,  two  more  beds 
per  1000  population  appeared  in  a given  area,  the 
demand  would  appear  from  somewhere  to  utilize 
them.  This  approach  is  unrealistic,  because  supply 
does  not  just  appear.  It  arises  as  a response  to  a 
number  of  pressures,  one  of  which  could  be  the 
demand  for  facilities.  If  demand  for  facilities  did 
exist,  the  factors  that  affect  demand  would  also 
generate  pressure  to  affect  supply." 

Nonsubstitutability  of  Similar  Types  of  Facilities 

“The  small  general  hospital  offering  only  routine 
services  is  not  a substitute  for  another  general  hos- 
pital offering  different  kinds  of  services.  The  level 
of  demand  that  can  he  satisfied  by  a given  number 
of  facilities,  therefore,  will  vary  widely  depending 
on  the  relative  range  and  complexity  of  ancillary 
services  offered  by  the  hospitals  in  which  the  facili- 
ties are  located. 

“A  related  problem  is  the  variation  among  hos- 
pitals in  quality  of  care.  Physicians  in  particular, 
but  often  patients  as  well,  are  well  informed  regard- 
ing distinctions  among  hospitals  in  quality  of 
services  provided.  Although  this  does  not  residt  in 
complete  nonsubstitutability,  both  physicians  and 
patients  will  use  hospitals  of  questionable  quality 
only  reluctantly,  and  this  may  result  in  an  under- 
statement of  the  demand  potential  in  the  area  and 
an  overstatement  of  the  degree  to  which  existing 
facilities  satisfy  the  demand. 

"There  is  reason  to  believe  that  states  with  the 
highest  levels  of  demand  receive  better  care,  in 
terms  of  both  quality  and  range  of  services,  since  in 
general  they  have  more  doctors — particularly  more 
specialists  — per  person  than  areas  with  lower  de- 
mand. It  appears  logical  that  these  states  would 
also  have  better  hospitals,  since  these  physicians 
would  tend  to  congregate  where  adequate  facilities 
are  available  for  their  patients.” 


ONE  SENTENCE  ESSAY 

This  manna  from  Congress  has  nourished  an  en- 
tirely new  species  of  organization  doctor  whose 
inherent  taste  and  talent  for  politics  finds  a lush 
milieu. 

. . . Harold  Stevens 


Hygrotorr 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re- 
tention of  salt  and  water. 
Contraindications 
Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 
Precautions 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and 
potassium  depletion  may  occur; 
take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 
Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 
Average  Dosage 
One  tablet  (100  mg.)  daily  with 
breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


How  does 
Hygrotorr 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  very  high.  In  terms  of  one 
week’s  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And 
fewer  to  pay  for. 

For  sheer  diuretic  effective- 
ness, choose  Hygroton®,  brand 
of  chlorthalidone.  It  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’ll 
stack  it  up  against  any  diuretic. 


Geigy 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility 

• relieves  spasm 
•stops  diarrhea 


promptly 

promptly 

promptly 


.Lomotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Children’s  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months, to  10  mg.  for  one  8 to  12 
years  of  age. 


cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hvdrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 

SEARLE 

Research  in  the  Service  of  Medicine 
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THE  ROLE  OF  OUR  ASSOCIATION  IN  A CHANGING 
WORLD:  RETROSPECT  AND  PROSPECT* 

Frank  I.  Matteo,  m.d. 


The  Author.  Frank  I.  Matteo,  M.D.,  President.  1964. 
The  Providence  Medical  Association. 


As  the  end  of  this  term  of  office  approaches 
I look  back  to  a very  busy  and  interesting  year 
as  your  President  and  want  to  say  “thank  you"  to 
all  of  you  who  have  made  this  such  a stimulating 
vear.  It  is  a year  in  which  our  Association  has  con- 
tinued to  he  a dynamic  professional  force  which  has 
grown  greatlv  in  significance  and  leadership  poten- 
tial. not  only  for  our  state  medical  society  hut  also 
for  AM  A as  a whole.  Growth  in  actual  membership 
and  regional  activity  have  been  only  outward  evi- 
dence of  an  inner  growth  in  professional  stature. 
The  work  of  our  many  state  medical  society  com- 
mittees has  contributed  substantially  to  this  growth. 
The  activities  also  of  these  many  committees  have 
brought  us  to  a better  understanding  and  a greater 
appreciation  of  our  own  individual  differences  and 
of  our  common  professional  goals. 

If  I were  asked  to  look  hack  over  this  past  year 
in  office  and  point  out  things  that  were  important  to 
me  and  possible  directions  that  we  might  take  in  the 
future,  and,  if  I were  asked  to  limit  my  reactions  to 
two  words,  I would  choose  gratitude  and  hope. 

GRATITUDE:  As  I look  back  over  the  past 
year,  I find  myself  indebted  to  all  of  the  members 
of  the  Providence  Medical  Association.  I include, 
of  course,  the  members  of  the  Executive  Committee, 
and  particularly  our  full-time  Executive.  I can  say 
without  any  hesitancy  that  I was  the  happy  recipient 
of  their  wholehearted  support  and  cooperation.  I 
would  like  further  to  call  your  attention  to  the 
untiring  efforts  and  work  of  our  able  Executive, 
Mr.  John  E.  Farrell,  whose  dedicated  assistance 
and  cooperation  was  most  appreciated.  To  all  of  the 
above  persons  go  my  heartfelt  thanks  for  their 
support  throughout  this  past  year. 

Of  course,  it  would  not  only  he  imprudent  hut 
remiss  of  me  if  I were  not  to  reflect  and  comment 

*Presidential  address  prepared  before  his  untimely  death 
on  December  24,  1964,  and  read  at  the  annual  meeting  of 
the  Providence  Medical  Association  on  January  4.  1965,  by 
I )r.  William  A.  Reid,  Secretary. 


upon  one  of  the  more  significant  aspects  of  our  role 
as  members  of  the  medical  profession. 

Undoubtedly  the  most  important,  and  certainly 
the  least  publicized  role  of  the  medical  profession 
is  the  voluntary  service  of  members  on  the  many 
and  varied  committees  that  carry  forward  from 
year  to  year  the  liaison  with  the  general  public,  with 
governmental  agencies,  with  civic  and  community 
groups,  and  even  between  specialties  within  the 
profession  itself. 

As  one  wfiio  has  not  only  served  on  many  com- 
mittees for  years,  hut  who  has  also  been  privileged 
to  serve  as  vice  president  of  the  Rhode  Island  Medi- 
cal Society,  and  during  the  past  year  as  President 
of  this  large  Association,  I think  I am  in  a favorable 
position  to  bring  to  your  attention,  as  it  has  been  so 
forcibly  brought  to  mine,  the  work  of  your  medical 
society  committees. 

When  this  Association  took  leadership  more  than 
two  decades  ago  in  establishing  a central  office  with 
a full-time  director,  it  soon  exerted  a wide  influence 
throughout  this  community,  and  throughout  the 
State.  Our  Association  committees  absorbed  much 
of  the  work  of  those  of  the  state  medical  society. 
As  a result,  in  194.1  the  status  of  the  district  associa- 
tion and  the  state  society  underwent  careful  study 
with  the  subsequent  reorganization  which  has 
brought  the  Rhode  Island  Medical  Society  to  the 
forefront  as  one  of  the  most  alert  and  progressive 
units  of  the  American  Medical  Association. 

During  this  time,  however,  this  Association  has 
furnished  the  majority  of  the  manpower,  due  to  its 
large  membership,  for  all  the  state  medical  society 
committees.  Thus  we  as  an  Association  have  indi- 
rectly. hut  nevertheless  most  effectively,  continued 
to  make  major  contributions  to  the  progress  of  the 
medical  profession  in  Rhode  Island,  and  to  the 
advancement  of  the  health  of  the  people  in  general. 

In  recent  years  the  expansion  of  activities  to  pro- 
vide the  leadership  that  we  must  have  in  the  turbu- 
lent times  in  which  we  live  has  probably  not  been 
too  clearly  brought  home  to  every  physician  in  this 
State.  Our  State  Society  has  given  us  excellent 
leadership,  and  it  has  given  our  committees  free 

continued  on  next  page 
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rein  to  make  studies,  to  explore  better  ways  to 
carrv  out  vital  programs,  and  to  be  alert  to  the  need 
for  progressive  action.  \Ye  now  send  delegates  to 
various  national  conferences,  such  as  those  on 
Disaster.  Mental  Health,  Industrial  Health.  School 
Health,  Voluntary  Health  Insurance,  Medical- 
Legal.  and  others  equally  important. 

The  members,  who  give  not  only  of  their  time, 
hut  of  their  income  to  go  to  distant  places  for 
conferences  in  order  that  they  may  keep  our  com- 
mittees posted  on  the  national  thinking,  deserve  the 
highest  commendation. 

And  in  turn,  the  members  who  accept  committee 
assignments  and  come  to  the  medical  library  for 
evening  sessions  after  a long  and  demanding  day’s 
work  warrant  the  praise  of  all  of  us.  The  work  of  a 
committee  is  not  glamorous.  It  is  at  times  tedious, 
time-consuming,  and  demanding  of  those  who 
accept  it.  Often  the  overall  or  long  range  effective 
result  of  a committee  is  not  reached  for  years. 
Often  the  work  is  consummated  in  a short  time,  and 
in  dramatic  fashion.  Two  examples  will  suffice.  I 
am  sure,  to  illustrate. 

The  immunization  of  the  people  of  Rhode  Island 
within  the  past  year,  marking  the  first  statewide 
public  immunization  of  a populace  in  this  country, 
was  sparked  by  the  Child-School  Health  Commit- 
tee of  the  Rhode  Island  Medical  Society.  That 
committee,  with  a sizable  representation  of  doctors 
from  our  Association,  met  almost  weekly  for  months 
to  coordinate  and  promote,  with  the  State  Health 
Department,  this  tremendous  plan  which  was  com- 
pleted most  successfully. 

Less  dramatic,  but  equally  successful,  has  been 
the  work  of  the  Maternal  Mortality  Committee  of 
which  I have  been  a member  for  many  years. 

By  1931  the  maternal  death  rate  in  Rhode  Island 
reached  a new  peak,  and  as  a result  the  state  medical 
society  appointed  a committee  to  study  the  problem. 
M e were  thereby  undoubtedly  one  of  the  first  state 
medical  groups  in  the  nation  to  undertake  such 
a task. 

In  1938  the  Committee  published  in  the  Rhode 
Island  Medical  Journal  its  first  report,  representing 
a five  year  study  of  maternal  deaths  from  January  1 , 
1931  through  December  31.  1935.  In  this  report, 
which  even  today  makes  very  instructive  and 
informative  reading,  294  cases  were  reviewed  and 
classified,  and  it  was  shown  that  many  of  these 
deaths  were  preventable,  and  many  suggestions 
were  offered  for  improvements  of  obstetric  care. 

I call  to  your  attention  that  in  using  the  term 
preventable  the  Committee  does  not  imply  neglect 
on  the  part  of  the  attendant ; rather,  it  is  used  in  the 
sense  that  under  ideal  conditions,  with  adequate 
assistance  and  consultation  whenever  possible, 
better  results  might  have  ensued.  I think  you  should 
also  know  that  a maternal  death  is  defined  as  a 
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“death  of  any  woman  dying  of  anv  cause  whatso- 
ever when  pregnant  or  within  ninety  davs  of  the 
termination  of  the  pregnancy.” 

Due  in  no  small  measure  to  the  work  of  this 
Committee  the  death  rate  dropped  from  78  per 
10,000  in  1929  to  37  per  10,000  in  1937.  In  1963 
there  were  only  9 maternal  deaths  in  the  whole  state. 

These  Maternal  Health  Committees  have  con- 
tinued their  careful  study  each  year,  and  periodicallv 
have  published  reports  of  their  findings.  Due  to 
possible  misinterpretation,  or  misuse  of  a report,  it 
was  issued  as  a confidential  bulletin  to  the  members 
of  the  Society  in  later  years,  instead  of  being  pub- 
lished in  the  state  medical  journal. 

This  concern  about  tbe  confidential  nature  of  the 
study  reports,  and  the  possible  attempt  to  allow 
them  to  be  admissible  in  a court,  was  removed 
during  the  past  year  through  the  efforts  of  the 
Committee  and  with  the  cooperation  of  the  General 
Assembly.  Legislation  introduced  by  Representa- 
tive Eleanor  F.  Slater  of  Warwick  and  Senator 
M illiam  C.  Fecteau  of  Coventry  was  approved  and 
enacted  as  law.  thereby  allowing  the  case  studies  of 
the  Committee  to  be  used  more  freely  for  instruction 
to  students,  interns,  residents,  and  nurses,  as  well 
as  the  profession  at  large. 

As  Dr.  Stanley  D.  Davies,  presently  chairman  of 
the  Committee,  reported  to  the  House  of  Delegates 
in  September:  “Last  year  when  we  gave  our  1962 
report  we  thought  we  were  showing  great  progress 
in  reducing  maternal  mortality.  In  1960  we  reported 
15  deaths,  and  in  1961  there  were  9.  In  our  1962 
report  there  were  only  6 deaths,  and  only  one  of 
these  was  a direct  obstetric  death,  that  of  a non- 
resident who  had  no  obstetric  care.  In  1963,  how- 
ever, we  had  an  increase  and  we  had  9 maternal 
deaths  to  investigate.  ..." 

Thus  this  committee,  vital  to  the  profession  and 
the  public  alike,  continues  its  work  year  in  and  vear 
out.  The  fact  that  Rhode  Island  may  have  the  lowest 
maternal  death  rate  in  the  nation  only  spurs  the 
Committee  to  great  vigilance.  And  through  all  the 
years  there  have  been  no  special  accolades  to  this 
Committee,  or  to  the  many  other  committees  deserv- 
ing of  equal  recognition  for  their  quiet  but  effective 
work  for  all  the  doctors  of  this  Association,  and  for 
this  State. 

HOPE:  If  you  were  to  ask  me  of  which  com- 
mittees I have  the  highest  expectations,  I would  find 
it  most  difficult  to  limit  my  selection  to  any  one. 
I base  my  hope  for  the  future  of  both  this  Associa- 
tion and  of  the  Rhode  Island  Medical  Society,  and 
the  state-wide  influence  that  I believe  they  can  and 
will  exert,  on  the  work  of  all  committees. 

It  is  my  well-founded  hope  that  we  all  will  recog- 
nize that  now  is  the  time  to  look  ahead,  to  build 
upon  the  work  of  the  past  and  to  move  toward  a 
stronger  future  for  our  Association.  Let  us  not 
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of  Delayed  Union  and  Nonunion  of  Fractures 
Edwin  French  Cave,  m.d. 


The  Author.  Edwin  French  Cave,  M.D.,  of  Boston, 
Massachusetts.  Consulting  Orthopedic  Surgeon  and 
Chief  Emeritus  of  the  Fracture  Service  at  Massachu- 
setts General  Hospital.  Boston.  Massachusetts;  Former 
President.  American  Orthopedic  Association  and  of  the 
American  Board  of  Orthopedic  Surgery;  Past  Vice 
President,  American  College  of  Surgeons. 


T am  deeply  conscious  of  the  honor  that  goes 

with  the  presentation  of  the  Seventh  Murray  S. 
Dant'orth  Oration,  not  only  because  this  lecture 
pays  tribute  to  the  memory  of  a great  character  and 
an  outstanding  orthopedic  surgeon,  but  also  because 
of  the  merits  of  my  predecessors  in  this  position, 
all  of  whom  are  prominent  members  of  our  special- 
ized branch  of  surgery  ; men  who  have  made  notable 
contributions  to  orthopedic  surgery. 

I am  of  the  fortunate  few  among  you  who  had 
the  great  privilege  of  knowing  Murray  Danforth 
because  he  was  a member  of  the  Interurban  Ortho- 
pedic Club,  the  first  such  organization  in  our  branch 
of  surgery,  founded  in  1907.  When  I was  granted 
membership  in  that  Society  in  1933.  Murray 
Danforth,  who  was  elected  in  1915,  was  a senior 
member.  Later  on.  in  1942,  Doctor  Danforth  col- 
laborated with  Robert  Osgood  in  writing  a history 
of  the  Interurban  Orthopedic  Club. 

I remember  best  Murray  Danforth’s  work  on 
coxa  plana,  reported  in  1934.  when  he  demon- 
strated by  careful  clinical  and  radiological  investi- 
gation that  non-weightbearing  over  a long  period  of 
time  brought  about  the  best  results  in  the  treatment 
of  coxa  plana.  This  observation  has  withstood  the 
test  of  time.  Over  and  above  all  of  his  worthwhile 
clinical  research  and  careful  patient  care  and  devo- 
tion to  his  hospital  and  to  the  Journal  oj  Bone  and 
Joint  Surgery,  of  which  he  was  editor  for  a time, 
we  remember  him  as  the  man  — a good  man,  who 
stood  for  what  was  right. 

If  we  orthopedic  surgeons  were  not  faced  with 
the  frequent  failure  of  bone  to  heal,  and  of  infection, 
our  lives  would  be  relatively  simple,  and  we  would 
have  more  time  for  the  pleasant  things  in  our  pro- 
fession and  be  able  more  effectively  to  improve  our 
techniques  in  bringing  about  the  correction  of  de- 

* Delivered  at  the  Seventh  Annual  Meeting  of  the  Depart- 
ments of  Orthopedic  Surgery  and  Fractures,  at  Rhode 
Island  Hospital,  Providence.  R.I.,  December  3,  1964. 


fortuities  without  fear  of  complications.  However, 
these  two  problems  of  bone  healing  and  of  infection 
will,  in  so  far  as  we  can  determine,  be  with  us  and 
remain  like  the  “sword  of  Damocles  over  our  thera- 
peutic heads”  in  years  to  come. 

With  the  present  day  excitement  regarding  organ 
transplantation,  headlined  by  the  science  reporters, 
let  us  remember  that  next  to  transfusion  of  blood 
and  grafting  of  skin,  bone  transplantation  occurs 
third  in  frequency  and  has  been  accomplished  over 
a long,  long  period  of  time. 


3. 


B.  D 


Fig.  1.  Normal  fracture  healing  (see  text). 
(Reproduced  from  Rogers,  W.  A.,  in  Cave,  E.  F.,  Ed.: 
Fractures  and  Other  Injuries.  Chicago,  Year  Book 
Medical  Publishers.  Inc.,  1958.) 


Factors  in  Fracture  Healing 
1.  The  Process  of  Fracture  Healing  (Fig.  1). 
Within  48  hours  after  fracture,  proliferation  of  cells 
destined  to  form  bone  begins  in  the  periosteum,  the 
endosteum  and  the  lining  layers  of  the  haversian 
canals  adjacent  to  the  fracture.  Death  has  occurred 
in  a zone  of  bone  on  either  side  of  the  break.  The 
proliferation  of  these  cells  results  in  the  formation 
of  a cellular  wave,  which  advances  from  each  frag- 
ment into  the  fracture  gap.  The  waves  of  proliferat- 
ing cells  spread  across  the  fracture  gap,  restoring 
the  cellular  continuity  of  the  bone.  Cellular  differ- 
entiation begins  almost  as  soon  as  proliferation, 
resulting  in  the  formation  of  chondroblasts  and 
osteoblasts  and  of  cartilage  and  bone.  Finally,  the 
formation  of  cancellous  bone  directly  by  osteoblasts 
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and  indirectly  by  enchondral  ossification  results  in 
bone  union.  The  zones  of  necrotic  bone  are  resorbed 
and  replaced  by  living  bone. 

As  fracture  surgeons  we  are  interested  in  what 
factors  are  concerned  with  this  normal  healing 
process.  First  of  all,  there  is  the  local  blood  supply. 
Certain  areas  of  the  skeleton  are  anatomically  pre- 
disposed to  delay  in  healing  because  the  local  blood 
supply  is  relatively  deficient ; namely,  the  femoral 
neck,  the  waist  of  the  carpal  navicular,  the  astraga- 
lus neck  and  the  lower  third  of  the  tibia  (Fig.  2). 


Flo.  2.  Blood  supply  to  a long  bone. 

( Reproduced  from  Rogers,  W.  A.,  in  Cave,  E.  F.,  Ed. : 
Fractures  and  Other  Injuries.  Chicago.  Year  Book 
Medical  Publishers,  Inc.,  1958.) 

On  the  other  hand,  certain  areas  heal  rapidly : the 
scapula,  the  pelvis,  ribs,  femoral  condyles  and  the 
surgical  neck  of  the  humerus.  In  each  of  these  places 
blood  supply  is  abundant.  Generally  speaking,  the 
larger  the  bone  the  longer  the  period  of  immobiliza- 
tion required  to  promote  healing ; for  instance,  the 
femoral  shaft  may  require  4 months  or  6 months  to 
consolidate,  whereas  the  phalanx  of  the  toe  will  be 
stabilized  in  a few  days. 

2.  The  Type  of  Fracture.  In  general,  the  spiral, 
oblique  fracture  of  the  shaft  heals  more  readily  than 


the  transverse  fracture,  presumably  because  a richer 
medullary  and  periosteal  blood  supply  and  a more 
ample  source  of  osteogenetic  cells  are  available  in 
the  former.  The  free  butterfly,  or  the  intermediate, 
fragment  (Fig.  3),  such  as  occurs  in  a segmental 


Fig.  3-  Effect  on  healing  of  (A)  the  butterfly  or 
(B)  the  intermediate  fragment  (see  text). 

(Reproduced  from  Rogers,  W.  A.,  in  Cave,  E.  F.,  Ed. : 
Fractures  and  Other  Injuries.  Chicago.  Year  Book 
Medical  Publishers,  Inc.,  1958.) 

fracture,  has  only  its  periosteal  blood  supply,  as  both 
the  nutrient  artery  and  the  metaphysial  arteries  to 
the  free  fragment  have  been  severed. 

3.  Reduction  of  the  Fracture.  Anatomic  reduc- 
tion of  a fracture  reduces  markedly  the  requirement 
of  callus.  Even  if  fractures  are  not  completely  and 
accurately  realigned,  Nature  has  a way  of  providing 
for  sound  callus  formation  (Fig.  4)  if  absolute 
immobilization  of  the  part  is  obtained  and  is  pro- 


Fig.  4.  Callus  requirement  is  increased  with  mal- 
position. 

( Reproduced  from  Rogers,  \V.  A.,  in  Cave,  E.  F.,  Ed. : 
Fractures  and  Other  Injuries.  Chicago,  Year  Book 
Medical  Publishers,  Inc.,  1958.) 
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longed,  unless  there  has  been  outside  interference. 
This  outside  interference  is  usually  provided  by  the 
surgeon  himself. 

It  is  sad  to  relate  that,  as  knowledge  of  diagnosis 
and  management  of  fractures  has  improved,  non- 
union of  hone  is  actually  on  the  increase.  For  this 
unfortunate  state  of  affairs  we  must  as  fracture 
surgeons  hold  ourselves  largely  responsible.  Great 
strides  in  fracture  management  have  been  made  in 
this  century ; knowledge  of  bone  healing  has  im- 
proved ; techniques  of  closed  reduction  of  fractures 
are  better  ; methods  of  traction,  skeletal  or  skin,  are 
more  effectively  applied ; bandaging  material, 
splints  and  plaster  of  Paris  are  far  superior  to  those 
used  before  the  second  world  war ; and  metals  for 
internal  fixation  are  relatively  inert  in  body  tissue. 
And  yet  nonunion  is  more  common  because  more 
fractures  are  being  operated  upon.  Cases  are 
improperly  selected.  Poor  operative  technique  is 
being  employed,  and  improper  and  inadequate  post- 
operative care  is  prevalent. 

In  current  texts,  one  may  read  a long  list  of 
causes  of  delayed  union  or  nonunion  of  bone,  but 
actually  from  a practical  standpoint  there  are  only 
three : first,  failure  of  reduction  of  the  fracture ; 
secondly,  failure  of  adequate,  uninterrupted  immo- 
bilization, either  by  external  or  internal  means; 
thirdly,  the  surgeon  himself.  “The  last  part  of 
surgery,  namely  operations,  is  a reflection  on  the 
healing  art.”  So  said  John  Hunter  in  1749. 

In  a total  number  of  180  cases  of  delayed  union 
and  nonunion  of  long  bone  fractures  only  six  were 
regarded  as  having  delayed  union,  whereas  174 
were  classified  as  frank  nonunion  of  bone.  Improper 
operative  interference  was  the  commonest  cause  of 
nonunion  in  closed  fractures  and  next  to  bone  loss 
was  tbe  most  frequent  cause  in  open  fractures. 

Causes  of  Delayed  Union  and  Nonunion 

ISO  Cases — Open  and  Closed  Fractures 


Operative  Interference  70 

Inadequate  External  Fixation  24 

Operation  and  Infection  20 

Distraction  18 

Faulty  Closed  Reduction  and  Fixation  17 

Bone  Loss  10 

Too  Early  Weight  Bearing  6 

Interposed  Soft  Tissue  6 

Soft  Tissue  Trauma  6 

.Metabolic  Bone  Change  3 


Total  180 


Of  a total  number  of  174  cases  of  nonunion,  09 
were  secondary  to  open  fractures  and  105  were 
closed  fractures.  Tbe  location  of  the  fractures  was 
as  follows : 


Nonunion  in  174  Cases 

Closed  Open 


Femur  33  9 

Tibia  52  54 

Clavicle  4 0 

Humerus  9 1 

Forearm 

Radius  2 2 

Ulna  3 0 

Radius  and  Ulna  2 3 


Total  105  69 


Delayed  Union 

The  presence  of  delayed  union  must  be  deter- 
mined almost  entirely  bv  the  x-ray  film  : 

X-ray  Evidence  of  Delayed  Union 

1.  Persistence  of  complete  fracture  line. 

2.  Absence  of  normal  callus  formation. 

3.  Increasing  osteoporosis  of  bone  above  and 
below  fracture  line. 

Certain  bones  give  evidence  of  healing  in  more  or 
less  prescribed  periods  of  time.  The  best  evidence 
of  bone  healing  is  callus  formation  as  shown  by  the 
film.  Calcification  in  periosteum  is  not  true  callus 
formation.  As  has  been  stated,  tbe  more  accurately 
a fracture  is  aligned,  the  less  demand  there  will  be 
for  callus.  In  such  a case,  a gradual  obliteration  of 
the  fracture  line  without  loss  of  position  and  the 
absence  of  unusual  bone  atrophy  above  and  below 
the  fracture,  or  excessive  sclerosis  at  the  fracture 
site,  are  the  best  evidences  of  progressive  bone 
healing.  There  is  no  reliable  clinical  test  for  delayed 
union.  As  a fracture  is  healing,  a manual  test  for 
motion  at  the  fracture  site  should  not  he  made 
because  any  movement  at  the  fracture  site  will  have 
a tendency  to  interrupt  the  new  bone  bridge  which 
is  uniting  the  fracture. 

Nonunion 

Nonunion  of  bone  occurs  when  the  repair  process 
has  stopped  completely  and  it  may  be  suggested  by 
the  following  clinical  findings: 

1.  Pain  upon  use  of  the  extremity. 

2.  Progressive  bowing  of  the  extremity. 

3.  Edema  of  the  extremity. 

4.  Increased  surface  temperature  in  the  region  of 
the  fracture  site. 

By  roentgenogram  the  following  should  be  looked 
for  to  determine  the  presence  of  nonunion  : 

1.  Excess  (false)  callus  production  at  the  frac- 
ture site. 

2.  Gradual  bowing  or  loss  of  position  at  the  frac- 
ture site. 

3.  Unusual  sclerosis  at  the  fracture  site. 

4.  Unusual  bone  atrophy,  below  or  above  the 
fracture. 
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Bone  Grafting 

The  first  recorded  example  of  successful  homo- 
geneous bone  grafting  was  that  of  Macewen  in 
Glasgow,  who.  in  1887.  removed  the  entire  diaphysis 
of  the  humerus  of  a 3 year  old  infant  for  hone  infec- 
tion. Three  years  later  he  implanted  a number  of 
hone  wedges,  excised  during  corrective  osteotomies 
from  six  other  patients.  The  transplanted  bone 
regenerated  and  rebuilt  the  humerus. 

The  classical  paper  of  Phemister  in  1914  should 
be  read  by  every  surgeon  interested  in  bone  healing 
and  transplantation  of  bone.  About  that  time  there 
was  great  discussion  as  to  whether  or  not  the  trans- 
planted bone  lived,  or  whether  it  was  replaced  grad- 
ually  by  host  bone.  Phemister  denied  Axhausen’s 
earlier  claim  that  osteogenesis  does  not  occur  from 
transplanted  bone  devoid  of  periosteum  and  endos- 
teum and  he  also  disagreed  with  Barth,  who  in  1893 
stated,  "there  is  no  osteogenesis  from  any  portion 
of  the  transplant.  The  substitution  occurs  by  in- 
growth of  new  bone  from  fragment  ends.”  Orell  of 
Stockholm  in  1937  created  the  terms  “os  novum" 
and  "os  purum.”  os  novum  being  immature  living 
bone  tissue  with  great  proliferative  power  and 
os  purum  bone  which  had  previously  been  removed 
and  placed  in  host  soft  tissue  and  at  the  end  of  three 
weeks  used  as  a transplant.  All  of  us  who  transplant 
hone  should  realize  that  during  the  early  stages, 
certainly  during  the  first  few  weeks,  the  density  of 
the  bone  graft  tends  to  diminish,  but  as  the  trans- 
plant is  replaced  by  host  tissue,  increased  density  of 
the  graft  occurs.  This  practical  realization  should 
discourage  us  from  taking  x-ray  films  of  our  bone 
grafts  too  early  during  the  convalescent  period.  It 
only  leads  to  discouragement  on  the  part  of  the 
surgeon. 

Ghormley  in  1942  experimented  with  autogenous, 
homogenous  and  heterogeneous  bone.  He  empha- 
sized the  following  facts : 

1 . Bone  grafts  must  become  attached  by  granu- 
lation tissue. 

2.  Granulation  tissue  must  invade  the  graft. 

3.  Cortical  grafts  are  slowly  replaced. 

4.  The  graft  undergoes  varying  degrees  of  death. 

3.  After  vascularization,  the  graft  appears  to 

atrophy.  At  this  time  the  grafts  are  more  fragile 
than  when  inserted. 

6.  Ultimately  both  cortical  and  cancellous  grafts 
are  restored  to  normal  consistency. 

7.  Over  the  years  the  grafts  become  thicker  and 
heavier. 

8.  Dead  bone  may  ultimately  become  revascu- 
larized. 

Point  No.  8 is  important  and  is  borne  out  by 
clinical  experience  in  the  management  of  the 
sclerosed,  ununited  fractures.  As  I will  point  out, 
revascularization  of  what  was  apparently  dead  bone 
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does  occur.  1 his  we  can  prove  by  our  x-ray  obser- 
vations. if  not  by  direct  microscopic  examination. 

America  must  he  given  credit  for  developing  the 
techniques  of  hone  grafting  and  I refer  particular^ 
to  the  work  of  Albee  in  1913.  when  he  devised  his 
motor-driven  saw  for  the  removal  of  cortical  bone 
used  in  the  transplants  of  various  sorts  to  the  spine 
and  the  long  bones ; and  the  work  of  Hibbs  who 
advocated  the  use  of  multiple  chip  grafts,  particu- 
larly in  fusions  of  the  lumbosacral  junction,  so  manv 
of  which  he  did  in  the  1920’s  and  30's.  Campbell 
popularized  the  cortical  onlay  graft. 

Most  important  of  all,  however,  has  been  the 
work  of  Phemister.  His  principles  enunciated  many, 
many  years  ago  have  stood  the  test  of  time ; namely, 
that  the  subperiosteal  application  of  cancellous  bone 
is  in  most  cases  the  better  type  of  graft  to  be 
employed  (Fig.  3 ). 


TECHNIQUE  OF  REMOVING  ILIAC  GRAFTS 


Fig.  5.  Technique  of  removing  iliac  grafts.  A.  Making 
use  of  only  the  outer  table  of  the  ilium.  B.  "Horizon- 
tal” grafts  utilizing  both  tables  of  the  ilium. 

(Reproduced  from  Cave,  E.  F.,  Ed.:  Fractures  and 
Other  Injuries.  Chicago.  Year  Book  Medical  Publish- 
ers, Inc.,  1958.) 

Why  have  we  thus  far  not  stressed  laboratory 
research  in  discussing  nonunion?  The  answer  is 
that  to  date  little  knowledge  which  might  help  in  a 
practical  way  has  come  from  our  orthopedic  re- 
search efforts,  in  spite  of  the  fact  that  during  the 
past  decade  several  excellent  laboratories  have  been 
established  in  the  United  States.  They  have  made 
good  progress  in  the  study  of  collagen  tissue  and  of 
mineralization,  hut  are  now  beginning  to  concen- 
trate on  cellular  structure  and  metabolism  in  an 
effort  to  increase  knowledge  of  bone  healing. 

Management 

Before  proceeding  with  illustrative  situations, 
I should  like  to  emphasize  the  following : 

1 . That  nonunion  of  long  hones  is  on  the  increase 
because  of  the  increased  frequency  of  open  reduc- 
tion of  fractures. 
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2.  The  recognition  of  delayed  union  is  impor- 
tant. for,  when  it  is  recognized  the  surgeon  must 
decide  whether  to  continue  prolonged  immobiliza- 
tion or  whether  to  interfere  with  some  operative 
procedure. 

3.  It  is  sometimes  difficult  to  decide  whether  we 
are  dealing  with  delayed  union  or  actual  nonunion. 

4.  The  diagnosis  of  delayed  union  must  be  made 
entirely  upon  the  roentgenogram. 

5.  Nonunion  occurs  when  the  repair  process  has 
stopped  completely  and  finally. 

6.  The  diagnosis  of  nonunion  is  based  upon  both 
clinical  and  roentgenological  observations. 

7.  In  established  nonunion,  when  the  bone  is  in 
adequate  alignment,  subperiosteal  application  of 
iliac  hone  and  external  immobilization  are  all  that 
is  required.  It  is  wise  not  to  excise  the  fibrous  union 
at  the  fracture  site.  After  application  of  the  graft, 
the  situation  must  again  he  treated  as  a “fresh 
fracture"  and  prolonged,  uninterrupted  immobili- 
zation must  be  continued  until  bone  union  develops. 

8.  Unless  metallic  fixation  is  necessary  to  main- 
tain stability  and  alignment,  it  should  not  he 
inserted. 

9.  If  there  is  nonunion  with  deformity,  recrea- 
tion of  the  fracture  must  be  accomplished,  but 
excision  of  all  fibrous  tissue  is  not  necessary.  As 
much  fibrous  tissue  as  possible  should  lie  left  in 
order  to  give  stability  to  the  local  situation.  Such 
tissue  offers  a scaffolding  for  bone  deposition.  Cor- 
rection of  the  deformity  should  he  followed  by  the 
application  of  subperiosteal  iliac  bone  and  either 
internal  or  external  fixation. 

10.  The  medullary  nail  has  been  a tremendous 
help  in  the  management  of  nonunion,  particularly 
of  the  humerus  and  the  femur  and  often  the  use  of 
the  nail,  combined  with  hone  grafts,  is  the  treat- 
ment of  choice. 

Nonunion  can  be  prevented  in  a large  majority 
of  cases  if  the  following  points  are  considered  : 

Delayed  union  must  lie  recognized  by  carefullv 
taken  roentgenograms  in  several  projections; 
namely,  anteroposterior,  lateral,  right  oblique  and 
left  oblique  views. 

The  surgeon  must  decide  whether  the  fracture 
appears  healthy  ; that  is,  has  union  progressed  or  is 
nonunion  probable  or  established? 

The  following  points  will  be  emphasized  by  illus- 
trative cases : 

1.  A closed  fracture  must  not  he  opened  if  there 
is  a reasonable  chance  of  promoting  healing  by  the 
use  of  closed  methods  of  treatment. 

2.  Closed  reduction  should  usually  be  tried  in 
all  fractures  of  long  bones. 

3.  If  closed  reduction  is  employed,  external  fix- 
ation must  be  efficient  and  prolonged. 

4.  If  open  treatment  is  necessary,  (a)  we  must 


use  adequate  incisions;  (b)  gentle  stripping  of 
periosteum  does  not  interfere  with  healing;  (c)  the 
fracture  must  he  anatomically  reduced:  (d)  if 
metals  are  used  they  must  lie  properly  applied. 

5.  External  fixation  must  he  prolonged.  So  often 
we  see  long  bone  fractures  adequately  reduced 
either  by  closed  or  open  methods,  in  which  the 
removal  of  external  support  was  carried  out  too 
early  and  weight  hearing  allowed. 

6.  Once  nonunion  is  established  there  is  no 
excuse  for  delay  in  the  surgical  attack.  The  sooner 
operation  and  bone  grafting  are  carried  out.  the 
better.  Delay  simply  encourages  further  interrup- 
tion of  blood  supplv  and  sclerosis  of  hone  ends. 

Nonunion  with  Infection.  This  presents  one  of 
the  great  challenges  to  the  orthopedic  surgeon. 
During  and  since  W orld  War  II  we  have  been  able 
to  salvage  many  limbs  which  previously  would  have 
been  amputated.  Because  surgical  techniques  are 
better,  nonreactive  metals  can  he  safely  used  ; and 
antibiotics  if  properlv  employed  can  he  of  tremen- 
dous benefit.  Nevertheless,  the  principles  of  good 
surgery  still  apply  and  it  is  doubtful  that  any  situa- 
tion of  nonunion  with  infection  can  be  corrected 
adequately  until  all  dead,  infected  hone  has  been 
removed. 

Discussion 

Clinical  studies  during  the  past  two  centuries 
and  radiological  and  laboratory  investigations  in 
the  last  70  years  have  allowed  notable  strides  in  the 
management  of  nonunion  of  bone,  but  we  are  still  a 
long  way  from  solving  the  problem.  Nature,  if  not 
interfered  with,  makes  a tremendous  effort  to  bring 
about  healing ; she  deposits  plenty  of  tissue,  but  in 
nonunion  it  is  the  wrong  sort  of  tissue ; it  is  the 
wrong  type  of  cell.  It  is  the  influence  of  environ- 
ment on  cell  function  which  is  holding  the  attention 
of  investigators  now.  But  I think  we  shall  all  admit 
freely  that  thus  far  our  laboratory  investigators 
have  not  been  of  tremendous  help  to  the  clinician. 

I . P.  Clark  of  Leeds*  remarks,  “In  the  brave  new 
world  of  the  future  the  treatment  of  fractures  by 
immobilization  with  splints  and  hope  may  possibly 
seem  as  inconsequential  as  hunting  the  snark 
[a  nonsensical  animal,  a combination  of  snail  and 
shark,  in  the  writings  of  Lewis  Carroll].  The  tor- 
tuous debate  on  osteogenesis  over  the  past  two 
centuries  has  something  of  a Carrollian  flavor  in  a 
logic  capable  of  producing  truth  or  nonsense  so 
alike  that  it  is  yet  to  be  decided  at  the  bar  of  future 
scientific  enquiry." 

We  may  conclude,  then,  that  unless  and  until  the 
laboratory  investigators  come  to  our  rescue,  we  as 
clinicians  must  continue  to  exert  every  effort  to 

*Clark,  J.  P.,  Modern  Trends  in  Orthopaedics,  v.  4,  Sci- 
ence of  Fractures.  J.  P.  Clark,  Editor.  Chapter  I,  Historical 
Introduction.  Butterworth’s,  Washington,  1964. 

continued  on  next  page 
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prevent  nonunion  of  bone  and  once  it  has  developed 
to  applv  everv  reasonable  and  intelligent  means  to 
correct  it. 

Illustrative  Cases 

J .B . X o.  1264946.  Female.  Housewife.  Demon- 
strates a fracture  in  perfectly  good  alignment. 
Operation  was  not  necessary  but  operation  was 
done  ( Figs.  6A  & B > . The  internal  fixation  was 
adequatelv  applied,  but  weight  bearing  was  allowed 
too  soon  (4  months).  Nonunion  developed.  There 
was  increased  deposition  of  callus  and  bowing  in 
addition  to  pain  at  the  fracture  site.  This  necessi- 
tated (Figs.  6C&D  ) re-creation  of  both  the  frac- 
tures through  separate  incisions,  realignment  of  the 
leg.  reshaping  the  tibia  and  application  of  subperi- 
osteal iliac  bone,  plus  6 months  of  plaster  immobili- 
zation afterwards.  End  result : bony  union. 

R.D.  Xo.  1053356.  Male.  Aged  21.  Fanner. 
A transverse,  closed  fracture  in  a young  man  of  21, 
sustained  when  his  leg  was  caught  between  2 logs. 
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This  fracture  should  have  responded  to  closed 
manipulation  and  plaster  fixation  (Fig.  7A  . but 
operation  was  carried  out  (Fig.  7B).  The  opera- 
tion was  perfectly  well  done  and  metal  adequatelv 
applied,  but  weight  bearing  was  allowed  too  soon. 
Nonunion  developed  (Fig.  70.  There  was  excess 
sclerosis  at  the  fracture  site  with  pain  and  some 
loss  of  position,  and  avascularity  at  the  fracture  site 
was  revealed  upon  removal  of  the  metal  ( Figs. 
7D&E).  The  tibia  was  reshaped  and  trimmed 
down,  and  subperiosteal  iliac  bone  placed  about  the 
fracture  site,  followed  by  plaster  fixation  for  a 
period  of  6 months.  This  brought  about  bone  union 
(Fig.  7F). 

IV.  M.  Xo.  972924.  Male.  Aged  45.  Businessman. 
A closed  fracture  of  the  tibia  with  fibula  intact 
(Fig.  8A),  sustained  while  skiing.  Operation  was 
done  without  good  reason.  Screws  were  perfectly 
adequately  applied  but  unnecessarily  so  (Fig.  8B). 
The  plaster  was  removed  too  soon.  Nonunion  devel- 
oped (Fig.  8C  ).  After  numerous  operations,  we 
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Fig.  6.  Demonstrating  the  result  of  too  early  weight  bearing  after  removal  of  stabilizing  screws  and  Parham 
band.  A.  Comminuted,  closed  fracture  of  tibia  with  undisplaced  fracture  of  fibula.  This  fracture  would 
probably  have  healed  satisfactorily  with  external  fixation.  B.  Screws  and  Parham  band  have  been  adequately 
applied.  C.  Nonunion  with  deformity  of  tibia,  resulting  in  tilt  of  ankle  joint,  necessitating  osteotomies  and 
bone  graft.  D.  Ten  months  after  osteotomies,  subperiosteal  onlay  iliac  bone  grafts  and  plaster  fixation. 
Bone  union  and  good  function  have  resulted. 
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Fig.  7.  A.  Closed  fracture  of  tibial  and  fibular  shafts  (struck  by  falling  timber).  B.  Treated  primarily  by- 
open  reduction  and  internal  fixation  with  plate  and  screws.  Ambulation  was  allowed  before  fracture  was 
firm.  C.  Nonunion  resulted,  necessitating  removal  of  hardware,  application  of  barrel-staved  iliac  bone 
grafts  about  the  fracture  site,  followed  by  plaster  fixation.  D.  The  appearance  of  the  ununited  fracture  at 
the  time  of  removal  of  hardware.  Note  avascularization  in  central  portion.  E.  Plate  has  been  removed. 
Circumference  of  tibia  at  the  fracture  site  has  been  diminished  by  removing  sclerosed  bone.  Iliac  (cancellous) 
bone  has  been  placed  about  the  fracture  site  posteriorly,  mesially  and  laterally.  F.  End  result.  Bone  union 
with  good  restoration  of  function. 

( Reproduced  in  part  from  Cave,  E.  F.,  The  Healing  of  Fractures  and  Nonunion  of  Bone,  The  Surg.  Clinics  of 
X.  A.,  Vol.  43,  No.  2,  pp.  337-349,  Apr.  1963,  W.  B.  Saunders  Co.,  Phila.  & London) 


received  the  patient  (Fig.  8D).  There  were  frank- 
nonunion,  bone  loss,  and  infection,  but  the  patient 
had  a good  foot  and  a great  desire  to  save  the 
extremity,  so  that  after  2 years  we  undertook  to 
save  it.  Debridement  was  done  securing  a clean, 
granulating  surface,  and  split  skin  grafts  were 
applied  (Fig.  8E).  A tube  graft  was  applied  from 
the  abdomen  (Fig.  8F).  The  missing  fibula  was 
reconstructed  by  removing  a section  from  tbe  fibula 
of  the  opposite  leg  and  threading  it  on  a Rush  pin 
(Fig.  8G).  Subsequently,  through  a posterior 
approach,  a massive  amount  of  iliac  bone  was 
packed  between  the  tibia  and  the  fibula  and  union 
eventually  occurred,  but  this  required  about  8 
months  and  was  accomplished  3 years  after  the 
original  accident  and  operation  (Fig.  8H  ). 

The  posterior  approach  (Fig.  9).  This  is  done 
with  the  patient  lying  face  down.  An  incision  is 
made  throughout  the  extent  of  the  posterior  aspect 
of  the  leg,  dissection  is  carried  down,  leaving  the 
peroneal  muscles  laterally  and  progressing  down 
to  the  posterior  aspect  of  the  tibia  and  the  interosse- 
ous membrane.  The  important  blood  vessels  and 
nerves  are  reflected  anteriorly  and  posteriorly,  and 
essentially  the  entire  shaft  of  the  tibia  can  be 
approached  from  this  incision. 

S.M.  No.  1015355.  Male.  Aged  48.  Optometrist. 
A closed,  comminuted  fracture  of  both  bones  of  the 
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Fig.  9.  Posterior  approach  to  the  tibia.  A.  Skin  inci- 
sion over  the  posterolateral  aspect  of  the  leg.  Dissec- 
tion is  carried  down  mesial  to  the  peroneal  muscles, 
exposing  the  posterior  aspect  of  the  tibia  and  fibula 
and  the  interosseous  membrane.  B.  Cross  sections  at 
the  medial  portion  of  the  leg,  showing  the  approach. 
Note  that  important  vessels  and  nerves  are  anterior 
or  posterior  and  are  not  damaged  in  the  approach. 
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Fig.  8.  Illustrating  disaster  following  unnecessary  open  reduction  of  a fracture.  A.  A slightly  displaced, 
oblique  fracture  of  the  tibia  with  an  intact  fibula.  This  fracture  would  have  healed  with  external  fixation. 
B.  Following  open  reduction  w’ith  adequate  application  of  2 screws  and  plaster.  C.  The  result  after 
infection  and  nonunion  had  developed  and  after  the  nearby  fibula  had  been  used  for  bone  graft.  D.  Appear- 
ance of  the  leg  at  time  of  admission  for  corrective  surgery.  E.  Following  debridement  and  sequestrectomy 
and  application  of  split  skin  grafts.  F.  A graft  from  the  abdominal  wall  has  been  applied.  G.  Through  a 
posterior  approach  the  missing  section  of  the  fibula  was  replaced  by  a portion  of  the  fibula  from  the  opposite 
leg  and  stabilized  with  a Rush  pin.  H.  After  the  2d  stage  operation,  again  through  the  posterior  approach. 
A massive  amount  of  iliac  bone  has  created  synostosis  between  the  tibia  and  fibula  and  union  of  the  tibia 
has  occurred. 


FEBRUARY,  1965 
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Fig.  10.  Illustrates  the  importance  of  preserving  an  intact  fibula  in  the  presence  of  sepsis  and  nonunion 
involving  the  tibia.  A.  Closed,  comminuted  fracture  both  bones  of  the  leg.  B.  After  application  of 
4 Parham  bands  and  one  screw  and  plaster  fixation.  C.  Disastrous  infection  developed.  Shows  avascularity 
of  a large  fragment  of  tibia,  necessitating  removal  of  hardware  and  sequestrum.  D.  Appearance  of 
sequestrum.  E.  X-ray  appearance  after  sequestrectomy  and  removal  of  hardware.  Note  bone  loss  and 
extreme  bone  atrophy.  F.  The  value  of  preserving  the  fibula  when  there  is  extreme  bone  loss  of  the  tibia. 
Note  hypertrophy  of  the  fibula  which  is  assuming  the  burden  of  weight  bearing.  Synostosis  has  developed 
between  the  tibia  and  fibula.  Patient  has  union  which  permits  weight  bearing  without  cane  or  crutches, 
but  this  was  accomplished  4 years  following  injury. 


leg  ( Fig.  10A) . The  patient  was  admitted  4 months 
after  open  reduction  and  internal  fixation  (Fig. 
10B),  which  resulted  in  infection  and  loss  of  a 
massive  amount  of  hone.  This  had  to  he  removed 
(Figs.  10C&D),  and  an  attempt  was  made  to  pro- 
mote union  by  applying  iliac  hone  through  the 
posterior  approach.  This  was  accomplished  (Fig. 
10E),  but  infection  recurred.  We  lost  some  of  the 
graft,  hut  eventually  union  between  the  fibula  and 
tibia  occurred  and  the  patient  gets  about  without  a 
brace  (Fig.  10F). 
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NATIONAL  CONFERENCE  ON  MEDICAL  ASPECTS  OF 
DRIVER  SAFETY  AND  DRIVER  LICENSING* 

Proposes  Medical  Advisory  Committee  to  Consult  with  the  Motor 
Vehicle  Administration  About  the  Medical  Fitness  of  Drivers 

E.  Franklin  Hall,  m.d. 


The  Author.  E.  Franklin  Hall,  M.D.,  of  Providence, 
Rhode  Island.  Assistant  Director,  Community  Health 
Services.  Rhode  Island  Department  of  Health. 


'T'he  American  Medical  Association,  the 
■*-  American  Association  of  Motor  Vehicle  Admin- 
istrators. and  the  United  States  Public  Health 
Service,  after  more  than  three  years  of  planning, 
held  a joint  three-day  conference  in  Chicago  from 
November  16-18,  1964  to  discuss  and  consider  the 
various  implications  involved  in  the  medical  and 
legal  aspects  related  to  the  licensing  of  drivers  to 
operate  motor  vehicles  safely  on  our  highways. 
Approximately  200  leaders  in  the  fields  of  medi- 
cine. public  health,  driver  licensing,  and  research 
attended  with  almost  complete  representation  from 
the  fifty  states. 

With  over  91  million  persons  licensed  to  drive 
motor  vehicles  in  the  United  States  and  with  more 
than  40.000  motor  vehicle  fatalities  annually  and 
three  million  injuries,  disfigurements,  and  perma- 
nent impairments  each  year,  the  registrants  at  this 
conference  were  cognizant  of  the  public  health  impli- 
cations of  the  problem  and  were  seriously  interested 
in  working  out  some  plan  which  would  be  medically 
and  administratively  feasible  for  their  own  areas. 

The  agenda  was  prepared  by  the  three  sponsor- 
ing groups  to  include  the  five  basic  purposes  of  the 
conference  as  follows : 

1 . Develop  better  understanding  of  tbe  complex 
relationships  between  driving  ability  and 

(a)  Drugs  and  medicines, 

(b)  Vision  problems, 

(c)  Lapses  of  consciousness, 

(d)  Effects  of  specific  diseases. 

2.  Develop  recommendations  for  solution  of  admin- 
istrative problems  associated  with  impaired 
drivers  whose  physical  and  mental  condition 
can  be  evaluated  only  by  medical  authorities. 

3.  Develop  recommendations  for  handling  problems 
involved  in  detecting,  evaluating,  and  reporting 
medical  deficiencies  to  licensing  authorities. 

Conference  held  in  Chicago,  111.,  November  16-18,  1964. 


4.  Develop  wider  knowledge  of  the  role,  utilization, 
and  functioning  of  medical  advisory  committees 
to  motor  vehicle  administrators. 

5.  Develop  consensus  on  research  needs  and  the 
means  of  stimulating  research  in  the  area  of 
medical  aspects  of  driver  capability. 

Some  State  legislatures  have  given  serious  consid- 
eration to  the  enactment  of  laws  and  regulations 
that  would  require  certain  medical  evaluation  for 
all  drivers,  or  for  selected  categories  of  drivers,  in 
connection  with  the  granting  of  driver  licenses. 
The  American  Medical  Association  has  been  deeply 
concerned  about  the  possible  impact  of  such  legisla- 
tion, both  upon  drivers  and  upon  medical  practi- 
tioners. In  December  1963,  the  AMA  Committee 
on  Medical  Aspects  of  Automotive  Safety  drafted  a 
statement  on  the  medical  aspects  of  driver  limitation 
which  pointed  out  the  problems  involved  if  medical 
examinations  were  to  be  required  initially  and  peri- 
odically for  all  drivers.  At  the  same  time,  the  state- 
ment recognized  that  in  some  general  medical  areas, 
there  was  need  for  evaluation  of  “driver  limitation.” 

The  American  Association  of  Motor  Vehicle 
Administrators  is  the  recognized  organization  of 
state  and  provincial  officials  who  administer  and 
enforce  motor  vehicle  laws.  These  laws  deal  with 
the  vehicle  and  driver  and  concern  licensing,  finan- 
cial responsibility,  certificate  of  title  and  vehicle 
registration,  accident  records,  reciprocity,  and  the 
promotion  of  traffic  safety. 

It  was  emphasized  that  great  variation  existed 
among  the  states  concerning  the  medical  require- 
ments for  driver  licensing,  with  seventeen  states 
presently  having  laws  limiting  or  restricting  drivers 
with  specific  medical  conditions.  For  example,  some 
states  outlaw  permanently  the  issuance  of  an  oper- 
ator’s license  to  epileptics,  even  those  on  medication. 
Other  states  require  proof  of  the  absence  of  an  epi- 
leptic attack  for  at  least  one  year  before  a license 
can  be  issued.  The  methods  of  reporting  of  these 
convulsive  disorders  also  vary  from  state  to  state. 
California,  for  instance,  is  one  of  the  few  states 
with  an  epilepsy  reporting  law  which  requires  these 
cases  to  be  reported  by  physicians. 
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The  State  of  Oregon,  which  is  one  of  the  few 
states  with  a well-organized  system  of  reporting  of 
long  duration,  was  presented  on  several  occasions 
during  this  conference  as  an  excellent  example  of 
cooperation  between  the  medical  profession  and  the 
motor  vehicle  administrators,  and  also  as  a workable 
system  which  has  been  easily  applicable  to  all  agen- 
cies concerned.  Mr.  Yern  L.  Hill,  Director  of  the 
State  of  Oregon  Department  of  Motor  Vehicles, 
and  Richard  H.  Wilcox,  m.d.,  Oregon  Health 
Officer,  have  presented  the  following  information 
regarding  their  program  in  Oregon. 

The  present  Oregon  program  of  medical  exam- 
ination of  motor  vehicle  operators  and  applicants 
began  in  1939  when  the  state  legislature  in  effect 
made  the  state  health  officer  the  medical  consultant 
to  the  Department  of  Motor  Vehicles  on  all  matters 
concerning  physical  or  mental  conditions  affecting 
individuals,  which  might  make  them  unfit  to  safely 
operate  a motor  vehicle  on  the  public  highways.  The 
law  forbids  issuance  of  an  operator’s  or  chauffeur’s 
license  to  any  person,  when,  in  the  opinion  of  the 
Department  of  Motor  Vehicles,  such  person  is 
afflicted  with  or  subject  to  any  condition  which 
brings  about  momentary  or  prolonged  lapses  of 
consciousness  or  control,  which  is  or  may  become 
chronic,  or  when  such  person  is  suffering  from  a 
physical  or  mental  disability  or  disease  serving  to 
prevent  him  from  exercising  reasonable  and  ordi- 
nary control  over  a motor  vehicle  while  operating 
it  upon  the  highways. 

An  operator's  license  will  not  be  issued  to  any 
person  who  has  been  determined  to  be  an  habitual 
drunkard  or  addicted  to  the  use  of  narcotic  drugs ; 
nor  to  any  applicant  previously  committed  or  ad- 
mitted to  a state  institution  and  determined  to  be 
mentally  ill  or  mentally  retarded.  However,  if  such 
applicant  has  been  restored  to  competency  by  judi- 
cial decree  or  released  from  the  institution  upon  a 
certificate  of  the  superintendent  that  he  is  compe- 
tent, the  department  may  issue  a license.  It  is  further 
the  duty  of  the  superintendent  of  the  state  institu- 
tion to  notify  the  Department  of  Motor  Vehicles  as 
to  released  licensed  operators  who,  in  his  opinion, 
should  not  drive  because  of  their  mental  condition. 

Military  personnel  on  active  duty  while  operating 
official  equipment  are  specifically  exempt  from 
licensure. 

In  1947  legislation  was  adopted  requiring  all 
persons  authorized  by  the  State  of  Oregon  to  diag- 
nose and  treat  epilepsy  or  any  similar  disorder 
characterized  by  momentary  or  prolonged  lapses  of 
consciousness  or  control,  which  is  or  may  become 
chronic,  to  report  immediately  such  condition  in 
writing  to  the  local  health  officer.  These  reports  are 
forwarded  each  week  to  the  state  health  officer  who 
in  turn  each  month  forwards  a list,  giving  name, 
address  and  birth  date  to  the  Department  of  Motor 


Vehicles.  Information  supplied  does  not  include 
medical  condition  or  name  of  reporting  physician. 

Shortly  after  this  enactment,  the  state  health 
officer  requested  the  state  medical  association  to 
establish  an  advisory  committee  to  draft  recommen- 
dations for  the  formulation  of  standards  to  be 
applied  in  medical  conditions  which  might  affect  an 
individual’s  ability  to  operate  a motor  vehicle  safely. 
This  committee,  now  termed  the  Traffic  Safety 
Committee,  has  rendered  invaluable  assistance  over 
the  years.  Its  latest  recommendations,  adopted  by 
the  State  Board  of  Health  on  January  9,  1962  are 
as  follows : 

Medical  Requirements  for  Recommending 
Approval  of  Application  to  Operate  a 
Motor  Vehicle  for  Those  Referred  for 
Certification  by  a Competent  Medical 
Authority. 

I.  Epileptics,  suspected  epileptics  or  persons  with 
similar  disorders  subject  to  lapses  of  con- 
sciousness or  control : 

a)  Favorable  recommendation  of  qualified 
physician. 

b)  Witnessed  statement  from  individual  sub- 
stantiating freedom  from  attack  of  uncon- 
sciousness for  one  year  during  waking 
hours. 

c)  After  favorable  recommendation  has  been 
made : 

1 . Re-examination  by  a physician  at  six- 
month  intervals  until  patient  has  been 
free  of  attacks  for  two  years. 

2.  Following  two  years  of  freedom,  re- 
examination at  yearly  intervals  until  he 
has  been  free  of  attacks  for  five  years. 

3.  After  five  years  of  freedom,  re-exam- 
ination at  two-year  intervals.  (In  Janu- 
ary 1962  the  period  of  freedom  from 
seizures  was  reduced  to  one  year.) 

II.  Diabetics  subject  to  attacks  of  unconsciousness  : 

a)  Recommendation  of  qualified  physician  on 
basis  of  adequate  control  that  license  be 
granted. 

b)  Witnessed  statement  from  individual  sub- 
stantiating freedom  from  loss  of  conscious- 
ness for  a period  of  at  least  six  months. 

III.  Cardiacs,  hypertensives  and  other  related 
conditions  : 

a)  Recommendation  of  qualified  physician. 

b)  Practical  driving  test. 

IV.  Other  physical  handicaps  : 

a)  Recommendation  of  qualified  physician, 
b ) Practical  driving  test. 

Members  of  the  Traffic  Safety  Committee  include 
one  physician  from  each  of  the  following : general 
practice,  orthopedics,  surgery,  neurology,  psychi- 
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atrv.  internal  medicine,  otolaryngology,  ophthal- 
mology. public  health. 

Referrals  come  to  the  Oregon  State  Health  Offi- 
cer from  the  following  sources  : 

1 . Bv  reporting  of  practitioners  of  the  healing  arts 
as  required  by  law. 

2.  Bv  voluntary  recommendations  from  attending 
physicians. 

3.  Bv  “friends”  and  family  members. 

4.  From  other  states. 

5.  From  Department  of  Motor  Vehicles 
a i On  license  application  or  renewal. 

b ) On  follow-up  of  previous  examination, 
c ) Following  traffic  violations  or  accidents. 
Oregon  law  provides  that  when  a medical  exam- 
ination is  required  as  a prerequisite  to  the  furnish- 
ing of  a recommendation  by  the  state  health  officer, 
the  examination  shall  he  made  by  the  county  health 
officer  or  his  authorized  representative  of  the 
county  in  which  the  applicant  resides,  or  by  the 
state  health  officer  or  his  authorized  representative. 
If  it  is  impractical  to  have  such  examination  made 
bv  one  of  these  officers  or  representatives,  the 
examination  may  be  made  by  a physician  designated 
bv  the  state  health  ofificer.  The  state  health  officer 
has  authorized  all  physicians  licensed  by  the  State 
Board  of  Medical  Examiners  as  his  representatives. 
The  officer  or  doctor  who  conducts  the  examination 
shall  immediately  make  a written  report  of  the  find- 
ings and  recommendations  upon  such  examination 
to  the  state  health  ofificer.  A short  form  entitled 
“Certificate  of  Examination  bv  Competent  Medical 
Authority"  is  provided  by  the  Department  of  Motor 
Vehicles  for  this  purpose.  If  the  state  health  officer 
desires  additional  information  — such  as  examina- 
tion by  a qualified  neurologist,  he  may  require  the 
applicant  to  appear  before  a designated  specialist 
for  further  examination. 

At  the  time  of  the  medical  examination  an  affi- 
davit is  usually  also  obtained  from  the  applicant 
certifying  as  to  the  length  of  time  the  applicant  has 
been  free  from  any  blackouts,  unconsciousness  or 
lapses  or  disturbances  of  consciousness  or  physical 
control.  A signed  consent  for  release  of  medical 
information  is  also  obtained  at  this  time.  Follow-up 
contact  is  made  by  telephone  or  letter  as  indicated 
with  examining  physicians,  care  facilities,  and 
applicants  for  sufficient  information  for  a licensure 
recommendation.  Review  of  submitted  data  and 
decision  on  final  recommendation  is  by  a Board  of 
Health  staff  physician.  Final  decision  as  to  whether 
an  operator’s  license  shall  be  issued  or  denied  is  a 
responsibility  of  the  Department  of  Motor  Vehicles. 

The  success  of  this  program  in  Oregon  has  been 
demonstrated  to  some  degree  by  the  increase  in  the 
number  of  referrals  handled.  Only  sporadic  cases 
were  referred  to  the  state  health  officer  prior  to 
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1947  and  somewhat  incomplete  records  were  main- 
tained. In  1948.  the  first  full  year  following  required 
reporting  of  convulsive  disorders  and  similar  con- 
ditions. referrals  increased  to  209.  From  1948 
through  1952  referrals  ran  around  200  yearly.  In 
1953,  238  referrals  were  made,  increasing  since 
then  bv  20-25  per  cent  each  vear  to  approximately 
1600  in  1963. 

By  far  the  greatest  numbers  of  referrals  are  for 
convulsive  disorders  or  heart  disease,  varying  in 
rank  from  year  to  year.  In  the  ten  year  period  from 
1954  to  1963.  out  of  8718  referrals.  2351  or  approx- 
imately 26.9  per  cent  were  for  heart  disorders  and 
2396  or  27.5  per  cent  for  convulsive  disorders. 
Diabetes,  with  1201  referrals,  or  13.8  per  cent, 
placed  third.  Cerebral  vascular  conditions,  includ- 
ing “paralysis"  and  "strokes."  accounted  for  385  or 
4.4  per  cent,  and  mental  illness  175  cases  or  2 per 
cent.  The  remaining  cases  included  a miscellany  of 
Parkinson’s  Disease,  arthritis,  multiple  sclerosis, 
cerebral  palsy,  postoperative  conditions,  “fainting." 
alcoholism,  and  falling  asleep  at  the  wheel. 

Of  the  8718  cases  referred,  with  approximately 
one  million  licensed  drivers  in  the  State  of  Oregon. 
7488  or  85.9  per  cent  received  favorable  recom- 
mendations for  licensure,  some  with  minor  restric- 
tions. Only  1230.or  14.2  per  cent,  received  unfavor- 
able recommendation  for  denial  of  licensure. 

Doctor  Richard  H.  Wilcox.  Oregon  State  Health 
Officer,  has  stated  that  although  they  have  never 
been  too  optimistic  about  the  completeness  of  their 
reporting,  thev  feel  that  on  a practical  basis  they  do 
get  reasonable  reporting  on  individuals  having  sig- 
nificant disturbance  to  seriously  affect  their  ability 
to  operate  a motor  vehicle.  Doctor  Wilcox  feels 
that  the  recent  publicity  in  the  Medical  T ribmie  and 
the  AMA’s  Citation  regarding  the  four  physicians 
in  Xew  Jersey  who  paid  8239.000  damages  in  a 
suit  involving  an  epileptic  driver  may  have  stimu- 
lated reporting  in  Oregon.  Xew  Jersey  is  one  of  the 
seventeen  states,  similar  to  Oregon,  with  a law 
requiring  the  reporting  of  epileptics.  In  the  Xew 
Jersey  suit,  passengers  injured  in  an  accident 
involving  an  epileptic  driver  who  had  a seizure  sued 
the  physicians  on  the  grounds  that  if  the  epileptic 
had  been  reported,  his  license  would  have  been 
revoked,  and  he  therefore  would  not  have  been 
driving  and  the  accident  would  not  have  occurred. 

There  are  presently  only  five  states  with  a medi- 
cal advisory  committee  system  now  in  effect 
(Rhode  Island  at  one  time  had  such  a system). 
These  states  are  Kentucky.  Florida,  Maryland, 
Oregon,  and  Maine.  Florida  is  the  only  one  which 
requires  a specific  question  on  the  physical  exam- 
ination form  for  the  examining  physician  to  answer 
other  than  the  usual  medical  opinion  concerning 
the  operator’s  ability  to  drive  safely.  The  question 
asked  is:  “Would  you  ride  with  this  person  on  the 
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QTRI : MUTUAL  AID  FOR  OSTOMISTS 


A QT  group  has  recently  been  formed  in 
Rhode  Island.  All  members  are  ostomists  ; they 
have  ileostomies,  colostomies,  or  ileal  bladders. 
There  are  about  60  of  these  groups  throughout  the 
United  States.  The  letters  “Q"  and  “T"  refer  to 
wards  O and  T of  the  Mount  Sinai  Hospital  in 
New  York  City,  where  most  of  those  who  formed 
the  first  group  had  been  patients.  They  were  called 
the  QT  Alumni  Association. 

The  OT  Group  of  Rhode  Island  (QTRI)  was 
formed  in  1963,  under  the  direction  of  QT  Boston. 
Many  members  of  QTRI  had  been  members  of  the 
Boston  group  for  several  years.  Local  membership 
now  numbers  over  75.  The  ma  jority  are  ileostomists. 

The  ostomists  have  formed  an  organization  for 
one  purpose  only  : Mutual  aid.  This  is  accomplished 
in  many  ways.  The  major  part  of  this  aid  results 
from  and  takes  place  at  the  meetings  which  are  held 
in  alternate  months.  At  these  meetings,  individual 
and  collective  problems  are  discussed. 

Tbe  meetings  are  not  for  the  purpose  of  giving  of 
mutual  sympathy.  Rather,  they  are  devoted  to  the 
solving  of  certain  practical  problems  of  which  the 
physician  is  often  unaware.  Topics  under  discussion 
may  include  skin  care,  cements  or  adhesives,  cleans- 
ing of  the  appliances,  methods  of  wearing  or  flush- 
ing the  appliance,  the  use  of  deodorants,  and  innu- 
merable other  problems  that  arise.  The  many  tricks 
that  are  available  to  reduce  the  nuisance  of  the 
ostomy  are  brought  to  the  attention  of  the  members. 

Family  problems  as  related  to  the  ostomy  provide 
another  area  for  mutual  aid.  Social  problems  and 
situations  are  others.  The  members  of  the  group 
freely  discuss  these  “rough  spots"  and  can  greatly 


help  both  the  new  and  old  ostomists  by  presenting 
their  own  experiences. 

There  are  many  other  areas  of  mutual  aid,  such 
as  the  maintaining  of  an  appliance  board.  This 
demonstrates  all  types  of  appliances  that  are  avail- 
able and  allows  the  ostomist  to  become  familiar  with 
them.  If  he  learns  of  an  appliance  that  might  solve 
his  own  problem  of  local  care,  he  can  then  discuss 
the  device  with  his  physician. 

The  second  major  expression  of  mutual  aid  is 
provided  by  the  service  of  visiting.  Members  are 
always  available  to  answer  a physician’s  request 
that  a visit  be  made  to  a patient  who  has  recently 
had  or  is  about  to  have  an  ostomy  constructed.  The 
psychological  value  to  such  a patient  of  seeing  well- 
functioning members  of  society  who  have  had  an 
ostomy  operation  is  indeed  great.  A large  part  of 
pre-  and  post-operative  anxiety  can  be  allayed. 

A visiting  service  is  presently  in  existence  in 
Rhode  Island.  Members  of  QT  organizations  have 
always  been  greatly  interested  in  this  aspect  of  their 
program.  Present  members  who  formerly  received 
visits  themselves  know  how  much  it  can  mean. 

QT  is  a lay  group,  which  does  not  give  medical 
advice.  It  is  interested  in  helping  its  members  solve 
problems  of  which  the  average  physician  and  sur- 
geon may  not  even  be  aware.  A member  learns  how 
better  to  handle  his  appliance  and  to  minimize  its 
effect  upon  his  life.  Members  also  provide  aid  to 
new  ostomists,  either  before  or  after  surgery,  to 
help  them  to  accept  and  live  with  their  condition. 
QTRI  is  now  ready  to  perform  these  services. 
Visits  in  the  Rhode  Island  area  can  be  arranged  by 
calling:  HO  1-3274  or  CH  5-8138. 


FACE  THE  FACTS 


'C'rom  Blue  Cross,  the  hospitals,  the  AM  A. 

government  planners,  politicians,  and  various 
do-gooders  has  come  a veritable  barrage  of  propa- 
ganda in  favor  of  area-wide  hospital  planning,  uti- 
lization committees,  improvement  in  ambulatory 
care  services,  and  other  devices  purported  to  reduce 
the  “cost  of  medical  care  in  general  and  in  particular 


the  cost  of  hospitalization.” 

Item:  Walter  J.  McNerney,  President  of  National 
Blue  Cross,  in  Rhode  Island  address  urges  adop- 
tion of  area-wide  planning. 

Item:  Woonsocket  and  Kent  County  Blue  Cross- 
Phvsicians  Service  Subscriber  Councils  endorse 
area-wide  planning. 
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Item:  AM  A sponsors  Conference  on  Area-Wide 
Planning. 

Item:  AM  A and  American  Hospital  Association 
“support”  concept  of  area-wide  planning. 

Item:  Rhode  Island  Council  of  Community  Serv- 
ices supports  area-wide  planning. 

Item : Governor's  “Blue  Ribbon"  Commission  con- 
siders concept  of  area-wide  planning. 

Item:  Maryland  and  Michigan  Blue  Cross  plans 
refuse  to  accept  as  members  hospitals  built  with- 
out approval  of  planning  bodies. 

Item:  Providence  Journal  recommends  area-wide 
planning  in  editorial. 

Item : Rhode  Island  Blue  Cross  in  newsletter  states  : 
“Area-wide  planning  continues  to  gain  impetus 
in  Rhode  Island.” 

Item:  Ohio  legislature  is  reported  to  be  consider- 
ing creation  of  an  agency  to  coordinate  hospital 
planning. 

Item : Philadelphia  Chamber  of  Commerce  recom- 
mends : (1)  Area-wide  planning,  (2)  hospital 
utilization  committees,  (3)  greater  use  of  hospi- 
tal on  a 7-dav  week,  and  (4)  home  care  programs. 

Item:  Xew  York  governor’s  committee  under 
Marion  Folsom  recommends  7-day  hospital  week, 
utilization  committees,  and  avoidance  of  duplica- 
tion of  hospital  services. 

Item:  Providence  Lying-In  Hospital  announces 
60  per  cent  occupancy.  Proposes  to  convert  to  a 
comprehensive  women’s  hospital  to  increase  uti- 
lization of  its  beds. 

Item:  Four  New  Jersey  medical  organizations 
(Blue  Cross,  Blue  Shield,  and  the  state  hospital 
and  medical  associations)  seek  to  determine  a 
standard  period  of  hospitalization  for  300  ill- 
nesses with  a view  to  holding  the  attending  phy- 
sician responsible  for  longer  stays  than  those 
prescribed. 

Item:  When  asked  to  comment  on  this  concept  by 
the  press,  a local  Blue  Cross  official  expressed 
“a  great  deal  of  interest.” 


Item:  Samuel  Lubell.  opinion  analyst,  expresses 
his  own  opinion  that  “Unless  the  rise  in  medical 
costs  is  halted,  no  system  of  health  or  hospital 
insurance  — whether  private  or  governmental  — 
can  remain  sound  for  long.” 

Item:  Rhode  Island  Hospital  announces  that  its 
new  ambulatory  patient  center  will  release  20 
per  cent  of  the  hospital’s  existing  surgical  beds, 
thus  helping  to  relieve  overcrowding. 

Thus  the  pot  boils  on  and  on.  These  items  could 
be  multiplied  many  times  over.  Our  reply  to  this 
barrage  is:  “Folks,  vou  ain't  seen  nuthin  vet.”  In 
the  first  place  let  us  not  he  taken  in  by  plans  to 
lessen  hospital  usage  by  creating  built-in  bed  short- 
ages. The  existence  of  a few  areas  of  oversupply 
does  not  warrant  the  generalization  that  this  is  a 
widespread  problem.  Certainly  in  Rhode  Island, 
despite  exceptions  such  as  the  Charles  Y.  Chapin 
Hospital  and  the  Providence  Lying-In,  there  is 
both  an  acute  and  chronic  shortage  of  hospital  beds 
throughout  the  state.  The  implementation  of  the 
Rhode  Island  Medical  Assistance  to  the  Aged  legis- 
lation and  the  imminent  Federal  Medicare  program 
will  create  further  demand  for  beds.  The  increasing 
affluence,  as  well  as  medical  awareness,  of  the 
American  public  also  intensify  pressure  for  more 
beds.  The  rising  complexity  of  diagnosis  and  treat- 
ment contributes  substantially  to  increasing  costs 
and  will  continue  to  do  so  at  an  even  greater  pace. 

We  believe  that  the  impact  of  area-wide  planning 
on  “duplication  of  expensive  facilities,"  about  which 
there  is  much  hue  and  cry,  will  be  insignificant. 

It  has  been  pointed  out  many  times  that  70 
per  cent  of  hospital  costs  is  made  up  of  wages  and 
salaries.  Considering  the  coolie  wages  currently 
paid  to  a substantial  portion  of  hospital  personnel 
an  explosion  upward  in  hospital  wage  scales  is 
inevitable.  Let  us  face  the  facts.  Hospital  costs  will 
go  up  more,  substantially,  and  fast.  Yes  indeed 
folks,  you  ain’t  seen  nuthin  vet ! 

( For  more  on  the  need  for  hospital  beds  see 
page  66.) 


LASER  ENTERS  THE  SCENE 


'The  entrance  of  a new  physical  or  chemical 
modality  upon  the  medical  scene  always  stimu- 
lates a wave  of  investigation  and  new  hopes.  In 
recent  years  we  have  seen  the  application  in  medi- 
cine of  extracorporeal  circulation,  ultrasonics,  cryo- 
physics. nucleoprotein  chemistry,  hyperbaric  oxv- 
genation.  and  other  diverse  entities.  The  laser  beam 
is  among  the  most  recent  of  the  physical  forces  to 
lie  applied  in  experimental  medicine.  Laser  energy 
has  been  available  for  less  than  five  years.  Prior 
to  1960  a method  had  been  evolved  to  focus  and 
concentrate  electromagnetic  microwaves,  which 
permitted  transmission  of  great  concentrations  of 


power  through  tremendous  distances,  an  important 
development  in  space  communications.  This  new 
source  of  transmission  was  designated  maser,  an 
acronym  derived  from  Microwave  Amplification  by 
Stimulated  Emission  of  Radiation.  In  1960,  T.  H. 
Maiman,  a physicist  at  Hughes  Aircraft  Company 
in  California,  fashioned  a device  capable  of  control- 
ling light  in  an  analogous  manner,  i.e.,  an  optical 
maser.  Applying  similar  acronymic  terminology, 
the  new  energy  source  became  laser.  Light  Amplifi- 
cation by  Stimulated  Emission  of  Radiation.  The 
degree  of  control  and  the  power  of  light  generated 
by  this  new  method  have  reached  astounding  levels. 
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Unlike  X or  gamma  radiation,  laser  radiation 
occurs  in  the  visible  or  near  visible  portion  of  the 
electromagnetic  spectrum,  and  thus  possesses  prop- 
erties inherently  and  considerably  different  from 
ionizing  forms  of  radiation.  As  monochromatic 
coherent  light,  laser  energy  may  he  focused  optically 
on  an  exact  target.  The  light  wave,  in  the  laser 
process,  is  supercharged  and  amplified,  until  it 
emerges  as  a beam,  extremely  pure  in  color  and 
pencil  thin,  many  times  more  intense  than  the  sun. 
The  rays  are  so  nearly  parallel  and  have  so  little 
spread,  that  it  is  possible  to  produce  a beam  which 
will  cover  a spot  barely  one  foot  in  diameter  at  a 
distance  of  a mile,  and,  if  focused  through  a tele- 
scope, not  widened  to  more  than  2.5  miles  at  the 
distance  of  the  moon,  238,866  miles  away.  I n accord- 
ance with  the  quantum  concept  of  light  emission, 
the  laser  beam  has  been  likened  to  a virtual  stream 
of  bullets  of  light  (photons). 

Several  types  of  lasers  have  been  developed. 
Historically  the  first  laser  was  a solid  slate  laser, 
constructed  from  a synthetic  ruby  crystal.  Ruby 
consists  of  aluminum  oxide  in  which  are  distributed 
trivalent  chromium  atoms.  The  chromium  atoms 
are  excited  to  a high  energy  state  and  thus  reradiate 
energy,  i.e.,  fluoresce  by  emission  of  photons.  The 
basic  elements  of  this  controlled  fluorescence  are : 
( 1 ) the  laser  crystal ; (2)  a source  of  intense  light ; 
(3)  a reflective  cavity  to  focus  the  light  into  the 
crystal:  and  (4)  a power  supply  for  the  light.  The 
ruby  crystal  is  a cylinder  with  both  ends  made 
reflective  by  silvering  or  some  other  means,  but 
with  the  output  end  somewhat  more  translucent  in 
order  to  allow  emission  of  the  light  energy.  The 
frequency  of  the  laser  discharge  depends  upon  the 
composition  of  the  laser  element.  Several  hundred 
laserable  materials  have  been  recognized. 

The  cycle  begins  with  the  charging  of  a capacitor 
bank  (energy  source),  and  the  triggering  of  the 
intense  light  source  (commonly  a xenon  flash  lamp 
similar  to  a photographic  strobe  light ) placed  paral- 
lel to  the  ruby  rod.  Part  of  the  energy  from  the 
light  flash  is  absorbed  by  the  chromium  ions,  being 
thus  raised  to  an  excited  energy  level.  This  results 
in  the  emission  of  photons,  which,  in  their  course 
through  the  crystal,  pick  up  other  photons  from 
other  excited  chromium  ions,  and  thus  become 
amplified.  The  beam  is  reflected  back  and  forth  by 
the  reflective  ends  of  the  rod,  gaining  in  photons, 
until  it  builds  up  to  a critical  energy  level,  where- 
upon it  leaves  the  ruby  explosively  through  the  less 
reflective  end  as  a brief  pulse  of  coherent  red  light. 

Gas  lasers  have  also  been  designed,  and  in  addi- 
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tion  both  liquid  and  semi-conductor  lasers  are  under 
study. 

Several  groups  of  investigators  have  been  work- 
ing with  laser  energy  on  animals  at  the  experimental 
level.  A few  early  clinical  trials  have  been  recorded. 
Possibly  the  first  experimental  studies  directed  to 
tumor  destruction  were  conducted  by  Paul  E. 
McGufif  working  at  Tufts.  1 Ie  used  the  ruby  laser 
to  destroy  melanomas  and  adenocarcinomas  of 
human  origin  implanted  in  the  cheek  pouches  of 
hamsters.  The  tumors  literally  exploded  upon 
impact  of  the  laser  beam.  It  is  of  interest  that  the 
effect  of  the  radiation  is  greater  on  pigmented 
lesions  because  of  increased  light  absorption.  The 
McGuff  group  have  made  a cautious  trial  upon 
human  melanoma.  S.  E.  Fine  has  reported  a similar 
effect  upon  human  tumor  transplants  in  hamsters 
using  a neodymium  laser.  No  definitive  cures  in 
human  disease  have  been  recorded. 

J.  P.  Minton  of  the  National  Cancer  Institute  has 
reported  on  the  use  of  both  ruby  and  neodymium 
laser  radiation  in  experimental  mouse  melanoma 
and  sarcoma.  He  found  similar  destructive  onco- 
lytic power  in  these  experimental  tumors  and 
postulated  that  there  is  a definite  tumor  size  energy 
relationship  that  must  be  exceeded  to  assure  de- 
struction of  the  tumor  implant. 

Several  groups  have  been  experimenting  in  ani- 
mals with  laser  photocoagulation  for  the  repair  of 
detached  retina.  Honeywell,  Incorporated,  has  de- 
vised for  trial  at  the  Mayo  Clinic  an  instrument 
that  resembles  a conventional  battery  powered 
ophthalmoscope,  which  can  be  gripped  comfortably, 
aimed,  and  fired  with  one  hand,  emitting  a burst  of 
coherent  red  light  capable  of  heat-welding  the 
retina.  Its  use  has  thus  far  been  confined  to  experi- 
mental animals. 

A group  at  Montefiore  Hospital  in  New  York 
has  used  laser  beams  for  anastamosis  of  small  blood 
vessels  in  animals.  Improved  light  absorption  at  the 
target  point  is  obtained  by  staining  of  the  vessel 
with  an  appropriate  material.  The  method  has  thus 
far  been  purely  experimental. 

Laser  effects  are  currently  being  studied  in  heart 
surgery,  for  effects  on  leukemic  blood,  human 
chromosomes,  hemoglobin,  tissue  cultures,  and 
bone,  and  in  hemostasis,  removal  of  atherosclerotic 
plaques,  and  in  dentistry,  for  the  removal  of  dental 
caries  and  for  cleaning  teeth. 

Only  time  will  delineate  the  ultimate  usefulness 
of  this  powerful  and  amazing  weapon.  It  will  lie  of 
great  interest  to  follow  the  investigations  in  this 
new  field. 


MEDICAL  ADVISORY  COMMITTEE  ON  DRIVING  LICENSURE 

TJi  blished  elsewhere  in  this  issue  is  an  excel-  Rhode  Island  Department  of  Health  on  a recent 
lent  report  by  Doctor  E.  Franklin  Hall  of  the  National  Conference  on  the  Medical  Aspects  of 

continued  on  next  page 
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Driver  Safety  and  Driver  Licensing.  We  urge  our 
readers  to  study  carefully  the  proposals  in  this 
report.  The  House  of  Delegates  of  the  Rhode  Island 
Medical  Society  should  give  serious  consideration 
to  the  sponsorship  of.  and  the  Rhode  Island  General 

PROGRAMMED 

Ax  exciting  development  in  postgraduate  edu- 
• cation  for  practicing  physicians  called  pro- 
grammed instruction  recently  came  to  the  fore. 
Several  examples  of  the  programs  were  mailed  to 
doctors  by  pharmaceutical  companies  during  1964. 
Medical  educators  are  enthusiastic  about  the  pros- 
pects for  success  of  the  venture,  having  already 
experimented  with  programmed  instruction  for 
undergraduates  in  a number  of  medical  schools 
across  the  countrv.  Last  June  a major  conference 
on  programming  was  attended  by  over  200  medical 
educators  at  the  University  of  Rochester  Medical 
Center.  Thus  the  rapid  development  and  expansion 
of  this  self-teaching  technique  seem  assured. 

One  tvpe  of  programmed  instruction  is  well  illus- 
trated by  a course  on  “Primary  Arterial  Hyperten- 
sion’’ which  appeared  in  G.P.  (Volume  30.  1964). 
sponsored  by  Merck.  Sharpe  & Dohme.  This  type 
has  been  called  the  linear  program.  In  it  the 
material  to  be  learned  is  divided  into  small  steps, 
each  requiring  a response  that  is  immediately 
corrected  on  uncovering  a concealed  answer ; it  is 
evident  that  stimulus  and  response  with  immediate 
feedback  facilitate  learning.  Other  similar  linear 
programs,  such  as  that  on  “Electrocardiography” 
from  Warner  - Chilcott  Laboratories  and  on 
“Allergy  and  Hypersensitivity” from  Charles  Pfizer 
and  Company,  provide  a technique  for  mastering  a 
known  body  of  facts  and  concepts.  A somewhat 
different  branched  technique  is  illustrated  in  “Case 
Development  Problems  in  Hematology"  by  Harris 
and  Horrigan  published  in  1963  by  the  Harvard 
University  Press.  Here  problem  solving  is  empha- 
sized by  presentation  of  8 clinical  problems  that  are 
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Assembly  to.  the  passage  of  legislation  authorizing 
the  establishment  of  an  appropriate  medical  consul- 
tative mechanism  concerned  with  the  licensing  of 
drivers  having  medical  illnesses  which  raise  ques- 
tions of  driver  safety. 

INSTRUCTION 

developed  sequentially  through  questions  and 
answers.  These  four  examples  constitute  the  clin- 
ical offering  to  date.  It  is  evident  that  verbal  learn- 
ing is  stressed  and  that  no  provision  is  yet  available 
for  nonverbal  learning  required  for  physical 
examination. 

In  a discussion  of  programmed  instruction  in  the 
Journal  of  Medical  Education,  Doctor  Jerome 
Allender  of  the  University  of  Illinois  observes  that 
there  are  on  the  one  hand  encyclopedia  tvpe  text- 
books not  meant  to  teach  and  on  the  other  lectures, 
discussion  groups,  and  seminars,  but  that  there 
exists  an  intervening  void  of  written  material  de- 
signed to  instruct.  Programmed  instruction  offers 
a new  type  of  text  that  makes  possible  study  at 
individual  speed  and  time,  emphasizes,  and  rein- 
forces each  step  in  the  cumulative  acquisition  of 
facts  and  concepts,  and  provides  a permanent 
record  of  material.  For  the  practicing  physician,  the 
available  literature  in  medical  journals  is  an  over- 
whelming. discontinuous,  and  indigestible  fare. 
While  shoddy  programs  would  he  disastrous,  great 
hope  has  been  focussed  on  programmed  instruction 
as  a device  for  individual  learning.  The  universal 
dissemination  of  a program  such  as  that  on  primary 
arterial  hypertension  could  provide  the  nation’s 
doctors  with  a single  language  and  criteria  not 
previously  available  and  therebv  increase  the  scien- 
tific value  of  their  collective  work  by  making  data 
interchangeable.  A first-rate  program  with  its 
high  degree  of  logic,  organization,  and  coherence 
provides  a welcome  addition  to  the  methods  of 
“keeping  up." 


Curran  & Burton 
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Stelazine  brand  of  trifluoperazine 

will  calm  your  anxious  working 
with  little  or  no  drowsiness 


patient— 


When  anxiety  interferes  with  work,  your  patient  needs 
a drug  that  will  calm  without  causing  undue  drowsiness. 
With  Stelazine  (trifluoperazine,  sk&f),  you  can  promptly 
control  the  anxiety  without  producing  the  sedation  seen 
with  certain  other  agents.  Anxious  patients  can  remain 
active  during  therapy. 

Stoll1  used  the  drug  in  50 
patients  with  anxiety,  and 
noted:  “There  was  no  drowsiness 
in  this  group  of  patients  and, 
because  of  their  alertness  and 
less  impaired  concentration, 
they  were  able  to  continue  with  and,  in  some  cases, 
return  to  their  daily  work.” 

Stelazine  (trifluoperazine,  sk&f)  produces  a fast 
therapeutic  response — often  within  24  to  48  hours. 

The  convenient  b.i.d.  regimen  frees  patients  from  the 
need  for  a midday  dose. 

Principal  side  effects,  usually  dose-related,  may  include 
mild  skin  reaction,  dry  mouth,  insomnia,  fatigue, 
drowsiness,  dizziness,  amenorrhea  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness, 
anorexia,  rash,  lactation  and  blurred  vision  may  also  be 
observed.  Blood  dyscrasias  and  jaundice  have  been  rare. 

Use  with  caution  in  patients  with  impaired  cardio- 
vascular systems.  Contraindicated  in  comatose  or  greatly 
depressed  states  due  to  CNS  depressants  and  in  cases  of 
existing  blood  dyscrasias,  bone  marrow  depression  and 
pre-existing  liver  damage. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
Photograph  professionally  posed. 

1.  Stoll,  L.  ].:  The  Use  of  Trifluoperazine  [‘Stelazine’]  in  General 
Practice,  M.  Press  243:578  (June  29)  1960. 

Smith  Kline  & French  Laboratories,  Philadelphia 
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DISTRICT  SOCIETY  MEDICAL  MEETINGS 


PROVIDENCE  MEDICAL  ASSOCIATION 

The  118th  Annual  Meeting  of  the  Providence 
Medical  Association  was  held  at  the  Rhode  Island 
Medical  Society  Library  on  Monday,  January  4, 
1965.  The  meeting  was  called  to  order  at  8:30  p.m. 
by  Dr.  Ralph  D.  Richardson. 

Dr.  Richardson  spoke  briefly  on  the  great  loss  the 
Association  suffered  on  December  24th  when  Dr. 
Frank  I.  Matteo.  its  President,  died  unexpectedly. 
He  paid  tribute  to  Dr.  Matteo  for  the  leadership  he 
had  given  the  Association  throughout  the  year. 

Annual  Report  of  the  Secretary 
Dr.  William  A.  Reid.  Secretary,  read  his  annual 
report,  copy  of  which  is  made  part  of  the  official 
minutes  of  this  meeting. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Secretary  as  pre- 
sented be  approved  and  placed  on  record. 

Dr.  Richardson  asked  the  members  present  to 
stand  for  a moment  of  prayer  in  memory  of  the  ten 
members,  including  past  presidents  Matteo  and 
Kramer,  who  had  died  during  the  year. 

Annual  Report  of  the  Treasurer 
Dr.  William  J.  MacDonald  read  his  annual 
report,  copy  of  which  is  made  part  of  the  official 
minutes  of  the  meeting. 

Action : A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Treasurer  be 
approved  and  placed  on  file. 

Report  of  the  Executive  Committee 
Dr.  William  A.  Reid,  Secretary,  reported  for  the 
Executive  Committee  as  follows  : 

At  its  most  recent  meeting  the  Executive  Com- 
mittee reviewed  and  approved  of  the  financial  report 
for  1964  of  the  Treasurer,  and  also  approved  of  the 
proposed  budget  for  1965  with  anticipated  expenses 
of  $17,516. 

The  Committee  also  approved  of  plans  of  the 
Advisory  Committee  to  the  Medical  Bureau  to  pro- 
ceed with  the  improvement  of  the  equipment,  the 
addition  of  necessary  personnel  to  staff  the  ex- 
panded service  and  to  make  any  subscriber  rate 
necessary  to  adjust  to  the  increased  cost  of  opera- 
tion with  the  new  equipment  to  he  installed. 

The  Executive  Committee  recommends  that  the 


dues  for  active  members  be  continued  at  the  present 
assessment  of  $30.  and  for  associate  members  at  $5. 
Actions:  A motion  was  made,  seconded  and  voted 
that  the  annual  dues  as  proposed  bv  the  Executive 
Committee  lie  approved. 

A motion  was  made,  seconded  and  voted  that  the 
report  of  the  Executive  Committee  as  a whole  be 
approved. 

Presidential  Address  of  Doctor  Matteo 
Dr.  William  A.  Reid,  Secretary,  read  the  presi- 
dential address  of  the  late  Dr.  Frank  I.  Matteo. 
Copy  of  this  address  is  made  part  of  the  official 
minutes  of  the  meeting. 

Election  of  Officers  for  1965 
Dr.  William  A.  Reid.  Secretary,  reported  that  he 
had  received  no  counter  nominations  to  the  slate  of 
officers  and  delegates  submitted  to  the  membership 
in  the  notice  of  the  December  7th  meeting  of  the 
Association.  He  read  the  list  of  nominees  for 
officers. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  slate  of  nominees  of  officers  and  delegates 
for  1965  as  submitted  by  the  Executive  Commit- 
tee be  elected. 

Applications  for  Membership 
The  Secretary  reported  that  the  Executive  Com- 
mittee recommended  for  election  to  active  member- 
ship in  the  Association  the  following : 

Jeffery  P.  Moore,  m.d. 

Barbara  Carter  Moore,  m.d. 

Charles  R.  Robinson,  m.d. 

Action  : A motion  was  made,  seconded  and  voted 
that  the  nominees  recommended  be  elected. 

Presentation  of  Membership  Certificate 
The  President  awarded  a certificate  of  member- 
ship to  Dr.  Perry  Garber  who  was  elected  at  the 
December  meeting. 

Scientific  Program 

Dr.  Richardson  introduced  Dr.  Charles  A.  Fager, 
Chairman,  Department  of  Neurosurgery,  Lahey 
Clinic,  Boston,  Massachusetts,  who  addressed  the 
membership  on  “Evolution  of  the  Surgical  Treat- 
ment of  Parkinson’s  Disease.”  Dr.  Fager  supple- 
mented his  presentation  with  lantern  illustrations 


95 


FEBRUARY,  1965 

and  with  a fifteen-minute  motion  picture  in  color. 

There  was  general  discussion  of  the  subject  fol- 
lowing the  presentation. 

Adjournment 

The  annual  meeting  was  adjourned  at  10 :35  p.m. 
Attendance  108.  Collation  was  served. 

Respectfully  submitted, 

William  A.  Reid,  m.d.,  Secretary 


ROLE  OF  ASSOCIATION  IN 
CHANGING  WORLD 

concluded  from  page  76 

allow  the  differences  we  air  at  a meeting  to  grow 
into  barriers  which  tend  to  separate  us  at  a time 
when  society  greatly  needs  the  kind  of  service  and 
leadership  which  we  can  best  provide  through 
united  professional  effort. 

Finally,  as  there  is  much  to  do  in  continued  pro- 
fessional development,  it  is  my  hope  that  we  focus 
our  attention  on  future  potential  for  this  professional 
growth  in  all  areas  which  comprise  the  medical 
profession. 

To  our  new  President,  Doctor  Ralph  Richardson, 
and  to  all  new  officers,  chairmen,  and  members  of 
the  various  committees,  I extend  my  every  best 
wish  for  the  success  that  I know  will  he  yours  - — ■ 
and  that  of  our  Association. 


MEDICAL  ASPECTS  OF  DRIVER 
SAFETY  AND  DRIVER  LICENSING 

concluded  from  page  88 

basis  of  your  examination  of  him?"  According  to 
the  Florida  medical  representatives  at  the  Chicago 
conference,  this  question  is  answered  without  oppo- 
sition by  most  of  the  physicians  reporting. 

Conclusion 

The  general  consensus  of  the  three  sponsoring 
groups  at  this  meeting  was  that  the  extreme  vari- 
ation among  the  states  in  the  existence  and  non- 
existence of  laws  relating  to  the  medical  aspects  of 
driver  safety  and  driver  licensing  and  the  variation 
in  the  laws  that  do  exist  in  some  of  the  states  is  due 
primarily  to  a variety  of  opinions  rather  than  to 
careful  statistical  analysis.  All  agreed  that  our 
overall  goal  is  to  do  whatever  is  necessary  to  keep 
the  incapable  driver  off  the  highways  while  at  the 
same  time  avoiding  the  denial  of  an  operator’s 
license  to  the  handicapped  people  who  can  drive 
safely  and  without  danger  to  themselves  or  the 
public. 

The  final  decisions  to  restrict  licenses  rest  always 
with  the  motor  vehicle  administrators  and  licensing 
boards  and  not  with  the  physicians.  There  was 
general  agreement  that  the  only  method  for  solving 
the  problem  of  licensing  for  the  medically  unsafe 
driver  was  through  medical  advisory  committee 


groups  who  act  in  advisory  capacity  to  the  licensing 
officers.  This  would  seem  to  be  the  only  solution  in 
the  process  of  establishing  guide  lines  and  standards 
with  which  to  operate  a successful  program. 

No  definite  cutoff  points  have  been  established  to 
date  for  medical  limitation  which  are  acceptable 
throughout  the  nation. 

Ross  A.  McFarland,  ph.d.,  professor,  Guggen- 
heim Center  for  Aerospace  Flealth  and  Safety, 
Harvard  School  of  Public  Health,  has  stated  em- 
phatically that  the  exposure  to  accidents  with  the 
actual  miles  of  driving  of  each  individual  is  essen- 
tial before  anyone  can  accurately  compare  their 
accident  rates.  Many  types  of  studies  and  surveys 
have  been  done  with  various  groups  of  handicapped 
drivers  and  with  even  larger  groups  such  as  the 
Pennsylvania  experiment.  All  types  of  statistics  have 
been  obtained,  which  can  he  extremely  misleading 
without  proper  evaluation  and  interpretation. 

Doctor  Paul  V.  Joliet,  Chief  of  the  Division  of 
Accident  Prevention  of  the  U.S.  Public  Health 
Service,  in  his  cl<  ising  presentation  at  the  conference 
outlined  four  steps  to  be  taken  immediately  for  a 
“short-range  program"  to  reduce  the  traffic  toll. 
These  were : 

1 . The  public  must  he  informed  that  certain  medical 
disabilities  can  limit  safe  driving  ability.  If  the 
disability  progresses  beyond  a point,  driving 
must  lie  restricted. 

2.  The  public  must  be  taught  that  responsibility  to 
drive  safely  rests  primarily  with  the  individual. 

3.  Physicians  with  patients  whose  safe  driving  abil- 
ity is  in  question  must  lie  made  aware  that  they 
have  an  individual  responsibility  both  to  such 
patients  and  to  the  public.  That  responsibility  is 
to  alert  such  patients  and  counsel  them  about  the 
conditions  — temporary  or  permanent  — which 
may  interfere  with  safe  driving. 

4.  Medical  advisory  committees  must  be  estab- 
lished in  each  state  to  advise  motor  vehicle 
administrators  about  medical  fitness  of  specific 
drivers. 


DERMAQUIZ 
( See  Page  ) 

Case  I — Diagnosis:  Acne  bromica  ( Bromoderma 
from  ingestion  of  sedatives  containing  bromides) 
Case  II  — Diagnosis:  Acne  vulgaris 
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THROUGH 


How  It  Began  . . 

The  New  England  Telephone  Company,  in  a 
brochure  to  subscribers  in  Rhode  Island,  noted  that 
just  85  years  ago  — right  here  in  New  England  - 
Telephone  numbers  were  born,  with  Dr.  Moses 
Greeley  Parker  as  attending  physician.  During  a 
raging  measles  epidemic  in  Lowell.  Massachusetts, 
Dr.  Parker  realized  that,  should  the  town’s  four 
operators  succumb,  telephone  communications 
would  virtually  cease.  He.  therefore,  proposed  the 
use  of  numbers  in  place  of  the  200  subscriber  names, 
so  that  substitutes  might  quickly  and  easily  learn  to 
operate  the  exchange.  Both  Telephone  People  and 
the  General  Public  readily  adopted  this  practical 
innovation.  Today  these  200  telephone  numbers 
have  mushroomed  into  81  million  in  the  United 
States  alone,  and  the  “number  of  numbers’’  grows 
every  day. 

New  Program  for  Evaluating  Nursing  Homes 

A new  program  to  raise  standards  in  nursing 
homes  and  homes  for  the  aged  was  launched  last 
month  in  Chicago  by  five  national  health  agencies. 

They  are  the  American  Association  of  Homes  for 
the  Aging,  the  American  Dental  Association,  the 
American  Nurses’  Association,  the  National  Asso- 
ciation of  Social  W orkers,  and  the  American  Hos- 
pital Association. 

They  will  review  qualifications  of  the  first  nurs- 
ing homes  and  homes  for  the  aged  seeking  to  meet 
approval  standards  set  by  these  five  agencies  as 
members  of  the  American  Hospital  Association 
Committee  on  Approval  of  Special  Health  Care 
Facilities. 

The  new  approval  program  replaces  an  AHA 
registration  program  begun  in  1958  for  inpatient 
care  institutions  other  than  hospitals. 

The  five-member  group  is  now  developing  an 
educational  program  including  institutes  and  work- 
shops for  nursing  and  residential  health  facilities. 

Approval  of  special  health  care  facilities  is  based 
on  information  obtained  in  on-the-spot  surveys  by 
field  representatives.  No  charge  is  made.  Following 


the  survey,  results  are  referred  to  the  committee 
for  review  and  decision  on  whether  requirements 
for  approval  have  been  met. 

The  committee's  decision  will  be  based  on  an 
evaluation  of  seventeen  requirements.  Among  these 
are : medical  records  must  he  maintained  for  each 
patient,  nursing  services  must  be  under  supervision 
of  a full-time  registered  nurse,  and  facilities  must 
be  constructed,  equipped  and  maintained  to  insure 
the  safety  of  the  patient  and  to  provide  uncrowded 
and  sanitary  accommodations. 

Hospital  Building  Up  Forty  Per  Cent 

Private  hospital  and  institutional  construction 
increased  40  per  cent  in  1964,  the  largest  percentage 
gain  among  all  types  of  private  construction,  accord- 
ing to  the  U.S.  Department  of  Commerce. 

The  Department’s  Business  and  Defense  Services 
Administration  estimated  total  spending  for  this 
year  at  $1 .475  billion,  up  from  $1 .056  billion  in  1963. 

Inclusion  of  public  hospital  construction  costs 
brings  the  total  figure  for  the  year  to  $2  billion  for 
the  first  time. 

“A  major  factor  in  this  growth  is  the  emphasis  on 
the  building  of  nursing  homes  and  other  long  term 
care  facilities  for  the  chronically  sick,”  the  Depart- 
ment said. 

Adding  to  the  private  financing  the  amount  of 
public  money  spent  on  hospital  and  institutional 
construction,  the  total  bill  comes  to  $2  billion  for 
the  first  time  in  this  country’s  history.  The  total  bill 
in  1963  was  $1.5  billion. 

The  nation’s  investment  in  hospital  and  institu- 
tional construction  has  been  rising  every  year  since 
1956  and  has  topped  $1  billion  in  each  of  the  last 
four  years. 

The  Department  of  Commerce  estimates  there 
will  he  another  12  per  cent  rise  in  private  construc- 
tion and  5 per  cent  in  public  construction  this  year. 

New  Health  Plans  to  Develop  in  '65 

The  year  1965  will  see  the  nation's  insurance 
companies  broadening  the  scope  of  newer  types  of 
coverages,  according  to  the  Health  Insurance 
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In  the  patient,  Ilosone  eradicates,  rather  than  merely  inhibits,  streptococci  and  pneu- 
mococci. This  increased  action  is  due  to  the  fact  that  more  erythromycin  reaches 
the  infection  site  because  Ilosone  (i)  is  acid  stable  in  the  stomach,  even  in  the  pres- 
ence of  food,  and  (2)  is  better  absorbed  from  the  intestine. 

Ilosone  produces  peak  levels  of  antibacterial  activity  two  to  four  times  those  of 
other  erythromycin  preparations.  Furthermore,  these  peak  levels  are  attained  earlier 
with  Ilosone  and  are  maintained  much  longer. 


Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  ot  Ilosone  on  the  alimentary  tract. 
Although  allergic  manifestations  are  uncommon 
with  the  use  of  erythromycin,  there  have  been 
occasional  reports  of  urticaria,  skin  eruptions, 
and, on  rare  occasions,  anaphylaxis.  Contraindi- 
cations: Ilosone  is  contraindicated  in  patients 
with  a known  history  of  sensitivity  to  this  drug 


and  in  those  with  preexisting  liver  disease  or  dys- 
function. Dosage:  Children  under  25  pounds — 
5 mg.  per  pound  of  body  weight  every  six  hours. 
Children  25  to  50  pounds — 125  mg.  every  six 
hours.  Adults  and  children  over  50  pounds— 250 
mg.  every  six  hours.  For  severe  infections,  these 
dosages  may  be  doubled.  Ilosone  Chewable  tab- 
lets should  be  chewed  or  crushed  and  swallowed 
with  water. 

ILOSONE9 

ERYTHROMYCIN  ESTOLATE 

Additional  information  available  to  physicians 
upon  request. 
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PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
"perfectionist"  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It's  been  that  way  with  us 
since  1881. 


< 


CAIRY  Inc. 


151  Brow  Street 
East  Providence,  Rhode  Island 

Call  GEneva  8-4450 
The  “ Home  Service"  Dairy 
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Institute. 

Such  health  insuring  areas  as  dental  coverage, 
long-term  disability  insurance,  mental  illness  pro- 
tection. special  risk  insurance,  and  others  will  be 
included  in  the  expanding  programs  of  many  com- 
panies. the  Institute  said. 

The  insurance  business,  while  improving  its 
standard  hospital  and  medical  programs,  has 
continued  to  experiment  with  and  implement  new 
coverages  according  to  needs  and  demands  of  the 
American  public. 

The  Institute  said  that  78  per  cent  of  the  U.  S. 
civilian  population  now  has  some  form  of  health 
insurance  provided  by  over  1.800  insuring  organ- 
izations. The  estimated  number  of  people  protected 
at  the  end  of  1964:  149  million. 

Added  Protection 

The  newer  types  of  coverages  often  are  assimi- 
lated into  standard  contracts  as  added  protection 
against  health  care  costs.  Below  the  Institute  lists 
some  of  these  new  protection  programs. 

Dental  care  — As  of  the  middle  of  1964.  over 
1.350.000  persons  had  comprehensive  dental  insur- 
ance under  group  programs.  This  was  more  than 
double  the  550.000  persons  with  dental  care  protec- 
tion in  1960.  The  number  is  expected  to  grow  this 
year.  Most  of  the  over  300  plans  offering  dental 
care  coverage  provide  benefits  for  virtually  all  types 
of  dental  work. 

This  coverage  is  also  available  on  an  individual 
or  family  poliev  basis  in  most  areas  of  the  country. 
It.  too.  provides  protection  for  nearly  all  types  of 
dental  work.  Several  companies  are  writing  this 
insurance.  With  greater  experience  in  this  insuring 
area,  more  insuring  organizations  are  expected  to 
provide  the  coverage  in  1965. 

Long-term  disability  - — This  coverage,  some- 
times termed  ‘‘loss-of-income”  or  "loss-of-time" 
insurance,  has  been  long  available  on  an  individual 
basis.  In  1965,  it  is  expected  to  grow  considerably 
under  the  group  insuring  mechanism.  It  provides 
benefits  to  help  replace  income  lost  by  the  wage- 
earner  as  a result  of  disability  for  a minimum  of 
five  years. 

Special  risk  insurance  — This  protection,  receiv- 
ing increasing  attention  by  insuring  organizations 
in  recent  years,  provides  health  insurance  protec- 
tion to  persons  in  unusual  or  hazardous  occupa- 
tions. At  least  20  companies  provided  the  coverage 
in  1964.  With  added  experience  in  the  area,  it  is  an 
insurance  which  will  undoubtedly  grow  in  the 
months  to  come. 

Impaired  risk  coverage — More  and  more  this 
health  insurance  protection  is  provided  by  insur- 
ance companies  on  an  individual  basis  to  persons 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B&  (Pyridoxine  HCI) 

.2  mg. 

Vitamin  B 1 2 Crystalline 

4 mcgm . 
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daily,  for  the  treatment  of  vitamin 
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cies.  Supplied  in  decorative  “reminder" 

jars  of  30  (one  month's  supply) 
(three  months'  supply) 
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with  physical  impairments  or  previous  medical 
histories  of  chronic  conditions.  Under  nearly  all 
mass  enrollment  or  group  insuring  mechanisms, 
coverage  is  extended  to  include  these  persons, 
the  Institute  added. 

Mental  coverage  — Though  the  health  insurance 
business  has  long  covered  mental  and  emotional 
illnesses  under  many  insuring  programs,  1965 
should  see  broader  coverage  for  those  undergoing 
in-hospital  treatment  and  psychiatric  care.  A recent 
Institute  survey  showed  that  as  much  as  99  per  cent 
of  those  coming  under  new  group  major  medical 
contracts  had  some  protection  against  mental  and 
emotional  disorders,  and  94  per  cent  had  full  plan 
coverage  while  in  hospital. 

Xursing  home  care — Over  30  companies  specifi- 
callv  provided  benefits  for  skilled  nursing  home 
care  last  year,  and  many  other  organizations  did  so 
within  various  “state-65”  programs. 

AMA  Report  Hails  New  Era 
in  Medical  Education 

Medical  education  in  the  United  States  is  enter- 
ing “perhaps  the  period  of  greatest  growth  in  its 
history,”  according  to  the  American  Medical 
Association. 


Qflemoria/  Sanitarium 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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“There  will  he  more  medical  schools  and  more 
teaching  hospitals,  more  medical  students  and  more 
faculty,  more  continuing  education  and  more  para- 
medical education,  more  research  and  more  service 
in  the  medical  center.”  the  AMA  Council  on  Medi- 
cal Education  concluded  on  the  basis  of  its  64th 
Annual  Report  on  Medical  Education  in  the  United 
States  covering  the  1963-64  school  year. 

The  anticipated  growth,  necessitated  bv  increased 
demands  for  medical  service  resulting  from  the 
population  explosion,  has  been  spurred  bv  passage 
of  the  Health  Professions  Educational  Assistance 
Act  of  1963,  the  council  said.  The  act  provides 
federal  funds  to  encourage  construction  of  new 
medical  schools  and  the  expansion  of  existing  ones. 

There  are  now  88  medical  schools  in  operation, 
including  the  University  of  New  Mexico  School  of 
Medicine  which  opened  in  September  of  this  vear, 
the  council  noted.  Since  the  last  annual  report,  the 
University  of  Hawaii  announced  plans  for  a School 
of  Biomedical  Sciences  in  Honolulu,  making  a total 
of  1 1 schools  in  the  planning  stage. 

“It  can  he  anticipated  that  by  1968  or  1969.  there 
will  be  99  medical  schools  in  operation,”  the  coun- 
cil said. 

As  to  the  number  and  quality  of  students  applying 
to  medical  schools,  this  appears  to  he  “a  time  of 
plenty,”  according  to  the  report. 

Reports  of  admissions  committees  from  the 
nation’s  medical  schools  reveals  a marked  increase 
in  applicant  activity  during  the  past  three  years 
following  a period  of  about  eight  years  of  relative 
scarcity  of  applicants. 

The  number  of  applicants  fluctuated  only  slightly 
between  1953-54  and  1961-62.  However,  the  past 
two  school  years  have  shown  annual  percentage 
increases  of  about  10  per  cent.  These  increases  were 
attributed  to  the  overall  increase  in  college  and 
nniversitv  enrollment  due  primarily  to  the  marked 
increase  in  the  college-age  population. 


Hospital  Costs:  Five  High,  Low  States 


Average 

Average 

Average 

Cost  Per 

Length  of 

Cost  Per 

Rank  State 

Patient  Day 

Stay  (Days)  Patient  Stay 

1 

New  York 

$43.98 

9.7 

$426.61 

2 

Massachusetts 

47.82 

8.3 

396.91 

3 

Dist.  of  Columbia  45.90 

8.5 

390.15 

4 

Rhode  Island 

44.11 

8.5 

374.94 

5 

Connecticut 

48.19 

7.6 

366.24 

United  States 

38.91 

7.7 

299.61 

47 

Georgia 

31.51 

6.2 

195.36 

48 

Arkansas 

30.61 

6.3 

192.84 

49 

South  Carolina 

26.07 

7.3 

190.31 

50 

Louisiana 

28.14 

6.7 

188.54 

51 

Mississippi 

29.13 

6.0 

174.78 

Source  : American  Hospital  Association 

Costs  to  nonfederal  short-term  general  and  other 
special  hospitals  in  the  United  States  averaged 
$38.91  per  patient  day  last  year,  up  1 1 per  cent  from 
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DOCTOR... 

Build  An  Estate  for  your  Son! 

■k  ★ ★ 

$100,000  ORDINARY  LIFE  INSURANCE 


Age  1 . . 

. S 

559.00,  yearly 

Age  5 . . 

. s 

616.00,  yearly 

Age  10  . . 

. s 

725.00,  yearly 

Age  13  . . 

. s 

800.00,  yearly 

Age  16  . , 

. s 

884.00,  yearly 

Age  20  . . 

. $1010.00,  yearly 

★ ★ ★ 


After  five  years,  yearly  guaranteed  in- 
crease in  cash  value  exceeds  deposits  ! 

★ ★ ★ 

An  ideal  gift  to  sons  and  grandsons. 
★ ★ ★ 

Write  or  ’phone : 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  St.,  Providence.  R.  I. 
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1961.  This  cost  varied  considerably  among  the 
states,  ranging  from  a low  of  $26.07  in  South 
Carolina  to  a high  of  $51.95  in  California.  When 
these  figures  are  multiplied  hv  the  average  length 
of  patient  stay.  Xew  York's  high  of  9.7  davs  gave 
it  a top  figure  of  $426.61  for  the  average  cost  per 
patient  stay.  California,  with  an  average  of  7.0  days, 
did  not  place  in  the  first  five.  Variations  in  costs  are 
due  to  type  and  quantity  of  service  provided,  labor 
charges  and  other  factors. 

. . . From  Survey  of  Health  Economics,  issued  by  the 
Health  Insurance  Institute,  December  28,  1964 

Did  You  Know ? 

• That  the  employment  outlook  for  persons 
interested  in  health  service  occupations  should  he 
exceedingly  bright  for  the  next  ten  years. 

° That  there  should  be  ample  job  opportunity 
through  1975  for  those  wishing  to  be  doctors, 
dentists,  professional  nurses,  podiatrists,  medical 
record  librarians,  hospital  administrators,  dietitians, 
physical  therapists,  etc. 

• That  in  professional  nursing  alone,  an  esti- 
mated 40.000  new  nurses  a year  will  he  needed 
through  1970  to  fill  new  positions  and  to  replace 
nurses  who  retire  or  die. 


Wherever  you  go 
forget  your  telephone 
calls.  Well  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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TUBERCUUNJINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routineTB  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 

practical— can  be  administered  by  nurses  or  other  personnel 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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HOUSE  OF  DELEGATES 
of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 


Report  of  Meeting  held  on  January  20,  1963 


A MEETING  OF  THE  HOUSE  OF  DELEGATES  of  the 
Rhode  Island  Medical  Society  was  held  at  the 
Library  of  the  Society  in  Providence  on  Wednes- 
day. January  20,  1965.  The  meeting  was  called  to 
order  by  the  President.  Dr.  John  C.  Ham.  at 
3:20  p.m.  The  following  members  of  the  House 
were  in  attendance  at  the  meeting:  BRISTOL 
COUNTY:  Paul  A.  Botelho.  m.d.  KENT 
COUNTY:  Joseph  E.  Wittig.  m.d..  John  M. 
Vesev.  m.d.,  and  Charles  B.  Round,  m.d. 
NEWPORT  COUNTY : Charles  Dotterer.  m.d. 
PAWTUCKET  DISTRICT:  John  J.  Cunning- 
ham, m.d..  Robert  C.  Hayes,  m.d..  Earl  J.  Mara, 
m.d.,  and  Stephen  J.  Hove.  m.d.  WASHINGTON 
COUNTY:  Joseph  Ruisi.  m.d..  Freeman  B. 
Agnelli,  m.d.,  and  James  A.  McGrath,  m.d. 
WOONSOCKET  DISTRICT : Roger  Fontaine, 
m.d.  OFFICERS  OF  THE  RIMS:  (other  than 
delegates)  John  C.  Ham.  m.d.,  Robert  W.  Drew, 
m.d.,  William  A.  Reid,  m.d..  Michael  DiMaio,  m.d., 
and  John  A.  Dillon,  m.d.  STATE  HEALTH 
DEPT.  DIRECTOR:  Joseph  Cannon,  m.d. 

IMMEDIATE  PAST  PRESIDENT  OF 
RIMS : Thomas  Perrv,  Jr.,  m.d.  PROVIDENCE 
MEDICAL  ASSOCIATION : John  T.  Barrett, 
m.d.,  J.  Robert  Bowen,  m.d.,  Bertram  H.  Buxton, 
m.d.,  Wilfred  I.  Carney,  m.d.,  Joseph  Caruolo,  m.d., 
Nathan  Chaset.  m.d.,  Henry  B.  Fletcher,  m.d., 
Warren  W.  Francis,  m.d..  Frank  Fratantuono, 
m.d..  John  F.  W.  Gilman,  m.d.,  Seebert  J.  Goldow- 
skv,  m.d.,  Stanley  Grzebien.  m.d.,  Herbert  F.  Hager, 
m.d.,  Walter  F.  Hayes,  m.d.,  Joseph  Lambiase, 
m d.,  Robert  V.  Lewis,  m.d.,  Thomas  Littleton, 
m.d..  William  J.  MacDonald,  m.d.,  Peter  Mathieu, 
m.d.,  William  McDonnell,  m.d..  James  B.  Moran, 
m.d.,  Gustavo  A.  Motta,  m.d.,  Raul  Nodarse,  m.d., 
Edwin  B.  O’Reilly,  m.d.,  Arnold  Porter,  m.d., 
Ralph  Richardson,  m.d.,  Carl  S.  Sawyer,  m.d., 
Stanley  D.  Simon,  m.d.,  John  Turner,  m.d.,  Edwin 
Vieira,  m.d.,  and  Elihu  S.  Wing.  Jr.,  m.d.  Also 
Arthur  E.  Hardy,  m.d.,  Delegate  to  the  AM  A,  and 
Edmund  T.  Hackman,  m.d.,  Alternate  Delegate  to 
the  AM  A. 

The  following  delegates  were  absent : John  E. 
Murphy,  m.d.,  Philomen  Ciarla.  m.d..  Earl  F.  Kelly. 
m.d. , Leonard  Staudinger,  m.d.,  1-ioger  Berard, 
m.d.,  Irving  A.  Beck,  m.d..  James  Hardiman,  m.d., 


William  S.  Xerone.  m.d.,  and  Charles  J.  Ash- 
worth. m.d. 

Also  present  was  the  Executive  Secretary,  John 
E.  Farrell,  and  several  members  of  the  Society, 
non-members  of  the  House. 

Minutes  of  Previous  Meeting 
The  President  noted  that  the  minutes  of  the 
September  meeting  of  the  House  had  been  sent  to 
each  member  subsequent  to  that  meeting,  and  had 
been  published  in  the  Rhode  Island  Medical  Journal. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  minutes  of  the  September  23.  1964  meet- 
ing of  the  House  of  Delegates,  as  submitted,  be 
approved  and  placed  on  file. 

Report  of  the  Secretary 

Dr.  Michael  DiMaio,  Secretary,  read  his  report, 
copy  of  which  was  included  in  the  Delegates’  hand- 
book. Members  of  the  House  discussed  the  item  in 
the  report  relative  to  proposed  television  programs 
to  be  sponsored  by  Blue  Cross-Physicians  Service. 
Dr.  Joseph  Cannon,  State  Director  of  Health,  dis- 
cussed the  amendment  to  the  Hill-Burton  Law 
which  will  necessitate  a change  in  the  state  law 
relative  to  the  local  advisory  committee. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary,  as  submitted,  be 
approved  and  placed  on  file. 

Report  of  the  Treasurer 

Dr.  John  A.  Dillon,  Treasurer,  read  his  annual 
report,  copy  of  which  had  been  submitted  in  detail 
to  the  members  of  the  House  in  their  handbook. 
Action : A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Treasurer  be 
approved. 

Recommendations  of  the  Council 

1.  Resolution  on  Cigarette  Smoking 

The  President  noted  that  the  Council  recom- 
mended to  the  House  that  it  reaffirm  its  resolution 
adopted  a vear  ago  relative  to  cigarette  smoking. 
Copy  of  the  resolution  was  included  in  the  Dele- 
gates’ handbook. 

A ction : A motion  was  made,  seconded  and  voted 
that  the  House  reaffirm  the  resolution  on  cigar- 
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ette  smoking  as  submitted. 

jfc  Jk  55s 

2.  Nominees  to  Blue  Cross  Board 

Action : A motion  was  made,  seconded  and  voted 
that  the  House  nominate  as  its  representatives  on 
the  Board  of  Directors  of  the  Hospital  Service 
Corporation  of  Rhode  Island  for  1965  the  follow- 
ing : Dr.  Earl  J.  Mara  and  Dr.  Arnold  Porter. 

sfc  s{c  jfs 

3.  Medical  Emergency  Identification  Card 
Action : A motion  was  made,  seconded  and  voted 
that  the  House  endorse  a proposed  medical  iden- 
tification card  to  he  issued  by  Blue  Cross- 
Physicians  Service,  as  submitted  in  the  handbook 
of  the  Delegates. 

* * * 

4.  Areawide  Planning  for  Hospitals 

The  President  reviewed  the  development  of  the 
proposal  for  areawide  planning  for  hospitals,  and 
he  stated  that  the  suggested  statement  by  the  R.I. 
Council  of  Community  Services  included  in  the 
Delegates’  handbook  had  been  reviewed  by  the 
Council  which  was  in  agreement  with  the  statement. 

Several  members  of  the  House  discussed  the  pro- 
posed statement. 

A motion  to  table  consideration  of  the  statement 
was  defeated  on  a voice  vote. 

The  discussion  continued  and  members  indicated 
that  some  form  of  areawide  planning  was  certain  to 
evolve  in  the  near  future  and  therefore  the  medical 
profession  should  actively  participate  in  the  leader- 
ship for  any  such  planning. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  suggested  statement  he  approved. 

* * * 

5.  Blue  Cross-Physicians  Service  TV  Programs 
Action:  A motion  was  made,  seconded  and  voted 
that  the  Society  endorse  the  proposed  television 
programs  as  submitted  in  the  statement  in  the 
Delegates’  handbook,  and  offer  the  technical 
assistance  requested. 

Nominees  for  Physicians  Service 
Board  of  Directors 

The  President  called  for  nominations  for  four 
representatives  of  the  Society  as  members  of  the 
Board  of  Directors  of  Physicians  Service  for  three 
year  terms  each. 

The  following  were  placed  in  nomination  : Charles 
J.  Ashworth,  m.d.,  Seebert  J.  Goldowsky,  m.d., 
Arthur  E.  Hardy,  m.d.,  Joseph  J.  Lambiase,  m.d., 
Peter  L.  Mathieu,  m.d.,  Edwin  B.  O’Reilly,  m.d., 
William  A.  Reid,  m.d.,  and  Francis  B.  Sargent,  m.d. 

A motion  was  made,  seconded  and  voted  that  the 
nominations  be  closed. 


Drs.  Robert  Drew  and  John  A.  Dillon  were 
named  as  tellers.  On  the  written  ballot  the  following 
were  nominated  for  three  year  terms  each  on  the 
Board  of  Directors  of  Physicians  Service : Seebert 
J.  Goldowsky,  m.d.,  Arthur  E.  Hardy,  m.d.,  William 
A.  Reid,  m.d.,  and  Francis  P>.  Sargent,  m.d. 

Report  of  the  Delegate  to  the  AMA 
Dr.  Arthur  E.  Hardy,  delegate  to  the  American 
Medical  Association,  read  from  his  report  to  he 
published  in  the  Rhode  Island  Medical  Journal  rela- 
tive to  the  actions  of  the  House  of  Delegates  of  the 
AMA  taken  at  the  meeting  held  in  Miami  in  Decem- 
ber 1964. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  AMA  delegate  he  accepted. 

Report  on  AMA  and  State  Medical  Association 

1963  National  Education  Effort  on 
Aged  Medical  Care 

The  report  included  in  the  Delegates’  handbook 
was  discussed  by  the  Executive  Secretary  and  the 
President. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  as  submitted  be  accepted,  and  the 
Council  of  the  Society  be  authorized  to  implement 
the  recommendations  in  the  report  as  necessary. 

Members  of  Professional  Advisory  Committee 
of  Physicians  Service 

The  President  noted  that  the  Societv  elects, 
under  the  by-laws  of  Physicians  Service,  three 
members  of  the  Professional  Advisory  Committee 
of  that  Corporation  for  a one  year  term.  He  called 
for  nominations. 

A motion  was  made,  seconded  and  defeated  that 
the  nominations  he  limited  to  six. 

The  following  members  of  the  Society  were 
placed  in  nomination:  F.  B.  Agnelli,  m.d.,  J.  R. 
Bowen,  m.d.,  Walter  E.  Hayes,  m.d.,  Stephen  J. 
Hove,  m.d.,  Robert  V.  Lewis,  m.d.,  Earl  J.  Mara, 
m.d.,  and  Edwin  B.  O'Reilly,  m.d. 

Drs.  Herbert  F.  Hager  and  Arnold  Porter  were 
named  as  tellers.  On  a written  ballot  the  following 
were  declared  elected:  J.  Robert  Bowen,  m.d., 
Stephen  J.  Hoye,  m.d.,  and  Earl  J.  Mara,  m.d. 

Reports  on  National  Conferences 
On  separate  motions  the  reports  submitted  in  the 
handbook  on  the  following  national  conferences 
were  approved  and  placed  on  file  : 

National  Conference  on  Cardiovascular  Disease, 
by  Edwin  F.  Lovering. 

First  National  Stroke  Congress,  by  Dr.  M.  How- 
ard Triedman. 

AMA  Conference  on  Disaster  Planning,  by  Dr. 
John  B.  Lawlor.  (Approved  with  commendation.) 
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AMA  Blood  Bank  Conference,  by  Dr.  Joseph 
Hansagi. 

Report  on  Interagency  Council  on  Smoking 

The  report  on  the  Interagency  Council  on  Smok- 
ing by  Dr.  John  Turner.  II.  as  submitted  in  the 
Delegates’  handbook,  was  approved  and  placed  on 
file. 

Committee  Reports 

On  separate  motions  the  following  committee 
reports  as  submitted  to  the  House  in  the  handbook 
for  the  meeting  were  received  and  placed  on  record  : 
Child-School  Health,  Diabetes,  Medical  Care  Pro- 
grams, Medical  Aspects  of  Sports,  Mental  Health, 
and  Publications. 

Mediation  Committee 

Dr.  Francis  B.  Sargent,  chairman  of  the  Media- 
tion Committee,  reported  that  the  committee  held 
eight  meetings  in  the  past  year  to  review  nine  threat- 
ened suits  for  mal  practice  and  thirty-one  griev- 
ances. the  latter  mainly  involving  payment  of  fees 
charged. 

He  also  reported  that  the  committee  had  made  its 
report  to  the  House  during  the  year  on  the  prob- 
lems arising  as  the  result  of  the  tremendous  increase 
in  the  use  of  hospital  accident  rooms  in  lieu  of  visits 
to  a physician’s  office. 


DRUMS, 


drums,  drums!  Would  they 
never  stop?  Rawlinson,  the 
famous  jungle  explorer, 
turned  to  his  second-in- 
command.  "We’ve  been  in 
tight  spots  before,  Lad,  but 
this  looks  like  the  end.  The 
blighters  seem  determined 
to  keep  us  from  ever  reach- 
ing the  Lost  City.”  "Chin 
up.  Sir!  We’ll  make  our  last 
moments  pleasant  ones,  at 
least!”  responded  the  other, 
pouring  a sparkling  glass 
of  Warwick  Club  Pale  Dry 
Ginger  Ale  from  the  full 
32-ounce  quart  bottle.  "Ah, 
quite!”  exclaimed  Rawlin- 
son. "It  sings  in  the  glass . . .” 
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Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Mediation  Committee  be 
accepted. 

Medical  Economics  Committee 
Dr.  Stanley  D.  Simon,  chairman  of  the  Medical 
Economics  Committee,  reported  that  the  major 
medical  coverage  for  physicians  and  their  families 
was  in  full  operation  since  November  1.  He  stated 
that  the  Society’s  group  included  625  enrolled  in 
the  major  medical,  812  in  the  basic  Blue  Cross  (S20 
per  day  plan)  and  655  in  the  basic  (Plan  A)  Physi- 
cians Service  coverage. 

He  also  reported  that  the  investment  programs 
for  physicians  sponsored  by  the  committee  with  the 
Industrial  National  Bank  and  the  Rhode  Island 
Hospital  Trust  Company  are  progressing  success- 
fully, and  he  reviewed  how  these  plans  operate  in 
the  interest  of  the  physician. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Medical  Economics  Com- 
mittee be  accepted  with  commendation  to  the 
committee  for  its  task  well  done. 

Committee  on  Public  Health 
In  the  absence  of  Dr.  Thomas  Forsythe,  chair- 
man of  the  Committee  on  Public  Health.  Dr.  Ham 
reported  briefly  on  the  work  of  the  committee.  He 
stated  that  he  and  Dr.  Forsythe  had  gone  to  Cleve- 
land. Ohio,  to  view  the  Health  Museum  in  that  eitv 
and  to  confer  with  its  Director.  Dr.  Bruno  Gebhard. 
He  stated  the  committee  had  considered  the  possi- 
bility of  a Health  Fair,  and  then  had  voted  to 
explore  the  possibility  of  a permanent  health  dis- 
play. Sites  in  Roger  \\  illiams  Park  and  in  the 
Weybosset  Hill  redevelopment  area  have  been 
viewed  by  the  committee,  and  it  will  report  on  its 
progress  at  the  next  meeting  of  the  House. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  for  the  Public  Health  Committee 
as  given  by  the  President  of  the  Society  be 
approved. 

Poison  Control  W'eek  Program 
The  Secretary  read  a communication  from  Dr. 
George  K.  Boyd  asking  for  the  approval  of  the 
Societv  for  a program  of  public  education  under  the 
auspices  of  the  Accident  Prevention  Committee  of 
the  American  Academy  of  Pediatrics  and  the 
Poison  Control  Center  of  R.  I.  Hospital,  under  the 
direction  of  Dr.  Joseph  Karas. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  request  as  submitted  in  the  communica- 
tion from  Dr.  Boyd  lie  approved,  and  that  the 
Society  endorse  the  educational  program. 

The  Problem  of  Alcoholism 
Dr.  Seebert  J . ( loldowsky  called  to  the  attention  of 
the  House  the  excellent  article  in  the  Rhode  Island 
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Medical  Journal  by  Dr.  Laurence  A.  Senseman  on 
“Alcoholism:  A Worldwide  Problem,"  in  which 
he  recommended  that  the  state  medical  society 
should  have  a committee  on  problems  of  alcoholism. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  Council  of  the  Society  he  requested  to 
consider  the  organization  of  a committee  to  study 
problems  of  alcoholism,  and  requesting  that  the 
Council  report  its  recommendations  at  the  next 
meeting  of  the  House. 

Nomination  Procedure  for  Members  of  the 
Board  of  Directors  of  Physicians  Service 
Dr.  Robert  Hayes  discussed  the  advisability  of 
considering  a better  plan  for  the  nomination  of  the 
Society’s  members  on  the  Board  of  Directors  of 
Physicians  Service.  The  question  was  discussed  by 
members  of  the  House. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  Council  consider  the  matter  of  nomina- 
tion of  Board  members  of  Physicians  Service, 
and  that  it  submit  its  recommendations  at  the 
next  meeting  of  the  House. 

Citation  to  Doctor  Ashworth 
Dr.  Thomas  Perry  noted  that  Dr.  C.  J.  Ashworth 
was  resigning  from  the  Board  of  Directors  of  Physi- 
cians Service  after  sixteen  years  of  service,  the  last 
nine  of  which  he  has  served  as  President  of  the 
Corporation. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  President  of  the  Society  write  to  Dr. 
Ashworth  expressing  the  thanks  and  apprecia- 
tion of  the  Society  for  his  long  and  faithful  service 
in  the  formation  and  development  of  the  Rhode 
Island  Medical  Society  Physicians  Service 
program. 

Adjournment 

The  meeting  of  the  House  was  adjourned  at 
5 :40  p.m. 

Respectfully  submitted, 

Michael  DiMaio,  m.d..  Secretary 

REPORT  OF  THE  SECRETARY 

The  Council  has  held  two  meetings  since  the 
House  of  Delegates  meeting  was  held  in  September. 
Among  the  actions  taken  were  the  following  : 

1 . A statement  of  principles  prepared  by  the  R.  I. 
Council  of  Community  Services  relative  to  Area- 
wide Planning  for  Hospitals  and  Related  Facilities 
was  reviewed,  and  the  Council  was  in  agreement 
with  the  suggested  statement,  and  it  voted  to  refer 
it  to  the  House  of  Delegates.  (See  Section  4 in 
Handbook. ) 

2.  The  Council  voted  that  the  Society  pay  its 
proportionate  share  of  the  expense  for  meetings  of 
the  Medical  Economics  Council. 


3.  Drs.  Francis  R.  Sargent,  Earl  F.  Kelly  and 
Nathan  Chaset  were  named  as  official  delegates  to 
the  national  AMA  sponsored  Medical-Legal  Con- 
ference to  he  held  in  March  1965,  without  compen- 
sation for  travel  from  the  Society. 

4.  The  Committee  on  Publications  was  author- 
ized to  enter  into  whatever  suitable  contracts  it 
approves  for  securing  Journal  advertising  through 
the  State  Medical  Journal  Advertising  Bureau. 

5.  The  Council  authorized  a review  of  the  possi- 
bility of  reviving  the  medical  advisory  committee  to 
the  Registrar  of  Motor  Vehicles.  (Such  a commit- 
tee was  in  active  operation  until  two  years  ago, 
when  the  Registrar  ceased  referring  medical  prob- 
lems to  the  committee.  ) 

6.  The  Council  has  continued  to  explore  the 
possibility  of  acquiring  property  adjacent  to  the 
Medical  Library  building. 

7.  The  Council  heard  and  approved  a report  by 
the  President  on  a Conference  called  by  the  AMA 
on  December  13  to  which  the  President  and  the 
President-Elect  of  each  state  medical  society  was 
invited  to  discuss  national  legislation  and  the  atti- 
tude of  the  medical  profession  on  it. 

8.  The  Chairman  of  the  Mental  Health  Commit- 
tee was  named  as  the  Society’s  official  delegate  to 
the  AMA’s  1 1th  Annual  Conference  of  State  Men- 

continued  on  next  page 
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tal  Health  representatives  to  he  held  in  Chicago  in 
March  1965. 

9.  Approval  was  given  for  acceptance  of  the  offer 
of  the  AMA  to  install  a teletypewriter  for  a rapid 
communications  system  between  the  AMA  and  the 
state  medical  associations.  The  cost  of  installation 
and  annual  rental  of  the  equipment  will  be  paid  by 
the  AMA. 

10.  A report  of  the  Chairman  of  the  Disaster 
Committee  on  the  AMA  Conference  on  Disaster 
Planning  which  he  attended  in  Chicago  was 
approved  for  transmittal  to  the  House. 

1 1 . The  President  was  authorized  to  appoint 
committees  to  meet  with  the  State  Director  of 
Health  relative  to  possible  Hill-Burton  Law 
changes  relating  to  state  advisory  councils,  and  also 
on  the  problem  of  annual  licensure  renewal  of  physi- 
cians in  Rhode  Island. 

12.  Proposals  for  possible  changes  in  the  Work- 
men's Compensation  Law  were  referred  to  legal 
counsel  and  the  Committee  on  Public  Laws. 

13.  Approval  was  given  to  the  President  to 
arrange  for  a meeting  with  representatives  of  the 
Office  of  Dependents  Medical  Care. 

14.  The  Council  expressed  its  opinion  to  the 
Veterans  Administration  that  a formal  contract  for 
services  by  physicians  in  private  practice  does  not 
appear  necessarv  in  view  of  the  successful  operation 
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of  the  program  during  the  past  decade. 

15.  The  resignation  of  Dr.  William  A.  Reid, 
president-elect  and  also  a member  of  the  R.  I. 
General  Assembly,  as  chairman  of  the  Committee 
on  Public  Laws  was  accepted,  and  Dr.  Edmund  T. 
Hackman  was  named  as  chairman,  and  Dr.  Armand 
Yersaci  as  a member  of  the  committee  to  serve  the 
balance  of  Dr.  Reid’s  term. 

16.  The  Council  recommended  that  the  House 
of  Delegates  consider  the  reaffirmation  of  its  reso- 
lution adopted  on  January  29,  1964,  relating  to  the 
smoking  of  cigarettes.  ( See  Section  3 in  Handbook. ) 

17.  The  President  was  authorized  to  delegate 
representatives  of  the  Society  to  go  to  Washington. 
D.  C..  later  in  the  Spring  to  meet  with  the  Rhode 
Island  Congressional  delegation  for  a discussion  of 
national  health  legislation  and  its  impact  on  Rhode 
Island. 

18.  The  President  was  authorized  to  seek  volun- 
teers to  serve  as  delegates  of  the  Societv  to  the 
annual  meetings  of  the  various  New  England  state 
medical  associations. 

19.  Dr.  Harry  E.  Darrah  was  named  as  the 
Society’s  official  representative  at  a meeting  of 
chairmen  of  state  medical  society  committees  on 
medical  education  and  hospitals  to  be  held  in 
Chicago  on  February  6,  1965. 

20.  Proposals  from  the  Blue  Cross— Physicians 


hotos  Dosed  by  professional  models 


capsules 


than  any  other 
vitamin  A product 


%! 


when  indicated  in 


ACNE 
dry  skin 

keratosis  follicularis 
ichthyosis 

pityriasis  rubra  pilaris 
night  blindness 

metaplasia  of  mucous  membranes 


i 


FEBRUARY,  1965 

Service  for  endorsement  by  the  Society  of  a series  of 
television  programs,  and  for  the  issuance  of  a medi- 
cal identification  card  to  subscribers,  were  reviewed 
and  approved,  and  submitted  to  the  House  for  its 
consideration.  (See  Council  Recommendations.) 

21 . The  Annual  Report  for  1964  of  the  Treasurer 
was  reviewed  and  approved,  subject  to  professional 
audit. 

22.  The  President  was  authorized  to  appoint  a 
committee  to  review  the  by-laws,  making  recom- 
mendations for  revisions  to  be  submitted  to  the 
Council  and  to  the  House  of  Delegates. 

Respectfully  submitted. 

Michael  DiMaio,  m.d.,  Secretary 

RHODE  ISLAND  MEDICAL  SOCIETY 

Financial  Report,  1964 
SUMMARY 
Cash  balance,  General  Account, 

Industrial  Natl.  Bank,  Jan.  1,  1964  $ 13,090.14 

Receipts,  1964  97,302.86 

Total  $110,393.00 

Expenses,  1964  98,883.67 

Cash  balance, 

Industrial  Natl.  Bank,  Jan.  1.  1965  $ 1 1,509.33 
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Investments  (Market  Values).  103,362.00 

Total  cash  and  invested  assets, 

Jan.  12,  1965.  $114,871.33 


AREA-WIDE  PLANNING  FOR  HOSPITALS 
AND  RELATED  FACILITIES 

The  Council  of  the  Rhode  Island  Medical  Society 
is  in  agreement  with  the  suggested  statement  pre- 
sented below  developed  by  the  Rhode  Island  Coun- 
cil of  Community  Services,  Inc.,  and  it  submits  it  to 
the  House  of  Delegates  for  its  consideration. 

Suggested  Statemetit 

Some  sort  of  area-wide  planning  seems  to  be 
advisable  and  needed.  The  desire  has  been  expressed 
for  this  to  be  a voluntary  process,  involving  govern- 
mental and  non-governmental  units.  It  should  have 
a formal  relationship  with  governmental  agencies 
concerned  with  such  planning  including  the  Hill- 
Burton  agency,  and  agencies  concerned  with  urban 
renewal  programs. 

Such  a process  would  require  the  active  partici- 
pation of  leading  citizens  from  the  area,  which  might 
include  representatives  of  such  groups  as  business, 
education,  industry,  labor,  law,  medicine,  and 
religion. 

continued  on  next  page 
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particles  pass  through  the  intestinal  barrier  more  easily 
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two  potencies: 

25.000  U.S.P.  Units 

50.000  U.S.P.  Units 

water-solubilized  natural  vitamin  A 
per  capsule 


gastronomically. 


-with  allergenic  factors 
removed  and  free  from  “fishy”  taste,  Aquasol  A is... 

well  tolerated  and  burpless 


Bottles  of  100  and  500  capsules. 


Samples  and  literature  upon  request. 

u.  s.  vitamin  & 
pharmaceutical  corp. 

Arlington-Funk  Laboratories,  division 
800  Second  Ave.,  New  York,  N.Y.  10017 
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Its  success  would  depend  upon  leadership  by 
outstanding  citizens,  qualified  staff,  adequate 
financing,  and  the  support  of  the  groups  concerned. 

I.  Purpose 

To  develop  area-wide  planning  for  hospitals  and 
related  health  facilities  in  order  that  the  best  possible 
care  can  he  available.  This  would  include  a positive 
approach  to  the  provision  of  the  necessary  number 
of  beds  and  of  other  facilities  to  meet  the  needs  of 
the  community.  Such  a process  should  provide  the 
best  services  most  efficiently. 

Planning  should  be  broad  in  its  scope.  The  approach 
should  be  positive,  and  should  emphasize  the  need 
for  new  services  as  well  as  the  efficient  use  of  exist- 
ing services. 

II.  Need  for  Planning 

According  to  the  Report  of  the  Joint  Committee  of 
the  American  Hospital  Association  and  Public 
Health  Service.  “Area-wide  hospital  and  related 
health  facility  planning  will  aid  communities  in : 

— “Maintaining  and  improving  quality  of  care  as 
economically  as  possible. 

— “Correcting  deficiencies  in  existing  facilities 
and  services. 

— “Stimulating  the  construction  of  needed  facili- 
ties. including  those  for  educational  purposes. 

— “Discouraging  construction  not  conforming  to 
community  needs. 

— “Assuring  more  effective  use  of  community 
funds  by  avoiding  unnecessary  duplication  of 
highly  specialized,  infrequently  used,  expensive 
facilities. 

— “Improving  patient  care  by  developing  more 
effective  interrelationship  among  facilities. 

— “Developing  an  orderly  distribution  of  all 
facilities  in  keeping  with  the  projected  popula- 
tion characteristics  and  overall  community 
development. 

— “Encouraging  individual  facilities  to  define  and 
carry  out  their  objectives  and  projected  roles  in 
relation  to  other  facilities,  services,  and  commu- 
nity needs. 

— “Stimulating  facilities  to  recognize  opportuni- 
ties for  better  coordination  of  services. 

— “Demonstrating  the  need  for  philanthropic  and 
public  funds  through  a well-developed  informa- 


TWO  SENTENCE  ESSAY 
Old  clinicians  formerly  tested  for  impairment  of 
renal  function  by  observing  the  absence  of  odor  in 
urine  after  the  patient  had  eaten  asparagus.  Who- 
ever first  observed  this  phenomenon  possessed 
almost  superhuman  acuity,  since  he  had  noticed  the 
absence  of  something,  and  negative  observations 
seem  to  be  the  most  elusive  of  all. 

. . . Saul  Jarcho 
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tion  program.”* 

III.  Geographical  Area  to  be  Covered 

All  of  Rhode  Island  plus  the  communities  of  Massa- 
chusetts and  Connecticut  which  look  to  Rhode 
Island  for  health  services. 

IV.  Some  Services  and  Facilities  to  be 
Considered  in  Area-Wide  Planning 

A.  Voluntary  and  governmental  in-patient  hos- 
pitals for  the  acutely  ill.  including  intensive  and 
minimal  care  units,  ambulatory  and  emergencv 
services,  and  home  care  programs. 

B.  Long-term  services,  including  hospitals  and 
various  types  of  nursing,  convalescent,  and  rest 
homes. 

C.  Facilities  for  the  mentally  ill  and  mentally 
retarded. 

D.  Governmental  services. 

E.  Health-related  personnel  planning. 

F.  Financing  of  long-term  illnesses. 

V.  Possible  Steps  in  Area-Wide  Planning 

A.  Agreement  on  need  for  area-wide  planning 
for  hospitals  and  related  health  facilities. 

B.  Securing  leadership. 

C.  Assessment  of  resources. 

1.  Personnel  Planning 

2.  Capital  Funds 

3.  Operating  Funds 

D.  Community  Support  — Might  be  secured 
through  a meeting  or  conference  for  community 
trustees,  as  well  as  the  trustees  of  the  individual 
hospitals.  Able  people  are  available  from  other 
areas  to  serve  as  speakers  or  consultants. 

E.  Sponsorship  — If  in  an  existing  organiza- 
tion. it  should  be  so  structured  that  it  will  receive 
the  respect  of  community  leaders.  If  a separate 
organization,  it  will  need  the  support  of  all  inter- 
ested groups. 

F.  Encourage  or  ask  Hospital  Association  of 
Rhode  Island  to  encourage  each  hospital  to  con- 
tinue long-range  planning  under  the  general  guid- 
ance and  review  of  its  governing  body. 

*Public  Health  Service  Publication  No.  855,  “Area-Wide 
Planning  for  Hospitals  and  Related  Health  Facilities,  1961.’’ 


IN  MARCH  ISSUE 

Reports  of  Committees  submitted  to  the 
House  of  Delegates  on  January  20  will  be 
published  in  the  March  issue  of  the  Journal. 


PATRONIZE  JOURNAL 
ADVERTISERS 
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When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 


Sealy  Posturepedic  mattress 


f you  find  backache  brought  on  by  poor  sleeping  posture, 
onsider  the  experience  many,  many  doctors  and  patients 
lave  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


_ Asa  doctor,  you  are  invited  fo  take  advantage  of  a 
( /)/////  ■ professional  discount  on  the  Sealy  Posturepedic. 

m We  believe  your  personal  use  will  convince  you 
■ of  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets.  To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr. 


Residence 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


City 


Zone 


State 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN. 

©Sealy.  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat.  Off. 


IM  f MJ 

THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 
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Iron  deficiency 
is  effectively  treated 
with  Zentinic 


Zentinic  is  an  oral  multifactor  hematinic 
in  Pulvule®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adolescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapid  growth.  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 

500232 


Zentinic' 


Multifactor  Hematinic  with  Vitamins 


V_ 


epilepsy  can  undermine  self-reliance 


“A  therapeutic  ‘bull’s-eye’  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation. ..improve  his 
prospects  for  employment . . .foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Toxic  effects  are 
infrequent:  allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute  generalized 
morbilliform  eruptions  with  or  without  fever.  Rarely, 
dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival  hypertrophy,  hir- 


sutism, and  excessive  motor  activity  are  occasion 
ally  encountered,  especially  in  children,  adoles 
cents,  and  young  adults.  During  initial  treatment 
minor  side  effects  may  include  gastric  distress 
nausea,  weight  loss,  transient  nervousness,  sleep 
lessness,  and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystagmus  may 
develop.  Nystagmus  in  combination  with  diplopia 
and  ataxia  indicates  dosage  should  be  reduced. 
Adequate  examination  of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is  supplied 
in  several  forms  including  Kapseals®  containing 
0.1  Gm.  and  0.03  Gm. 


‘Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,  Boston,  Little, 
Brown  and  Company,  1960,  vol. 
2,  p.  865. 


PARKE-DAVIS 


43  264  PARKE,  DAVIS  4 COMPANY.  Delft*/  U,cb,gir,  46339 


Dilantin 

(diphenylhydantoin) 


PARKE-DAVIS 


helps  to  restore  confidence 


IN  THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 


AND  THREATENED 


AND  HABITUAL  ABORTION 


in  vivo  measurement 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscle 


utrexin 


H.  W.&D  BRAND  OF  LUTUTRIN 

3000  UNIT  TABLETS 

The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor"  for  Lutrexin  (Lututrin). 

Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity — 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

f]g^>  BALTIMORE,  MARYLAND  21201 


r 
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DANGER!  i have  a special 

PHYSICAL  CONDITION!  See  reverse  side  of 
this  card  please  — it  could  save  my  life.  Thank  you! 


For \our 
Patients 
With 
“Hidden” 
Medical 
Problems 


It’s  estimated  that  some  185,000  Rhode  Islanders  have 
a “hidden"  medical  problem  — diabetes,  epilepsy,  or  one 
or  more  of  a host  of  others. 

Now,  a wallet  card,  highlighting  the  AMA  Danger 
Signal,  is  available  at  no  cost.  Offered  by  Rhode  Island 
Blue  Cross  and  Physicians  Service,  this  new  card  carries 
the  endorsement  of  the  R.  I.  Medical  Society,  the  R.  I. 
State  Department  of  Health,  and  the  American  Medical 
Association. 

Space  is  provided  on  the  card  for  recording  medical 
problems,  and  all  other  information  suggested  by  the 
AMA  and  the  local  Medical  Society.  The  AMA’s  Emer- 
gency “Sign  of  Life"  Medical  Identification  Signal  is 
placed  so  it  will  show  through  the  window  of  a patient’s 
wallet. 

Your  patients  can  get  theirs  from  their  neighborhood 
pharmacy’s  Health  Information  Center  counter  display 
or  Physicians  Service  will  be  glad  to  send  you  a supply 
on  request.  Call  or  write  the  Public  Service  Department 
(TEmple  1-7300). 


J 


PHYSICIANS  SERVICE 

31  Canal  Street, 

Providence,  Rhode  Island 
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“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (y4  gr) 

(warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (K  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  726*. 


Ames  Company,  Inc.,  Elkhart,  Indiana,  ames 
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Fewer  bacterial  resistance  problems 
when  you  treat  infections 


PENBRITIN 


Brand  of  Ampicillin 

kills  bacteria...  does  not  just  suppress  them! 


With  PENBRITIN  (ampicillin)  the 
emergence  of  resistant  strains  of  organ- 
isms is  slow  rather  than  rapid  as  with 
other  antibiotics.1  - Tetracycline-resist- 
ant hemolytic  streptococci  and  pneumo- 
cocci have  been  reported3  0— but  this  has 
not  been  a problem  with  PENBRITIN 
(ampicillin).  According  to  an  editorial 
in  Lancet PENBRITIN  (ampicillin) 
could  be  particularly  valuable  in  killing 
coliforms  and  Proteus,  which  may  other- 
wise quickly  become  resistant  during 
treatment.  Recently,  several  Shigella 
strains,  resistant  to  tetracycline,  chlor- 
amphenicol, and  other  antibiotics,  were 
found  to  be  susceptible  to  ampicillin.7 

Dosage:  Adults  — 250  mg.  every  six  hours  in 
respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infec- 
tions (higher  doses  may  be  needed  in  severe 
infections).  Children  — ( under  13  years, 
whose  weight  will  not  result  in  a dosage 
higher  than  that  recommended  for  adults) 
100  mg./Kg./day  in  divided  doses  every  six 
or  eight  hours;  200  mg./Kg./day  in  divided 
doses  every  six  hours  for  severe  infections. 


Contraindications:  (1)  Hypersensitivity  to 
penicillin.  (2)  Infections  by  penicillinase- 
producing  staphylococci  and  other  penicillin- 
ase-producing organisms.  Aerohacter  aero- 
genes,  Pseudomonas  pgocyanea,  and  Proteus 
morganii  are  resistant  to  PENBRITIN  (am- 
picillin ) . 

Side  Effects : Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasion- 
ally appeared. 

Precautions:  As  with  other  antibiotics,  pre- 
cautions should  be  taken  against  gastro- 
intestinal superinfection.  To  date,  safety  for 
use  in  pregnancy  has  not  been  established. 
Supplied:  No.  606  — Each  capsule  contains 
250  mg.  of  ampicillin.  Bottles  of  16  and  100. 
References : 1.  Rolinson,  G.  N.,  and  Stevens,  S. : 
Brit.  M.  J.  ii : 191  (July  22)  19G1.  2.  Editorial. 
Lancet  ii : 723  (Oct.  5)  1963.  3.  Parker,  M.  T.,  et 
at.:  Brit.  M.  J.  i : 1550,  1962.  4.  Evans,  W.,  and 
Hansman,  D.:  Lancet  ?' : 451  (Feb.  23)  1963. 
5.  Richards,  J.  I).  M.,  and  Rycroft,  J.  A.:  Lancet 
f : 5 5 3 ( March  9)  1963.  6.  Schaedler,  R.  W,  et  at.: 
New  England  J.  Med.  2/0:127  (Jan.  16)  1964. 
7.  Howard,  R,  and  Riley,  H.  D.,  Jr.:  Abstracts, 
Fourth  Interscience  Conference  on  Antimicro- 
bial Agents  and  Chemotherapy,  Oct.  26-28,  1964, 
New  York,  N.Y 


AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  Washington  Office 
of  the  American  Medical  Association 


HP  he  American  Medical  Association  lias 
urged  that  Congress  approve  the  Herlong- 
Curtis  Eklercare  bill  (H.R.  3727)  as  the  best 
answer  to  the  problem  of  providing  medical  care  to 
people  over  65  who  need  help  in  paying  hospital  and 
doctor  bills. 

In  testimony  presented  at  a closed  hearing  of  the 
House  Ways  and  Means  Committee,  representa- 
tives of  the  AMA  also  reaffirmed  the  Association’s 
opposition  to  the  King-Anderson  bill,  known  as 
Medicare. 

The  Herlong-Curtis  Eklercare  bill,  incorporat- 
ing recommendations  of  the  AMA,  was  introduced 
by  Rep.  A.  Sydney  Herlong,  Jr.  (D.,  Fla.)  and 
Rep.  Thomas  B.  Curtis  (R.,  Mo.). 

The  AMA  was  represented  before  the  House 
Committee  by  Donovan  F.  Ward,  m.d.,  Dubuque, 
Iowa,  the  Association’s  president;  F.  J.  L.  Blasin- 
game.  m.d.,  AMA  executive  vice  president,  and 
Frank  Coleman,  m.d.,  Des  Moines,  Iowa,  past 
chairman  of  the  AMA  Council  on  Legislative 
Activities. 

The  bi-partisan  Herlong-Curtis  hill,  entitled  the 
Eklercare  Act  of  1965,  would  amend  the  Kerr-Mills 
law  to  authorize  broad  health  insurance  coverage 
for  elderly  persons.  It  would  authorize  federal 
grants  to  the  states  on  a matching  basis  to  help 
persons  65  years  of  age  and  older  pay  costs  of  the 
health  insurance  if  they  could  not  afford  it  other- 
wise. The  hill  would  provide  for  utilization  of  Blue 
Shield  and  Blue  Cross  plans  and  private  health 
insurance  companies. 

The  cost  of  such  coverage  would  he  borne  entirely 
by  government  for  those  elderly  individuals  whose 
income  falls  below  limits  set  by  each  state.  For 
individuals  with  incomes  between  the  minimum  and 
a maximum,  government  would  pay  a part  of  the 
cost  on  a sliding  scale  according  to  income.  Indi- 
viduals with  income  above  the  maximum  would  pay 
the  entire  cost,  hut  they  would  have  the  benefits  of 
an  income  tax  deduction  for  such  payments,  as  well 
as  statewide  bargaining  for  non-cancellable  health 
care  policies. 

Persons  under  65  years  of  age  also  would  he 
given  an  income  tax  deduction  for  the  amount  of 
premiums  paid  on  non-cancellable  health  insurance 
policies  to  become  effective  upon  retirement. 


States  could  administer  the  program  under  state 
health  departments  if  they  so  chose.  The  Kerr-Mills 
program  now  is  administered  by  state  welfare 
departments. 

Both  Herlong  and  Curtis  are  members  of  the 
Ways  and  Means  Committee  which  made  health- 
care-for-the-eklerly  legislation  its  first  business  of 
this  session. 

In  a joint  statement  when  they  introduced  the 
hill.  Herlong  and  Curtis  said  : 

“Our  legislation  is  designed  to  provide  elderlv 
persons  all  the  medical  services  they  require,  in  con- 
trast to  the  limited  benefits  in  the  King-Anderson 
social  security  tax  hill.  Under  our  hill,  workers 
would  not  he  taxed  to  pay  for  hospitalization  of  those 
who  are  financially  able  to  pay  for  it  themselves. 

"This  legislation  would  not  endanger  the  solv- 
ency of  the  social  security  fund  or  permit  control  of 
local  hospitals  by  a federal  bureaucracy,  as  the 
King-Anderson  proposal  could. 

“This  bill  goes  to  the  real  problem  : helping  chose 
who  need  help  in  financing  their  health  care.  That 
problem  would  still  remain  after  these  individuals 
had  used  up  the  limited  benefits  of  the  King- 
Anderson  bill.  Why  levy  a new  tax  and  set  up 
another  federal  bureaucracy  when  it  will  not  do  the 
full  job?” 

Identical  bills  were  introduced  by  a number  of 
senators  and  other  members  of  the  House,  including 
Rep.  Durward  G.  Hall  (R..  Mo.),  who  also  is  a 
member  of  the  AMA  House  of  Delegates. 

The  AMA  representatives  pointed  out  that  the 
Eldercare  hill  was  designed  to  provide  the  elderly 
who  need  financial  assistance  with  a wide  range  of 
hospital  and  medical  benefits  — far  more  than  the 
limited  benefits  Medicare  would  provide. 

Lhider  the  Herlong-Curtis  Eklercare  bill,  the 
amount  of  financial  assistance  given  to  the  elderly 
would  he  determined  by  the  amount  of  help  re- 
quired, the  AMA  noted. 

The  Eklercare  plan  would  expand  and  enlarge 
on  the  existing  Kerr-Mills  law,  preserving  state 
control  over  administration  and  requiring  no  new 
payroll  taxes  on  wage  earners,  the  AMA  said. 

They  pointed  out  that  Medicare  benefits  would 
he  restricted  to  limited  hospitalization,  some  nurs- 
ing home  care  in  some  nursing  homes,  some  hospital- 

continued  on  page  120 
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Position:  Each  tablet  contains  chlorthalidone, 
g..  and  reserpine,  0.25  mg. 
raindications:  History  of  mental  depression, 
rsensitivity,  and  most  cases  of  severe  renal 
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ting:  Discontinue  2 weeks  before  general 
thesia,  1 week  before  electroshock  therapy, 
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severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Availability:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  breakfast. 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19,  1964. 
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continued  from  page  118 

connected  diagnostic  services,  and  home  nursing 
care. 

Thev  said  all  these  benefits  would  be  provided 
under  the  Eldercare  program.  But  in  addition,  they 
said.  Eldercare  would  provide  the  services  of  physi- 
cians and  surgeons,  drugs  outside  the  hospital  as 
well  as  in  the  hospital,  diagnostic  services  whether 
connected  to  hospitalization  or  not.  and  other  medi- 
cal services  which  Medicare  would  not  provide. 

Thev  also  pointed  out  that  Medicare  would 
impose  higher  payroll  taxes  on  workers  and 
employers  for  a centralized,  federally-controlled 
program  which  would  provide  benefits  to  everyone 
over  65,  the  wealthy  and  well-off  as  well  as  the 
needy. 

At  the  request  of  the  Johnson  Administration, 
which  is  pushing  the  King-Anderson  Medicare 
legislation.  Rep.  W ilbur  D.  Mills  (D.,  Ark.),  chair- 
man of  the  Ways  and  Means  Committee,  introduced 
a sweeping  bill  (H.R.  3699)  that  would  consolidate 
the  federal-state  medical  programs  and  extend 
Kerr-Mills  medical  benefits  to  needy  children  under 
21  vears  of  age  and  their  parents. 

The  Administration  bill  also  would  require  states 
to  follow  a flexible  income  test  to  determine  Kerr- 
Mills  eligibility  and  to  provide  specified  minimum 
medical  services.  These  minimum  services  would 
include  inpatient  and  outpatient  hospital  services, 
other  laboratory  and  x-ray  services,  nursing  home 
care  and  physicians’  services  “in  the  (physician’s) 
office,  the  patient’s  home,  a hospital,  or  a skilled 
nursing  home.” 

Dr.  Ward  told  the  Ways  and  Means  Committee 
that  the  AMA  opposes  the  King-Anderson  Medi- 
care hill  (H.R.  1 ) because  it  “would  be  unpredict- 
able expensive.” 
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"It  is  unnecessary."  he  said.  “It  would  represent 
a dangerous  venture  by  the  federal  government  in 
the  field  of  health  care. 

“Enactment  of  this  program  would  impose  an 
unfair  burden  on  the  nation’s  wage-earners  and 
their  employers  to  finance  health  care  benefits  for 
millions  of  older  Americans  who  are  self-support- 
ing. even  wealthy,  and  do  not  need  government 
benefits. 

"Further,  government  regulation  and  control 
which  would  he  established  under  this  hill  is  not 
compatible  with  good  medicine.  The  availability  of 
medical  service  to  the  aged  could  be  contingent  upon 
the  availability  of  tax  money  and  not  upon  the 
medical  needs  of  older  citizens.  With  quantity  thus 
restricted,  quality  would  inevitably  suffer.  . . . 

“We  are  opposed  to  government  undercutting 
and  disrupting  the  continuing  progress  of  private 
health  insurance  and  prepayment  plans,  on  which 
145.000.000  Americans  of  all  ages  today  depend  for 
protection  from  their  illness  costs. 

“We  are  opposed  to  offering  false  promises  to 
the  unfortunate  who  do  need  help.  This  hill  would 
provide  only  a fraction  of  the  care  necessary  in  any 
serious  illness,  a fact  which  many  of  our  aged  do 
not  realize.  . . . 

"From  the  beginning,  our  involvement  in  this 
issue  has  been  deep  and  unavoidable.  We  physicians 
care  for  the  elderly  and  know  their  health  needs 
better  than  anyone  else.  . . . 

“We  have  pursued  for  years  the  goal  of  finding  a 
means  for  filling  the  broad  medical  needs  of  older 
citizens,  who  need  help  in  financing  their  health 
care,  while  preserving  for  all  Americans  the  high 
standards  and  high  quality  of  our  present  health 
care  system. 

“Out  of  these  efforts  of  the  nation's  physicians  - — 
during  which  they  examined  and  rejected  scores 
of  tentative  proposals  — has  come  a series  of 
recommendations  which  has  found  expression  in 
H.R.  3727. 

“I  sat'  categorically  that  this  hill  could  provide 
more  benefits  for  persons  over  65  who  need  health 
care  and  cannot  pay  for  it.  and  at  less  cost  to 
taxpayers,  than  any  other  measure  pending  before 
Congress.  . . . 

“Utilizing  Blue  Cross  and  Blue  Shield  and  health 
insurance  companies  as  intermediaries,  state  gov- 
ernments would  be  authorized  to  offer  the  aged  a 
broad  spectrum  of  benefits,  including  physicians' 
care,  surgical  and  drug  costs,  hospital  and  nursing 
home  charges,  diagnostic  services,  and  x-ray  and 
laboratorv  fees.  These  are  the  components  which 
go  to  make  up  an  individual’s  total  bill  for  illness. 

“H.R.  1 would  cover  only  a small  portion  of  these 
services.  ...  It  would  not  cover  doctors’  services  or 
surgical  charges.  It  would  not  cover  drugs  outside 
the  hospital  or  nursing  home.  It  would  offer  only  a 
partial  answer  to  any  serious  illness." 
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The  remarkable  efficacy  of  Robinul  (glycopyrrolate)  in  the  treatment  of  peptic  ulcer  cannot  be 
attributed  to  any  single  characteristic  of  the  drug.  Rather  it  is  the  sum  total  of  several  subtle 
pharmacologic  advantages  that  enables  this  anticholinergic  to  make  such  a significant  contribu- 
tion to  the  total  ulcer  regimen. 

Epstein1  found  glycopyrrolate’s  intensive  antisecretory  action  to  be  exemplary.  Breidenbadr  was 
impressed  by  its  pronounced  antispasmodic  effects.  And  Young  and  Sun'1  reported  that  a 2 mg. 
oral  dose  “did  not  affect  gastric  emptying  or  intestinal  transit  time.  . . .”  According  to  Slanger4, 
the  absence  of  annoying  side  effects  is  an  important  plus  factor  “.  . . for  it  permits  ready  indi- 
vidualization of  dosage  for  control  of  mild  to  severe  symptoms.”  Posey5  sums  it  up  when  he  says, 
“In  effect,  with  glycopyrrolate,  one  approaches  an  ideal  agent  for  the  management  of  peptic 
ulcer.  With  it  a vagolytic  effect  may  be  obtained  without  interfering  with  gastric  emptying — the 
medical  equivalent  to  vagectomy  plus  an  adequate  drainage  procedure.” 

We  invite  you  to  try  Robinul  (glycopyrrolate)  in  your  practice.  Discover  firsthand  how  several 
subtle  advantages  add  up  to  make  it  the  superior  anticholinergic  agent. 


BRIEF  SUMMARY 

indications:  In  addition  to  its  primary  indications  for 
duodenal  and  gastric  ulcer,  glycopyrrolate  is  indicated  for 
other  G-I  conditions  which  may  benefit  from  anticholinergic 
therapy.  Robinul-PH  Forte  (glycopyrrolate  2 mg.  with  phe- 
nobarbital) is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 

contraindications:  Glaucoma,  urinary  bladder  neck  ob- 
struction, pyloric  obstruction,  stenosis  with  significant  gastric 
retention,  prostatic  hypertrophy,  duodenal  obstruction,  car- 
diospasm (megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity  to  pheno- 
barbital. 

PRECAUTIONS:  Administer  with  caution  in  the  presence  of 
incipient  glaucoma. 

side  effects-  Dryness  of  the  mouth,  blurred  vision,  urinary 
difficulties,  and  constipation  are  rarely  troublesome  and  may 


generally  be  controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic  drugs  include 
tachycardia,  palpitation,  dilatation  of  the  pupil,  increased 
ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizzi- 
ness, drowsiness,  and  rash. 

DOSAGE:  Should  be  adjusted  according  to  individual  patient 
response.  Average  and  maximum  recommended  dose  is  1 tab- 
let three  times  a day:  in  the  a.m.,  early  p.m.,  and  at  bedtime. 
See  product  literature  for  full  prescribing  information. 
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Robinul®(glycopyrrolate  1 mg.  per  tablet) 

Robinul®-PH  (glycopyrrolate  1 mg.  per  tablet) 
phenobarbital  16.2  mg. 

(warning:  may  be  habit  forming) 

references:  1 . Epstein,  J.  H. : Am.  J.  of  Gastroent.,  37:295, 
March,  1962.  2.  Breidenbach,  W.  C.:  Investigative  Clinical 
Report,  March,  1961.  3.  Young,  R.,  and  Sun,  D.  C.  H.:  Ann. 
N.  Y.  Acad.  Sc.,  99:174,  Feb.,  1962.  4 Slanger,  A.:  Journal 
of  New  Drugs,  2:215,  July-Aug.,  1962.  5.  Posey,  E.  L.,  Jr.: 
Am.  J.  Dig.  Dis.,  7:863,  Oct.,  1962. 
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EDITOR’S  MAILBOX 

MONTEFIORIANA 

To  the  Editor  : 

Thank  you  very  much  for  the  copies  of  the  Rhode 
Island  Medical  Journal  March  1964  issue.  I am 
having  one  of  them  placed  in  the  Mocatta  Library 
of  the  Jewish  Historical  Society  of  England  which 
is  the  largest  collection  now  of  Montefioriana.  The 
caption  to  figure  II  on  page  131  says  that  the 
picture  is  reproduced  from  the  diaries  edited  by 
Dr.  L.  Lolive  — instead  of  “Lolive”  one  should 
read  “Dr.  L.  Locuee.”  The  gentleman  referred  to 
was  in  fact  my  own  great  grandfather. 

Raphael  Loewe 

106  a College  Road 
London,  N.W.  10 

We  regret  that  this  obvious  typographical  error 
was  missed  in  reading  proof.  Ed. 

^ ^ ^ 

To  the  Editor  : 

I should  like  very  much  indeed  to  secure  copies 
of  the  Rhode  Island  Medical  Journal  for  November 
1964,  in  which  the  fine  editorial  entitled  “The  Spe- 
cial Problem  of  Gastric  Ulcer”  appeared.  Unfortu- 
nately, our  library  does  not  have  your  journal.  Your 
analysis  is  so  fine  and,  of  course,  so  very  compli- 
mentary to  me  that  I am  anxious  to  have  copies  to 
send  to  my  children. 

Lester  R.  Dragstedt 
Research  Professor  of  Surgery 
Dept,  of  Surgery 
University  of  Florida 
Gainesville,  Fla. 


Thanks.  Copies  forwarded  stat.  Ed. 
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potassium  depletion  may 
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cirrhosis  or  severe  ischemic 
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tients receiving  corticoster- 
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fast. 

Availability:  Tablets  of  100 
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mation. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsiey,  New  York  Hy-3416 


How  does 
your  diuretic 
stack  up 
against 
Hygroton? 

brand  of  chlorthalidone 


Response  to  the  maximum  Adapted  from  Swartz,  C.,  et  al. : 
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because  food  is  a factor 
in  oral  penicillin  therapy... 


this  ts  the  kind  of  breakfast 
used  in  the  Griffith  and  Black  study  reported  here. 


Consider  V-Cillin  K,  the  acid-stable  peni- 
cillin that  is  less  affected  by  gastric  acids 
than  is  oral  penicillin  G.  In  fact,  compara- 
tive data  show  that  V-Cillin  K given  with 
meals  produces  blood  levels  twice  as  high 
with  just  hctlf  the  dose.  Such  pharmaco- 
logic characteristics  provide  your  patients 
consistently  dependable  therapy.  In  addi- 
tion, significant  economy  is  achieved,  since 
three  to  four  times  as  much  oral  penicillin 
G is  required  to  assure  equivalent  anti- 
bacterial activity.1 

1.  Griffith,  R.S.,and  Black,  H.R.: Current Ther.  Res., 6: 253, 1964. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  of  staphylococci.  Contraindica- 
tions and  Precautions:  Although  sensitivity  re- 
actions are  much  less  common  after  oral  than  after 
parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 
to  penicillin.  As  with  any  antibiotic,  observation 
tor  overgrowth  ot  nonsusceptible  organisms  dur- 
ing treatment  is  important.  Usual  Dosage  Range: 
125  mg.  (200.000  units)  three  times  a day  to  250 
mg.  every  four  hours.  Supplied:  Tablets  V-Cillin  K, 
125  or  250  mg.,  and  V-Cillin  K,  Pediatric,  125  mg. 
per  5-cc.  teaspoonful,  in  40,  80,  and  150-cc.-size 
packages. 


V-Cillin  K" 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 

500228 


fil 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance. ..and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
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CAN  YOU  NAME  IT? 

Conducted  by  Thomas  FORSYTHE,  m.d..  Associate  Radiologist 
Department  of  Roentgenology,  Rhode  Island  Hospital 


This  is  a 67-year-old  diabetic  male  with  a 
painful  foot  of  two  ( 2 ) years  duration. 

Differential  Diagnosis: 

a.  Osteomyelitis? 

b.  Sarcoid? 

c.  Gouty  arthritis? 

d.  Rheumatoid  arthritis? 


( See  Page  148 ) 


Attractive  & Functional  Offices 
by 


□ □ 


Desiyners  & Suppliers  of  Offices 

150  Dorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 


A CHEER 


arose  from  the  tense  crowd 
as  suddenly,  through  the 
flames  and  smoke,  a fireman 
appeared  at  the  third-floor 
window  carrying  a tiny 
form.  Swiftly  he  descended 
the  ladder  and  placed  the 
child  in  the  mother’s  out- 
stretched arms.  "My  baby!” 
she  sobbed  gratefully.  "How 
can  I ever  thank  you?” 
"Perhaps  with  a sparkling 
glass  of  Warwick  Club  Pale 
Dry  Ginger  Ale,  available 
in  the  full  32-ounce  quart 
bottle,”  he  responded.  "It 
sings  in  the  glass  . . .” 


MARCH,  1965 
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First  things  first,  of  course... 


but  when 

tension  and  anxiety  accompany  physical 
disease  or  surgical  procedures... 
there’s  one  tranquilizer  that  belongs 
on  every  hospital  service 

MiltOWll  (meprobamate) 

Indications:  ‘Miltown’  (meprobamate)  is  effective  in  relief  of  anxiety  and  tension  states.  Also  as 
adjunctive  therapy  when  anxiety  may  be  a causative  or  otherwise  disturbing  factor.  Although  not 
a hypnotic,  ‘Miltown’  fosters  normal  sleep  through  both  its  anti-anxiety  and  muscle-relaxant 
properties. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  or  meprobamate- 
containing  drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradu- 
ally after  use  for  weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal  may  precipitate  recur- 
rence of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should  be  avoided 
if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by 
meprobamate.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and 
petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose. 
Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after  one  to  four  doses.  Mild 
reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  peripheral  edema  and  fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been 
reported.  More  severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive  crises  (1  fatal  case),  anuria,  anaphy- 
laxis, stomatitis  and  proctitis.  Treatment  should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to 
elicit  these  conditions  were  given  concomitantly.  Fast  EEG  activity  has  been  reported,  usually 
after  excessive  meprobamate  dosage.  Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three  times  daily.  Doses  above  2400  mg.  daily 
are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

(^^Wallace  LABORATORiES/CYa/fbttry,  N.  J. 
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DOCTOR... 

Build  An  Estate  for  your  Son! 

★ ★ ★ 

$100,000  ORDINARY  LIFE  INSURANCE 


Age  1 . . 

. S 

559.00,  yearly 

Age  5 . . 

. s 

616.00.  yearly 

Age  10  . . 

. s 

725.00,  yearly 

Age  13  . . 

. s 

800.00.  vearlv 

Age  16  . . 

. s 

884.00,  yearly 

Age  20  . . 

. S1010.00,  vearlv 

★ ★ ★ 

After  five  years,  yearly  guaranteed  in- 
crease in  easli  value  exceeds  deposits! 

★ ★ ★ 

An  ideal  gift  to  sons  and  grandsons. 

★ ★ ★ 

rite  or  ’phone : 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  St..  Providence,  R.  I. 


HEALTH  HAVENS 


NATIONALLY  ACCREDITED 
SKILLED  NURSING  HOME 


REGISTERED  NURSES 
24  HOURS  DAILY 


Spacious  Private  and  Semi-Private  Rooms 
at  Reasonable  Rates  According  to  needs 

Nursing,  Comalescent  and  Retirement  Care 

ETHICALLY  MANAGED 

PROFESSIONALLY  ORIENTED 

lOO  WAMPANOAG  TRAIL 
EAST  PROVIDENCE.  R.  I. 

438-4275 

(Less  than  12  min.  from  all  Providence  Hospitals) 


WVrB£ASLAV^ 
TO  YOUR 
PHOUR/ 


4 


. v:  >j 


Wherever  you  go 
forget  your  telephone 
calls.  Well  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg, 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B 1 2 Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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The  Doctor's  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 


In  Diverticulosis  and  Diverticulitis... 


M FT  A M 1 1 0 1 1* brandof 

III  I #»  I W I I La  psyllium  hydrophilic  mucilloid 

“Diverticulosis  ...a  low-roughage  diet  is  advisable. ...  Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 

“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated1  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil.  . . 

Usual  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 

1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn.  H.  (editor): 
Current  Therapy  — 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
p.  225. 


SEARLE 


Research  in  the  Service  of  Medicine 


The  RHODE  IS  LAMP  MEDICAL  I II  mil 

VOL.  XLVIII  MARCH,  1965  NO.  3 


SNOW- SHOVELING  DEATHS 

A Report  of  Eight  Cases  in  January  1964, 
During  a Single  Storm 

Examines  Critically  the  Practice  of  News  Media  of 
Associating  Snow  Shoveling  and  Sudden  Death 
Alex  M.  Burgess,  Jr.,  m.d. 


The  Author.  Alex  M.  Burgess,  Jr.,  M.D.,  of  Provi- 
dence, R.  1 . Research  Associate  in  Preventive  Medicine, 
Harvard  Medical  School;  Assistant  Member,  Institute 
for  Health  Sciences,  Brou  n University. 


np  he  honest  physician  must,  it  seems,  lie  some- 
what  humbled  when  he  realizes  how  often  his 
judgments  are  based,  not  on  scientific  evidence,  but 
on  “experience.”  by  which  we  mean  the  end-result 
of  a long  series  of  casual  observations  and  offhand 
impressions  from  a variety  of  sources  of  varying 
reliability.  Once  formed,  moreover,  opinions  tend 
to  be  constantly  reinforced  by  those  evidences  which 
are  consistent  with  the  biases  already  formed.  The 
more  we  push  out  into  those  areas  where  our  knowl- 
edge is  only  partial,  the  more  this  tends  to  be  true. 
We  are  not  as  far  from  our  “less  enlightened” 
predecessors  of  earlier  generations  as  we  would 
like  to  think,  and,  although  the  physician  may  be 
less  likely  to  he  misled  by  reports  in  the  daily  press 
than  his  lay  friends,  he  is  certainly  not  in  any  sense 
immune. 

Each  winter,  when  there  is  a heavy  snowfall,  the 
press  features  reports  of  the  deaths  of  persons  who 
were  shoveling  snow,  and  television  and  radio  begin 
to  carry  warning  bulletins  provided  by  heart  asso- 
ciations, perhaps  with  mixed  health  educational  and 
promotional  motives.  Even  the  manufacturers  of 
motorized  snow  removal  equipment  have  begun  to 
incorporate  in  their  advertisements  suggestions  that 
their  products  may  protect  our  hearts.  Medical  lit- 
erature contains  little  that  is  helpful  and  much  that 
is  confusing.  Different  authors  often  weighing  simi- 
lar evidence,  interpret  it  to  support  contradictory 
conclusions.  For  example,  Yater1  in  his  extensive 
clinicopathological  study  of  deaths  from  military 
sources  was  unable  to  bring  out  evidence  that  deaths 
or  onset  of  symptoms  tended  to  group  themselves  in 
relationship  to  periods  of  heavy  exertion.  At  the 
same  time,  authors  such  as  Isaacs2  still  feel  that  the 
evidence  points  in  the  opposite  direction,  and  the 


decisions  of  compensation  commissioners  often  tend 
to  mirror  such  opinions.  The  present  article  will  not 
make  any  attempt  to  clarify  this  issue,  but  will  only 
attempt  to  look  behind  the  press  report  of  one  group 
of  deaths  to  see  what  did  actually  happen.  We  are 
particularly  interested  in  the  question  as  to  whether 
the  deaths  were  in  persons  with  known  disease  of 
the  heart. 

The  Providence  Journal  for  January  15.  1964 
carried  a three-column  front  page  headline  reading 
“BLIZZARD  LEAVES  11  DEAD  IN  STATE'' 
immediately  evoking  the  image  of  eleven  healthv 
citizens  unexpectedly  struck  down  by  the  unfriendlv 
forces  of  nature.  The  article  itself  showed  that  one 
had  died  under  the  wheels  of  a snow  removal  truck, 
one  had  died  of  exposure,  and  one  while  he  was 
telephoning  for  help  when  his  car  became  stuck  in 
a drift.  The  remaining  eight,  the  subjects  of  this 
report,  were  “stricken”  (the  word  is  repeated  for 
each  of  the  victims)  while  shoveling  snow  or  after 
doing  so.  Seven  of  the  deaths  had  taken  place  on  the 
thirteenth  and  the  other  on  the  fourteenth,  the 
morning  after  the  conclusion  of  the  storm. 

With  the  kind  co-operation  of  the  State  Depart- 
ment of  Health  and  the  Chief  Medical  Examiner, 
we  have  had  the  opportunity  of  examining  the  offi- 
cial records  pertaining  to  the  eight  deaths,  and  have 
arranged  for  interviews  with  the  nearest  Surviving 
relative  of  each  decedent.  The  staff  of  the  United 
States  Weather  Bureau  at  Hillsgrove  has  furnished 
a summary  of  two  months  of  winter  weather,  and 
for  the  same  two  months,  January  and  February, 
the  Chief  Medical  Examiner  has  furnished  a tabu- 
lation of  the  number  and  distribution  of  sudden 
cardiac  deaths  known  to  his  office.  Certain  addi- 
tional details  on  individual  cases  have  been  fur- 
nished by  the  physicians  who  had  cared  for  them 
prior  to  their  final  episodes. 

The  winter  of  1964  in  southern  New  England 
started  out  as  an  “open”  one,  and  what  little  snow 
had  been  on  the  ground  on  New  Year’s  Day  had 
disappeared  under  sunny  skies  and  above-normal 

continued  on  next  pave 
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temperatures  during  the  next  two  weeks.  About 
two  hours  after  midnight  on  the  morning  of 
Monday.  January  13.  a light  snow  began  to  fall,  and 
by  daylight  the  ground  was  covered  to  a depth  of 
->4  of  an  inch.  Snow  continued  to  fall,  at  times 
heavily,  through  the  day  and  homebound  traffic  in 
the  late  afternoon  was  at  a standstill  on  many  city 
streets.  The  snow  by  this  time  had  reached  a depth 
of  about  five  inches,  the  wind  was  blowing  strongly 
out  of  the  northeast,  and  the  temperature,  which 
had  risen  to  20  during  the  afternoon,  was  declining 
again  into  the  teens.  When  the  storm  finally  came 
to  an  end  at  about  daybreak  on  the  fourteenth,  there 
was  1 1 inches  of  drifted  snow.  The  householders 
who  had  shoveled  the  previous  evening  had  the  job 
to  do  over  again.  The  state  dug  itself  out  under 
bright  skies,  and  the  newspaper  edition  referred  to 
above  was  delivered  on  a typical  crisp  cold  winter 
day. 

On  the  13th  and  14th,  the  Medical  Examiner 
received  reports  of  five  deaths  and  one  death  respec- 
tively, attributable  to  cardiac  causes,  four  of  which 
were  among  those  we  are  describing.  Looking  at  his 
figures  for  all  of  January  and  February,  we  find 
that  there  were  only  three  days  on  which  as  many 
as  five  cardiac  deaths  were  reported.  A test  of 
statistical  significance  based  on  the  “Poisson  Dis- 
tribution" shows  that  five  deaths  is  not  significantly 
beyond  expected  chance  variability.  Moreover,  it  is 
of  particular  interest  that  on  both  of  the  other  five- 
case  days  the  weather  was  clear,  while  on  the  days 
of  the  two  other  important  snowfalls  which  took 
place  in  this  two-month  period  no  such  deaths  were 
reported.  The  record  supports  no  suspicion  that 
deaths  tended  to  follow  storms  during  this  particu- 
lar period. 

The  following  brief  case-summaries  give  the  per- 
tinent available  information  as  to  the  health  of  the 
individuals  and  the  circumstances  of  their  deaths. 
This  material  is  assembled  from  data  on  death 
certificates,  Medical  Examiners’  reports,  and  inter- 
views with  survivors.  Confirmation  and  additional 
detail  has  been  made  available  by  the  decedents’ 
physicians  in  some  instances. 

Case  Reports 

Case  One:  This  53  year  old  Italian-American 
truck  driver  and  warehouse  worker  had  been  laid 
off  from  work  four  months  earlier,  but  not  for 
reasons  of  health.  He  was  markedly  overweight, 
but  his  previous  health  had  been  good,  and  he  had 
been  in  the  habit  of  hard  physical  work.  Shortly 
after  four  p.m.  on  the  13th,  when  there  was  about 
three  or  four  inches  of  snow  on  the  ground,  he  spent 
several  minutes  shoveling  a path  from  his  back  door 
to  his  car,  a distance  of  only  a few  feet.  About  J4  of 
an  hour  after  he  finished  this  job,  he  complained  of 
some  chest  pain,  for  which  he  took  two  aspirin 


tablets.  A few  minutes  later  he  was  found  to  be 
breathing  stertorously.  and  died  almost  at  once. 

Comment:  The  exertion  involved  in  this  man's 
activities  was  not  great,  nor  was  it  prolonged,  and 
there  was  a considerable  asymptomatic  period 
between  his  exertions  and  his  death.  However,  the 
case  was  not  inconsistent  with  sudden  death  follow- 
ing unaccustomed  exertion  in  a man  with  no  known 
predisposing  factor  other  than  obesity. 

Case  T zoo:  This  was  a 62  year  old  married  baker, 
with  mild  diabetes  controlled  by  diet,  hut  no  other 
known  medical  problems,  who  had  not  seen  a doctor 
for  a long  time.  In  the  mid-afternoon  of  the  13th. 
he  shoveled  his  entire  walk  without  difficulty.  About 
four  hours  later,  with  two  additional  inches  of  snow 
on  the  ground,  he  went  out  and  shoveled  again. 
After  a few  minutes  he  re-entered  the  house,  where 
he  collapsed  and  died. 

Comment:  A 62  year  old  diabetic  male  may  he 
assumed  to  have  pre-existing  coronary  disease  even 
in  the  absence  of  specific  evidence.  His  exertion  on 
the  second  occasion  of  shoveling  did  not  evidently 
exceed  that  which  he  tolerated  well  four  hours 
earlier.  Nevertheless,  the  possibility  that  the  exer- 
tion caused  the  attack  cannot  he  discarded. 

Case  T hree:  This  was  a 66  year  old  single  sales- 
man, rather  markedly  overweight,  who  had  had  a 
probable  myocardial  infarction  five  years  before  his 
death.  He  was  under  treatment  for  hypertension 
and  emphysema,  and  had  a chronic  cough.  His 
brother  had  had  a well-documented  myocardial 
infarct.  On  the  morning  in  question  he  was  found 
dead,  lying  in  his  yard  near  his  door,  having  evi- 
dently shoveled  an  area  in  front  of  his  garage  door. 
A neighbor  had  seen  him  in  apparent  good  health 
about  15  minutes  earlier.  This  was  at  about  noon  on 
the  13th  at  which  time  the  snow  was  about  1 /2 
inches  deep. 

Comment : This  was  a man  with  known  coronary 
artery  disease  who  had  evidently  done  some  shovel- 
ing. and  died  shortly  thereafter. 

Case  Four:  This  75  year  old  carder  in  the  textile 
industry  had  retired  four  years  previously  because 
of  age,  and  had  been  under  treatment  for  a heart 
condition  for  about  a year  and  a half.  He  was  quite 
overweight  for  his  small  stature.  His  right  arm  had 
been  amputated  as  a result  of  an  accident  a few  years 
earlier,  and  he  could  not  have  used  a shovel  effec- 
tively. In  the  mid-morning  of  the  13th,  with  less 
than  two  inches  of  snow  on  the  ground,  he  had 
swept  four  steps  with  a broom.  About  20  minutes 
later  he  was  found  dead  sitting  on  the  toilet. 

Comment : This  man  had  known  heart  disease, 
and  there  was  no  evidence  of  any  unusual  degree  of 
exertion  prior  to  death. 

Case  Five:  This  56  year  old  housewife,  the  only 
woman  in  the  series,  had  been  under  treatment  for 
hypertension  and  heart  disease  for  a period  of  twenty 
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vears.  She  had  had  swelling  of  the  ankles  and  some 
shortness  of  breath  and  chest  pain.  In  the  early 
morning  of  the  13th,  when  an  inch  or  less  of  snow 
was  on  the  ground,  she  was  seen  by  a neighbor  to 
lie  sweeping  snow  from  her  driveway.  Twenty 
minutes  later,  the  same  neighbor  noted  that  she  had 
collapsed,  and  called  the  rescue  squad.  She  was 
pronounced  dead  on  arrival  at  a hospital. 

Comment:  The  exertion  in  this  case  appears  to 
have  been  very  light,  and  there  is  ample  evidence  of 
pre-existing  heart  disease. 

Case  Six:  This  retired  laborer,  aged  67,  had 
been  under  medical  care  for  six  or  seven  years  for 
arteriosclerotic  heart  disease  manifested  by  short- 
ness of  breath  and  chest  pain.  In  the  late  afternoon 
of  the  13th  he  went  out  to  shovel,  but  collapsed  and 
died  after  just  three  or  four  shovelsful.  There  was 
evidence  that  he  had  felt  rather  better  than  usual  in 
the  immediate  past. 

Comment:  Exertion  in  this  case  had  been  almost 
negligible,  as  far  as  can  be  determined,  and  the 
cardiac  history  is  clear.  We  cannot  feel  impressed 
that  the  evidence  favors  a relationship  between  his 
snow  shoveling  and  his  death. 

Case  Seven:  This  58  year  old  accountant  had 
been  under  care  for  heart  disease  for  about  three 
vears.  He  had  had  two  probable  heart  attacks  and 
apparent  thrombophlebitis  resulting  in  swelling  of 
the  ankles  for  which  he  wore  elastic  stockings.  He 
had  been  told  to  restrict  his  physical  activities.  In 
the  mid-afternoon  of  the  13th,  against  advice,  he 
insisted  on  helping  his  wife  to  shovel.  After  a very 
short  time  he  cried  out,  collapsed,  and  died. 

Comment:  Effort  was  not  prolonged,  but  the 
temporal  relationship  to  his  death  was  clear.  The 
death  was  certainly  not  an  unexpected  one  in  the 
light  of  his  previous  history.  Although  the  death 
was  certified  as  due  to  “coronary  thrombosis,”  the 
possibility  of  a massive  pulmonary  embolus  is  by 
no  means  excluded. 

Case  Eight:  This  fiberglass  fabricator,  52  years 
of  age,  who  had  been  laid  off  for  the  past  two 
months,  had  been  known  to  have  chronic  bronchitis 
and  pulmonary  emphysema  complicated  by  chronic 
alcoholism,  but  no  evidence  to  suggest  heart  disease 
had  been  noted.  On  the  morning  of  the  14th,  when 
all  eleven  inches  of  the  storm’s  snow  was  on  the 
ground,  he  had  a small  breakfast  and  10  minutes 
later  went  out  and  shoveled  snow  for  ^4  of  an  hour. 
After  a short  pause  when  he  went  in  the  house  for  a 
cup  of  coffee,  he  shoveled  for  another  half  hour  at 
the  end  of  which  time  he  was  found  to  have  col- 
lapsed. He  was  taken  to  a hospital  where  he  died 
about  five  hours  later. 

Comment : Among  all  the  patients  reported,  this 
may  well  represent  the  longest  and  heaviest 
exertion,  and  his  collapse  was  during  his  period  of 
exertion.  The  picture  is  consistent  with  a connec- 


tion between  the  exertion  and  his  death.  On  the  day 
he  died,  the  14th,  most  of  the  state’s  major  snow 
removal  may  lie  assumed  to  have  taken  place,  but 
he  is  the  only  individual  dying  under  circumstances 
suggesting  a connection  with  snow-shoveling. 

Note:  Of  the  eight,  cases  one,  two,  five  and  six 
were  reported  to  the  Medical  Examiner,  the  others 
were  signed  out  in  normal  fashion  by  their 
physicians. 


Discussion 

Since  in  a population  the  size  of  Rhode  Island's 
sudden  death  is  almost  a daily  occurrence,  it  is  not 
an  easy  task  to  decide  whether  a particular  set  of 
circumstances  has  produced  an  abnormal  number 
of  them.  To  do  so  would  require  a type  of  investiga- 
tion which  so  far  has  not  been  satisfactorily  done. 
Furthermore,  even  if  we  assume  that  physical  exer- 
tion of  an  acute  and  unaccustomed  sort  does  pull  the 
trigger  and  set  in  motion  the  mechanism  of  sudden 
cardiac  death,  there  remains  the  possibility  that  had 
it  not  done  so,  the  same  medical  catastrophe  might 
have  appeared  hours  or  days  later  during  some 
lesser  activity,  or  even  at  rest.  It  seems  most  unlikely 
that  any  of  the  individuals  reported  here  would 
have  survived  for  long  periods  merely  because  of 
refraining  from  the  particular  activity  which 
brought  them  to  journalistic  attention.  This  report 
does  nothing  to  resolve  these  difficult  problems,  hut 
merely  suggests  suspension  of  judgment  pending 
better  evidence. 

Since  only  three  of  the  deaths  occurred  in  cases 
where  there  was  no  known  heart  disease,  since  the 
total  number  was  not  demonstrably  abnormal,  and 
since  other  storms  which  followed  were  not  asso- 
ciated with  any  such  deaths,  it  seems  unnecessary 
to  base  any  opinion  on  the  impression  created  by 
the  press  report.* 

*As  a side  comment,  we  have  this  winter  had  one  deatii 
while  operating  a snow-blower! 
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ONE  SENTENCE  ESSAY 


Doctors  must  teach  people  how  to  live  as  well  as 
how  not  to  die. 


. . . Eli  Moschcowitz 
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INFANTILE  CORTICAL  HYPEROSTOSIS:  A CASE  REPORT* 

Rare  Bone  Disease  of  Infancy , Recognized  by  X-ray , 

Is  Usually  Self -Limited 

Edward  Spindell,  m.d.,  and  Jay  Orson,  m.d. 


The  Authors.  Edward  Spindell.  M.D.,  Orthopedic 
Surgeon,  Memorial  Hospital,  Pawtucket , R.I.,  and 
Miriam  and  Rhode  Island  Hospitals,  Providence,  R.I. 
Jay  Orson,  M.D.,  Pediatrician,  Rhode  Island  and 
Miriam  Hospitals.  Providence,  R.I. 


1x  1930,  Wroske  described  several  infants  with 
clinical  findings  consistent  with  infantile  cortical 
hyperostosis  (ICH)  but  was  unable  to  classify 
them.  The  entity  was  recognized  and  first  named  in 
1945  by  Caffey.  In  March  1963  the  authors  encoun- 
tered this  disease  in  a five-month-old  oriental  baby 
whose  course  will  be  described  in  the  following 
case  report. 

Case  Report 

This  five-month-old  oriental  baby  was  initially 
seen  because  of  painful  swelling  of  the  right  fore- 
arm. The  child  had  been  irritable  for  a few  weeks 
and  displayed  increasing  reluctance  to  move  ber 
right  elbow.  There  was  no  history  of  trauma  or 
recent  respiratory  infection.  System  review  was 
within  normal  limits.  Two  other  siblings  were  per- 
fectly normal.  The  father  mentioned  spontaneously 
that  the  child’s  jaw  was  larger  than  those  of  his 
other  siblings. 

On  examination,  the  child  appeared  to  be  of 
normal  weight  and  form  for  her  age.  The  only 
significant  physical  findings  centered  about  the 
right  forearm  which  was  obviously  larger  than  the 
left  and  tender  to  palpation.  There  were  no  sur- 
rounding erythema  or  increased  heat.  Motion  at 
both  the  elbow  and  wrist  was  painful. 

Vital  signs  and  all  routine  laboratory  studies 
were  within  normal  limits,  except  for  slight  eleva- 
tion of  the  sedimentation  rate.  X-ray  studies  of  the 
long  bones  showed  abnormality  of  the  right  radius 
and  ulna  characterized  by  diffuse  periosteal  prolif- 
eration, thinning  of  the  cortices,  and  widening  of 
the  medullary  cavity.  Films  of  the  skull  showed 
typical  periosteal  proliferation  of  the  mandible,  a 
finding  pathognomic  of  ICH  at  this  age. 

It  was  elected  to  observe  the  child  and  not  treat 
actively.  After  three  months  all  symptoms  and  clin- 

*Presente<l  at  the  John  F.  Kenney  Day  Clinic,  Memorial 
Hospital,  Pawtucket,  R.  I.,  November  4,  1964. 


ical  findings  subsided,  with  reversal  of  the  x-ray 
findings  to  normal. 

Discussion 

ICH,  Caffey’s  disease,  is  a disease  of  infancy, 
usually  first  manifested  before  five  months  of  age, 
predominantly  in  females.  This  disease  has  been 
reported  from  a variety  of  racial,  social,  and  cultural 
environments  from  all  parts  of  the  world.  The  etiol- 
ogy of  ICH  is  unknown.  In  a few  familial  cases, 
transmission  has  appeared  to  be  by  either  recessive 
or  dominant  autosomal  genes. 

The  pathological  findings  consist  of  thickening  of 
normal,  immature  lamellar  bone  with  occasional 
cellular  infiltration  resembling  an  acute  inflamma- 
tory process.  The  periosteum  is  loose  and  gelatinous 
in  structure.  Nearby  arterioles  show  scattered  oblit- 
eration by  intimal  proliferation.  Sidbury  believes 
this  is  the  key  factor  leading  to  hypoxia  and  edema 
of  the  periosteum  and  overproduction  of  incom- 
plete bone.  Muscular  necrosis  and  fibrosis  have 
been  described  in  chronic  cases. 

Rarely  are  there  any  prodromal  symptoms, 
although  slight  fever,  general  irritability,  and  occa- 
sionally conjunctivitis  have  been  described.  These 
are  followed  by  the  sudden  onset  of  local  swelling, 
usually  involving  the  jaw  and  face  without  associ- 
ated lymphadenopathy.  The  areas  of  swelling  in 
decreasing  order  of  incidence  are  the  jaw,  clavicles, 
extremities  (usually  the  forearms),  scapulae,  ribs, 
and  skull.  Metatarsals  are  rarely  involved,  but 
roentgenographic  changes  of  the  bones  of  the  hand 
have  never  been  described. 

These  swellings  usually  precede  the  actual  x-ray 
changes  by  about  three  weeks.  The  swellings  are 
hard  and  involve  all  tissues  down  to  bone.  The  skin 
is  usually  pale  and  tender  but  with  no  increased  heat 
or  erythema.  There  is  usually  associated  limited 
motion  of  neighboring  joints.  During  the  course  of 
the  disease  the  swelling  may  occur  at  the  same  site, 
or  appear  at  new  sites  while  others  are  receding. 
In  1963  a case  of  ICH  was  reported  with  findings 
suggestive  of  a malignant  orbital  tumor,  namely 
exopbtbalmos  and  proptosis.  This  was  secondary  to 
bony  involvement  of  the  orbit.  Multiple  x-ray 
studies  of  the  skull  and  extremities  established  the 
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diagnosis  and  thus  prevented  an  unnecessary  orbi- 
tal biopsy. 

X-ray  studies  usually  show  involvement  of  an 
entire  bone,  characterized  by  diffuse  overproduction 
of  incomplete  bone  with  thickening.  This  develops 
into  thinning  and  widening  of  the  medullary  cavity. 
Elevated  sedimentation  rate,  slight  anemia,  and 
leukocytosis  are  frequent  findings.  Blood  chem- 
istries, urinalysis,  and  all  vitamin,  bacterial,  viral, 
and  immunological  studies  are  negative. 

Rarely,  the  disease  may  assume  a fulminating 
course  leading  to  death.  The  usual  course  is  for 
gradual  subsidence  of  all  symptoms  over  a period 
of  eight  weeks  to  nine  months.  Recurrent  cases  have 
been  reported,  as  well  as  chronic  cases  lasting  any- 
where from  one  to  three  years. 

Because  of  its  protean  manifestations,  the  disease 
may  he  confused  with  osteomyelitis,  chronic  vitamin 
A poisoning,  cherubism,  trauma,  neoplasm,  paro- 
titis, infantile  leukemia,  and  rheumatoid  arthritis 
among  many  others.  A complete  skeletal  survey  will 
establish  the  diagnosis. 

The  generally  accepted  management  is  close 
observation.  A short  course  of  high  dosage  steroids 
has  been  recommended  by  Caffey  and  others. 

Summary 

A case  of  infantile  cortical  hyperostosis  has  been 
presented.  Recent  concepts  of  the  disorder  have 
been  reviewed : 

1.  ICH  is  usually  a self-limiting  disease,  easily 
recognized  by  age  of  occurrence,  and  clinical  and 
roentgenographic  manifestations. 

2.  Recognition  of  this  disease  permits  early 
reassurance  of  the  parents  and  prevents  unneces- 
sary surgical  intervention. 

3.  All  infant  siblings  should  be  studied  carefully 
by  x-ray. 

4.  A short  course  of  high  dosage  steroid  therapy 
should  be  reserved  for  the  occasional  fulminating, 
chronic,  or  recurrent  cases. 
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Fig.  1.  Right  upper  extremity. 


Fig.  2.  Note  periosteal  formation  of  mandible. 
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ERUPTIVE  DIABETIC  XANTHOMA 

Skin  Disorder  Associated  with  Diabetes 
Can  Be  Reversed  by  Control  of  Hyperlipemia 
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We  have  recently  seen  two  patients  with 
Eruptive  Xanthoma.  Since  this  condition  is 
rarely  seen,  it  is  our  opinion  that  a report  on  these 
cases  would  be  of  value. 

Case  Reports 

Case  1.  A forty-one  year  old  white  male  was 
seen  in  January  1964.  complaining  of  an  eruption 
involving  the  chest,  arms,  forearms,  buttocks,  and 
extensor  aspects  of  the  upper  legs,  of  six  months 
duration.  The  itching  was  slight.  History  revealed 
excessive  urination  and  thirst  since  the  onset  of  the 
skin  lesions.  His  mother  had  died  of  diabetes  several 
years  before. 

The  eruption  consisted  of  grouped  pinhead-to- 
pea-size  papules  and  nodules,  firm  in  consistency, 
and  surrounded  by  a reddish  halo.  A diagnosis  of 
eruptive  xanthoma  due  to  diabetes  mellitus  was 
made,  and  this  was  confirmed  subsequently  by  the 
demonstration  of  glycosuria,  hyperglycemia,  and  a 
diabetic  response  to  the  glucose  tolerance  test. 

On  examination  his  weight  was  244  pounds, 
blood  pressure  144  108.  A postprandial  blood 
sugar  ( 1 hours  after  lunch)  was  286  mg.  per  cent. 
Blood  cholesterol  was  368  mg.  per  cent.  Total  blood 
lipids  was  2860  mg.  100  ml.  Therapy  was  initiated 
in  the  routine  manner  with  tolbutamide,  and  the 
dosage  was  brought  down  to  .5  gram  twice  daily  for 
maintenance  dosage  on  the  third  day  of  treatment. 
Dietary  control  was  also  instituted  with  an  associ- 
ated weight  reduction  regime. 

In  the  course  of  ten  weeks  he  lost  forty  pounds. 
A fasting  blood  sugar  at  the  end  of  this  time  was 
79  mg.  per  cent  and  the  blood  urea  nitrogen  was 
6 mg.  per  cent.  Total  blood  lipids  were  decreased  to 
989  mg./lOO  ml.  Tolbutamide  was  decreased  to 
.25  gram  twice  daily  after  meals.  The  dermatitis 
involuted  completely. 


Case  2.  A forty-one  year  old  negro  male  had 
been  hospitalized  on  two  occasions  for  acute  schizo- 
phrenic reaction  and  had  had  diabetes  mellitus  for 
four  years.  He  was  maintained  on  55  units  of  regu- 
lar insulin.  Subsequentlv  he  discontinued  treatment 
and  was  lost  to  follow-up  for  two  rears. 

He  was  again  seen  in  1963  and  his  diabetic  status 
was  re-evaluated.  Fasting  blood  sugar  was  383  mg. 
per  cent.  He  was  treated  with  tolbutamide  .5  gram 
twice  daily.  He  lost  eight  pounds  and  complained 
of  anorexia  and  fatigue.  Fasting  blood  sugar  was 
repeated  and  was  368  mg.  per  cent.  Tolbutamide 
was  increased  to  1.5  grams  daily  in  divided  doses 
without  relief  of  symptoms.  It  was  increased  again 
to  2 grams  daily  with  subsequent  improvement  in 
appetite  and  regain  of  seven  pounds  of  weight. 


Fig.  1.  Showing  typical  lesions  of  Eruptive  Diabetic 
Xanthoma  on  elbow. 
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MARCH,  1965 

At  this  time  he  complained  of  a papular,  nodular 
rash  involving  the  extensor  aspects  of  both  fore- 
arms, lower  legs,  both  palms,  elbows,  and  knees, 
with  moderate  itching.  The  lesions  were  firm,  with 
yellowish  tops,  painless,  and  surrounded  by  a red- 
dish halo  (Fig.  1 ). 

Laboratory  data  was  as  follows : Blood  choles- 
terol 464  mg.  per  cent.  The  gross  appearance  of 
blood  was  milky.  Total  blood  lipids  was  3255  mg./ 
100  ml.  Fasting  blood  glucose  368  mg.  per  cent. 
Urinalvsis : Color  was  pale  yellow.  Specific  gravity 
1.040.  albumin  trace,  sugar  4+,  acetone  positive, 
diacetic  acid  negative.  Microscopic:  3 white  blood 
cells  and  0-2  red  blood  cells  per  high  power  field. 

Two  weeks  after  institution  of  therapy  with  a 
dailv  dosage  of  2 grams  of  tolbutamide,  the  fasting 
blood  sugar  was  reduced  to  302  mg.  per  cent,  and 
the  rash  showed  some  signs  of  involution.  After  six 
weeks  of  treatment  the  eruption  disappeared  com- 
pletely. The  blood  lipids  were  reduced  to  1097  mg./ 
ml.  and  the  fasting  blood  sugar  to  196  mg.  per  cent. 

This  patient  adamantly  refused  to  take  insulin 
despite  explanations  regarding  the  importance  of 
treatment.  He  was  also  advised  to  remain  on  a low 
cholesterol,  low  fat  diet. 

Clinical  Features 

Eruptive  Xanthoma1,2,3  is  usually  seen  in  patients 
who  are  middle  aged,  overweight,  and  have  glyco- 
suria or  a high  sugar  tolerance  curve.  The  eruption 
appears  suddenly,  and  is  almost  explosive  in  nature. 
As  a result  of  treatment  directed  toward  the  reduc- 
tion of  the  hyperlipemia,  the  lesions  involute,  leav- 
ing no  trace.  The  lesions  can  be  found  on  any  part 
of  the  body,  but  have  a predilection  for  the  elbows, 
knees,  buttocks,  and  lmccal  mucous  membrane. 
They  are  numerous,  discrete,  confluent,  or  grouped, 
and  consist  of  pinhead-to-pea-sized,  firm,  accumi- 
nate  papules  with  a reddish  halo.  The  subjective 
symptoms  range  from  slight  itching  to  mild  tender- 
ness. The  serum  is  milky  due  to  the  presence  of 
large  amounts  of  neutral  fat.  Histological  findings, 
according  to  Ormsby,4  consist  of  a few  or  only 
occasional  foam  cells.  He  stressed  the  fact  that  the 
inflammatory  process  is  marked. 

Eruptive  Xanthoma  can  be  differentiated  from 
Xanthoma  Disseminatum  and  Xanthoma  Tubero- 
sum by  the  following  criteria  : The  latter  two  are 
disease  entities  of  primary  or  essential  xanthoma- 
tosis and  are  believed  to  be  caused  by  a disturbance 
of  the  intracellular  cholesterol  metabolism  and  by 
the  absence  of  glycosuria  and  hyperglycemia.  On 
the  other  hand,  xanthoma  eruptivum  is  only  a 
symptom  and  the  result  of  hyperlipemia  secondary 
to  diabetes  mellitus. 

Before  the  insulin  era,  involution  of  the  eruption 
was  effected  by  dietary  control.  With  the  advent  of 
insulin  and  hypoglycemic  drugs,  lesions  regress 
more  rapidly. 


Summary 

Two  cases  of  Eruptive  Diabetic  Xanthoma  are 
presented.  The  clinical  features  are  briefly  dis- 
cussed. It  is  believed  that  the  level  of  the  serum 
lipids  is  more  important  than  the  level  of  the  blood 
sugar  in  bringing  about  the  clearing  of  the  skin 
lesions. 

351  Armistice  Boulevard  (Dr.  Schiff) 
353  Armistice  Boulevard  (Dr.  Sonkin) 
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ONE  SENTENCE  ESSAY 
Infections  of  the  ear  with  pathogenic  fungi  have 
something  in  common  with  the  snakes  of  Ireland; 
there  are  none 

. . . Kingery,  F.  A.  J. : The  Myth  of  Otomycosis. 
JAMA  191  : 129,  (Jan.  11)  1965 
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AN  EXPERIMENT  IN  COMMUNITY  EDUCATION* 

Extension  Course  in  Psychiatry  for  Non-Physicians 
Fills  a Community  Need 
Alfred  E.  Fireman,  m.  d. 


The  Author.  Alfred  E.  Fireman,  M.D.,  of  Providence, 
Rhode  Island. 


Ix  1955,  the  U.  S.  Congress  passed  the  Mental 
Health  Study  Act.  The  object  was  to  arrive  at 
comprehensive  and  realistic  recommendations  for 
better  utilization  and  improvement  of  our  resources 
for  reducing  mental  illness  and  improving  mental 
health.  The  responsibility  of  meeting  the  wish  of 
Congress  fell  to  the  Joint  Commission  on  Mental 
Illness  and  Health,  a study  group  originated  earlier 
in  1955  by  the  American  Psychiatric  Association 
and  the  American  Medical  Association.  In  this 
paper  we  describe  an  experimental  effort  to  integrate 
into  the  adult  education  programs  of  Providence 
recommendations  of  the  Joint  Commission  on  Men- 
tal Illness  and  Health  concerning  public  information 
on  mental  illness.  The  project  was  further  suggested 
by  a growing  awareness  of  the  tremendous  demand 
in  the  community  for  clarification  of  the  social  place, 
content,  and  purpose  of  this  medical  specialty. 
Psychiatry  must  acknowledge  its  dependence  upon 
and  therefore  its  responsibility  to  educate  teachers, 
welfare  workers,  clergymen,  journalists,  and  other 
civic  leaders,  for  the  fullest  realization  of  its  poten- 
tial service.  One  need  only  to  reflect  on  the  contri- 
butions of  Dorothea  Dix,  Alan  Deutsch,  Clifford 
Beers,  and  Judge  D.  Bazelon  to  remind  us  of  our 
debt  to  non-medical  workers  in  the  cause  of  Mental 
Health  in  America. 

In  the  fall  of  1962,  the  author  discussed  with 
members  of  the  Psychology,  Sociology,  Education, 
and  Medical  Science  Departments  of  Brown  Uni- 
versity the  feasibility  of  carrying  out  in  the  Division 
of  University  Extension  School  Program  these 
action-for-mental-health  recommendations : 

“A  national  mental  health  program  should  focus 
on  the  modest  goal  of  disseminating  such  informa- 
tion about  mental  illness  as  the  public  needs  and 
wants  in  order  to  recognize  psychological  forms  of 
sickness  and  to  arrive  at  an  informed  opinion  in  its 
responsibility  toward  the  mentally  ill.  It  should 

*Paper  read  at  the  Eastern  Divisional  Meeting  of  the 
American  Psychiatric  Association,  at  Philadelphia,  Pa., 
November  20-21,  1964. 


capitalize  on  those  aspects  in  which  mental  illness 
differs  from  physical  illness.  Such  information 
should  have  at  least  four  general  objectives: 

1.  To  recognize  mental  illness  as  a disorder  with 
psychological  as  well  as  physiological,  emo- 
tional as  well  as  organic,  and  social  as  well  as 
individual  causes  and  effects. 

2.  To  overcome  Society's  many-sided  pattern  of 
rejecting  the  mentally  ill. 

3.  To  make  clear  what  mental  illness  is.  as  it 
occurs  in  its  various  forms,  and  to  elucidate 
means  of  coping  with  it. 

4.  To  overcome  the  pervasive  defeatism  that 
stands  in  the  way  of  effective  treatment. 

“While  no  attempt  should  be  made  to  gloss  over 
gaps  in  knowledge  of  diagnosis  and  treatment,  the 
fallacies  of  total  insanity  and  its  hopeless  incurabil- 
ity should  be  attacked.  The  prospects  of  recovery  or 
improvement  through  modern  concepts,  treatments, 
and  rehabilitation  should  be  emphasized.’’ 

It  was  subsequently  agreed  to  include  in  the 
spring  series  catalogue  of  1963  an  extension  course 
titled  Psychiatry  for  Non-Physicians.  It  was  de- 
scribed as  follows : 

This  course  is  prepared  to  present  the  essen- 
tials of  the  science  of  clinical  and  investigative 
psychiatry. 

Though  the  content  will  suit  the  student  of 
casual  interest  in  matters  of  mental  illness  and 
health,  it  will  be  sufficiently  profound  for  investi- 
gators in  the  related  specialties  of  psychology, 
sociology,  and  education. 

From  a review  of  the  history  of  mental  dis- 
orders the  course  will  proceed  to  such  topics  as : 
(1)  The  biological  bases  of  behavior,  (2)  Per- 
sonality theories  including  psychoanalysis,  (3) 
Nomenclature  and  description  of  acute  and 
chronic  mental  illnesses  of  organic  and  functional 
etiology,  (4)  Treatment  and  prevention  of  men- 
tal disorders,  (5)  Child  psychology,  (6)  Psycho- 
somatic medicine,  (7)  Social  psychiatry,  and 
(8)  Current  research. 

That  semester,  of  a total  extension  school  enroll- 
ment of  618  in  32  courses.  79  registered  for  this 
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course  (almost  15  percent  of  the  Extension  School’s 
total  enrollment).  Included  among  them  were 
8 elementary  and  .3  secondary  school  teachers,  4 
nurses,  4 social  workers,  5 attendants  and  volun- 
teers of  local,  state,  and  private  hospitals,  3 medical 
secretaries,  and  1 1 college  graduate  housewives. 
Most  of  the  other  enrollees  were  known  to  the 
Extension  School  Division  as  interested  citizens 
with  a prior  record  of  participation  in  other  Exten- 
sion School  courses  in  sociology  and  psychology. 
Their  attendance  was  conspicuously  good  with  an 
average  of  3.1  absences  per  student  and  a mean 
attendance  of  59  students  at  each  of  the  1 2 lecture 
sessions.  The  course  provided  a useful  and  unique 
adjunctive  experience  to  the  educational  life  of  the 
community. 

Content 

An  introductory  lecture  which  was  planned  to  be 
primarily  a descriptive  history  of  medical  psychol- 
ogy with  definitions  of  such  concepts  as  mind 
consciousness,  instinct,  and  anxiety  was  compli- 
cated by  the  author’s  growing  awareness  that  there 
could  be  no  adequate  discussion  of  the  science  of 
human  behavior  until  the  rationale  for  such  an 
endeavor  was  clarified.  Therefore,  those  chapters  of 
medical  history,  when  man  himself  was  first  concep- 
tualized as  a proper  subject  for  scientific  inquiry, 
were  reviewed.  The  work  of  Lavoisier  ( 1783),  who 
formulated  the  concept  that  body  heat  was  a product 
of  chemical  combustion,  was  discussed.  The  signifi- 
cance of  Wohler’s  synthesis  of  an  organic  compound 
(1828),  which  further  lessened  the  distinction 
between  matter  born  of  living  and  non-living  sub- 
stance, was  described.  Protoplasm  as  life’s  fabric, 
with  the  separate  cells  of  Schleiden  and  Schwann, 
was  defined  ; and  the  methodical  procession  of  scien- 
tific discovery  to  Darwin’s  1859  doctrine  of  natural 
selection  vs.  the  de  novo  appearance  of  new  species 
was  covered.  The  1840-1900  renaissance  of  neurol- 
ogy was  elaborated  in  detail,  when  such  neurologists 
as  Bell,  Magendi.  Charcot,  Broca,  Jackson,  West- 
phal,  and  Wernicke  were  disentangling  from  the 
amorphous  collection  of  headaches,  spasm,  paral- 
ysis, convulsions,  syncope,  and  vertigo,  specific 
disease  entities  of  the  central  nervous  system.  Thus, 
it  was  demonstrated  to  the  class  how  the  “demons” 
of  mental  illness  were  slowly,  but  certainly  being 
replaced  by  infections,  tumors,  and  toxins.  It  was 
now  possible  to  have  a physical  disease  which  per- 
verted mental  function.  The  mind  was  seen  to 
possess  a phylogenetic  and  ontogenetic  history.  It 
was  described  as  a correlate,  or  derivative,  of  the 

*"We  know  the  receipt,  the  capacity  of  the  ventricle,  the 
stomach  of  man,  how  much  it  can  hold, ...  so  we  do  of  all 
the  other  conduits  and  cisterns  of  the  body.  But  this  infinite 
hive  of  honey,  this  insatiable  whirlpool  of  the  covetous  mind 
no  anatomy,  no  dissection  hath  discovered.”. . . John  Donne, 
Sermon  LXX. 


central  nervous  system,  and  not  a disembodied  soul. 

Though  corporal  function  in  some  instances  did 
give  way  to  the  scientific  method,  it  held  out  its 
sanctity  in  others.*  Where  physiologic  forces  did 
not  suffice  to  explain  the  physics  of  life,  such  con- 
cepts as  instinct,  libido,  and  elan  vital  have  arisen. 
While  the  etiology  of  illness  was  pursued  by  some 
investigators  a separate  and  very  exciting  page  of 
psychiatric  history  was  being  written  about  the 
treatment  and  management  methods  of  those  so 
afflicted.  The  class  developed  a feeling  for  this  mind- 
body  controversy  as  it  pondered  the  task  of  applying 
the  language  of  biology  and  physiology  to  the  con- 
cepts of  memory,  conflict,  and  emotional  lability. 

The  story  of  how  the  occasionally  good  rational 
therapeutic  techniques  of  the  Roman  and  Greek 
civilizations  gave  way  to  the  theurgic  systems  of  the 
priests  and  bishops  of  the  middle  ages  was  discussed. 
The  class  was  told  how  “witchcraft”  became  the 
most  forbidden  word  of  almost  the  next  12  centuries 
and  how  during  these  times  heinous  crimes  were 
inflicted  upon  the  mentally  deranged  under  the 
gospel  of  the  soon  to  be  written  “malleus  malefi- 
carum”  ( 1485 ).  They  were,  of  course,  also  told  of 
that  elite  few  who  stood  majestically  in  protest : 
Agrippa,  Paracelsus,  and  Johann  Weyer. 

The  course  described  bow,  in  a Renaissance 
nation  now'  committed  to  Rousseau’s  dictum  that  if 
you  but  remove  man’s  shackles  he  will  flow'er,  Pinel 
and  Esquirol  in  1793  released  50  chained  patients 
at  the  Bicetre  in  Paris  and  replaced  their  confine- 
ment with  “fresh  air  — exercise  - — - work  and  en- 
tertainment." The  age  of  reason  had  developed  a 
new  sensitivity  to  men  who  had  lost  theirs.  Com- 
panion efforts  in  other  nations  w'ere  cited  ; humane 
treatment  for  mental  illness  was  soon  almost  uni- 
versally achieved  in  Europe  and  America.  The  class 
was  told  how  Arabian  medicine  had  accomplished 
this  almost  300  years  earlier  with  its  treatment 
centers  in  Baghdad,  Cairo,  and  Byzantium. 

On  this  historical  base  we  proceeded  to  a detailed 
discussion  of  the  physiology  and  anatomy  of  the 
central  and  vegetative  nervous  systems  as  the  medi- 
ators of  normal  and  abnormal  behavior  and  affect. 
The  most  essential  facts  of  central  nervous  system 
structure  and  function  were  described  and  concepts 
such  as  reflex  and  synapse  were  discussed.  The 
great  afferent  and  efferent  tract  systems  were 
drawn,  and  cortical  localization  problems  wrere 
outlined.  Time  w'as  allowed  for  discussion  of  the 
visceral  brain.  Its  relationship  to  affect  as  mediated 
through  the  sympathetic  and  parasympathetic  nerv- 
ous systems  and  their  neuro-hormonal  connections 
was  also  described.  Mention  was  also  made  of 
present  knowm  drug  influences  on  this  anatomy. 

Lectures  on  nomenclature  followed  with  com- 
ment on  the  clinical  and  etiological  differences  be- 
tween organic,  functional,  and  psychophvsiological 

continued  on  7iext  page 
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reactions.  The  difference  between  acute  and  chronic 
process  illness  was  taught.  The  mental  deficiency 
syndromes  and  other  deficits  of  the  intellect  and 
sensorium  were  contrasted  with  mood  and  ideational 
pathology.  There  was  a detailed  elaboration  of  the 
neuroses  and  psychoses.  Simple  descriptions  and 
discussions  of  character  illness,  alcoholism  and  other 
addictions,  and  criminality  were  presented. 

Our  discussion  of  biological  psychiatry  had  taken 
us  to  the  late  1800's.  The  lectures  on  Freud  and  the 
psychoanalytic  movement  followed  easily  just  as  his 
own  professional  career  had  reflected  the  trend  from 
demonstrable  anatomy  to  personality  theory.  \\  ith 
Freud  as  the  base,  tbe  work  of  Adler,  Jung,  Horney, 
Sullivan.  Fromm,  and  Binswanger  was  reviewed. 
Ruth  Monroe’s  uniform  broad  outline  of  topics  was 
used,  i.e.,  (1  ) The  terms  of  the  organism,  (2)  The 
genetic  process,  ( 3 ) The  dynamics  of  the  function- 
ing personality,  and  (4)  Pathology  and  treatment. 

Other  lecture  titles  were  Present  Treatment 
Methods  and  their  Rationale  both  Organic  and 
Psychotherapeutic  ; Current  Topics  of  Research  ; 
Psychiatric  Subspecialties  (i.e.,  forensic,  child, 
analysis,  psychosomatics,  social  psychiatry)  ; and 
Contributions  from  other  Disciplines : Anthro- 
pology, Sociology,  Psychology,  Communication 
Theory,  Biophysics  and  Chemistry. 

Before  the  completion  of  the  course  the  class  had 
been  examined  and  performed  favorably  in  their 
replies  to  the  following  examination  questions : 
( 1 ) Select  a discovery  in  the  history  of  science 
which  challenged  the  prevailing  theories  of  vitalism, 
and  elaborate  on  how  it  accomplished  this;  (2) 
Discuss  the  person  and  contributions  of  a pre- 
Freudian  investigator  of  medical  psychology;  (3) 
Discuss  the  difference  between  a neurosis  and  a 
psychosis;  (4)  Discuss  the  difference  between  an 
organic  and  a functional  mental  disease  ; (5 ) Dis- 
cuss the  person  and  work  of  a neo-Freudian  theo- 
rist of  human  behavior  ; (6)  In  matters  of  criminal 
responsibility  what  rule  do  you  prefer  and  why? 
(7)  Define  and  discuss:  a.  A conditioned  reflex, 
b.  Anxiety,  c.  The  Freudian  topography  of  the 
psyche,  and  d.  The  three  levels  of  consciousness  as 
expounded  by  Freud ; (8)  Discuss  the  history  and 
mode  of  action  of  a psychotropic  drug ; (9)  Discuss 
the  search  for  and  controversy  over  the  etiology  and 
treatment  of  neurosyphilis ; and  (10)  What  growth 
and  developmental  theory  of  human  personality  do 
you  prefer  and  why? 

Those  in  the  class  who  preferred  were  permitted 
to  omit  the  final  examination  by  writing  a 1,500 
word  term  paper.  Fourteen  took  this  option  and 
wrote  on  the  following:  1.  Mental  Hospitals  (2), 
2.  Juvenile  Delinquency  (2),  3.  Hvpnosis  (2), 

4.  Psychosomatic  Medicine,  5.  Stuttering,  6.  Prob- 
lems of  Teaching  the  Gifted  Child,  7.  Religion  and 
Psychiatry  ( 3 ) , 8.  Is  Freud  a Fraud  ? and  9.  Sixes 
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and  Sevens  (a  clever  and  delightful  discussion  of 
an  elementary  school  teacher’s  experience  with  6 
and  7 year  olds). 

Response 

It  is  difficult  to  assess  with  assurance  the  value 
and  results  of  such  a course.  From  its  first  appear- 
ance in  the  college  brochure  and  subsequent 
announcements  in  the  local  newspapers,  there  were 
comments  and  questions  about  its  progress  from 
diverse  sources.  Some  believed  that  the  course 
would  attract  individuals  more  in  need  of  therapy 
than  education.  Others  suspected  that  families  of 
disturbed  individuals  would  convene  here  to  com- 
miserate. Some  psychiatrists  thought  that  it  was  a 
profanation  of  our  work  to  offer  a medical  sub- 
specialty in  an  extension  school  curriculum. 

Although  no  formal  effort  was  made  to  test  and 
chart  class  attitude  and  response  to  the  course, 
students  were  at  the  outset  requested  to  record  what 
their  interests  were  in  taking  the  course  and  at  the 
term  to  submit  an  unsigned  critique.  Here  is  a 
sampling  of  their  replies : A pharmacist — "Hoping 
to  become  more  familiar  with  the  terminology  of  the 
various  mental  conditions  and  the  use  of  drugs  in 
their  management."  A Brozvn  undergraduate  stu- 
dent— "Would  like  to  major  in  Psychology  and 
want  to  learn  more  about  it."  A housewife-college 
graduate  (Psychology  major) — “Now  that  the 
children  are  grown  I am  thinking  of  graduate  school 
and  want  a refresher  course.”  A vocational  rehabil- 
itation counselor — "To  help  with  my  psychiatric 
referrals.”  A schoolteacher — “To  help  me  with 
new  guidance  department  responsibilities  and  man- 
agement of  a class  of  disturbed  pupils.”  A general 
nurse — “Am  interested  in  changing  to  psychiatric 
nursing.”  A businessman — “My  wife  was  ana- 
lyzed and  it  would  help  me  to  understand  her." 
A housezi’ife  — “Just  to  be  a better  parent.” 

In  the  main,  criticism  was  to  the  effect  that  the 
course  timing  was  premature  and  its  content  too 
ambitious  and  open  to  distortion.  Many  felt  that  it 
should  have  been  given  under  AMA  or  American 
Psychiatric  Association  sponsorship. 

Primary  support  and  interest  in  the  course  was 
nonmedical.  It  was  curious  to  contemplate  how 
psychiatry,  which  had  liberated  the  mentally  sick 
from  political  prejudice,  theological  tradition,  and 
legal  intricacy  by  moving  into  the  scientific  empire 
of  medicine,  was  now  being  invited  back  bv  those  in 
other  academic  spheres  to  perform  under  their 
administration  and  share  their  language.  I believe 
that  this  invitation  can  be  answered  with  dignity 
and  humility  and  that  the  reply  can  result  in  great 
public  service. 

Comment 

In  1690,  John  Locke  said:  "The  commonwealth 
of  learning  is  not  at  this  time  without  master  build- 
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Masters  in  Medicine 


AN  APPRECIATION  OF  HENRY  BENCE  JONES,  m.d.,  f.r.s.* 

(1814-1873) 

Bence  Jones  Early  Applied  the  Principles 
of  Chemistry  to  Clinical  Medicine 
Jacob  Rosenbloom,  m.d.,  ph.d. 


The  Author.  Jacob  Rosenbloom,  M.D.,  Ph.D.  (1884- 
1923),  probably  the  first  specialist  in  America  in  meta- 
bolic diseases. 


It  is  now  just  forty-six  years  since  Henry  Bence 
Jones  died,  forty-six  years  in  which  wonderful 
progress  has  been  made  in  that  subject  which  was 
so  dear  to  this  man.  He  was  one  of  the  first  men  of 
our  present  era  in  medicine  to  value  chemistry  as 
an  aid  in  the  explanation  and  cure  of  disease. 

He  was  born  in  England.  William  Bence  Jones, 
the  Irish  agriculturist,  was  a brother.  At  twelve 
years  of  age  he  went  to  Harrow  and  at  eighteen 
entered  Trinity  College,  Cambridge.  He  graduated 
with  the  degree  of  B.A.  in  1836,  M.A.  in  1842, 
ALB.  in  1845,  and  M.D.  in  1849. 

On  leaving  Cambridge  he  studied  medicine  at 
St.  George's  Hospital  in  London,  and  chemistry 
with  Thomas  Graham  at  University  College.  In 
1841  he  went  to  Giessen  and  studied  chemistry  with 
Liebig,  to  whom  he  was  always  attached  by  bonds 
of  friendship  and  respect  because  of  Liebig’s  won- 
derful work.  He  became  licentiate  of  the  Royal 
College  of  Physicians  in  1842,  fellow  in  1849  and 
was  afterwards  senior  censor.  In  1842  he  married 
his  cousin  Lady  Millicent  Acheson,  daughter  of  the 
second  Earl  of  Gosford.  In  1846  he  became  a fellow 
of  the  Royal  Society  and  was  from  1860  till  almost 
the  end  of  his  life,  secretary  of  the  Royal  Institution. 
In  1846  he  was  elected  full  physician  to  St.  George’s 
Hospital,  resigning  in  1862.  He  died  at  his  home  in 
Brook  Street,  Grosvenor  Square,  London. 

Henry  Bence  Jones  was  an  accomplished  physi- 
cian and  acquired  a large  and  remunerative  practice. 
He  was  very  well  acquainted  with  the  scientific  men 
at  home  and  abroad  — a warm  friend  and  admirer 
of  Alichael  Faraday,  whose  life  he  wrote  in  two 
splendid  volumes,  and  the  physician  and  friend  of 
Huxley.  In  Huxley’s  autobiography  he  states:  “In 
April  another  good  friend,  Bence  Jones,  lent  the 
invalid  (Huxley  ) his  home  at  Folkestone  for  three 
months.”  Darwin  was  also  a friend  and  patient.  In 

*Reprinted  from  Annals  of  Medical  History  2:262, 
(Sept.)  1919. 


the  “Life  and  Letters  of  Charles  Darwin”1  the 
following  passage  discussing  Jones’s  diet  treatment 
is  found  : “The  year  1865  was  again  a time  of  much 
ill-health,  but  towards  the  close  of  the  year  he  began 
to  recover  under  the  care  of  the  late  Dr.  Bence  | ones 
who  dieted  him  severely  and  as  he  (Darwin)  ex- 
pressed it  ‘half  starved  him  to  death.’  ” 

Herbert  Spencer  was  also  a friend.  In  Spencer’s 
“An  Autobiography,”2  he  states:  “Speaking  of 
drugs,  Bence  Jones  said  that  there  is  scarcely  one 
which  may  not  under  different  conditions  produce 
opposite  effects.”  Spencer  also  states  that  Bence 
Jones  approved  of  the  bed  for  invalids  which  he 
had  invented. 

Helmholtz3  had  a great  deal  of  respect  for  Bence 
Jones.  In  speaking  of  his  trip  to  London,  he  says: 
“In  the  first  place,  I went  to  see  Bence  Jones,  physi- 
cian, physiologist,  arid  chemist,  hoping  to  get  news 
of  du  Bois  Reymond  and  of  the  chemist  Hofman. 
But  he  had  gone  off  to  du  Bois’  wedding.  In  the 
evening  I dined  at  seven  with  Dr.  Bence  Jones. 
Bence  Jones  is  a charming  man.  Simple,  harmless, 
cordial  as  a child  and  extraordinarily  kind  to  me.” 

Bence  Jones  was  also  physician  and  friend  of  the 
celebrated  chemist,  A.  W.  Hofman.  In  the  Hofman 
memorial  lecture4  the  following  incident  was  nar- 
rated : “One  day  when  Hofman  was  going  his  usual 
rounds  in  the  general  laboratory  of  the  Royal 
College  of  Chemistry,  a student  standing  not  far 
from  him  poured  a quantity  of  concentrated  sul- 
phuric acid  into  a thick  glass  bottle  he  was  holding 
in  his  hand  which  contained  a small  quantity  of 
water.  The  consequence  was  that  the  heat  evolved 
caused  it  to  crack  and  the  bottom  to  fall  out.  Some 
of  the  acid  splashed  up  from  the  floor  into  Hofman's 
eye.  He  had  to  be  kept  in  a dark  room  for  several 
weeks  and  during  this  time  his  old  friend,  Dr.  Bence 
Jones,  attended  him.” 

Jones  was  also  a friend  of  Benjamin  C.  Brodie, 
as  is  shown  by  ...  an  autograph  of  the  late  Sir 
Benjamin  C.  Brodie  inscribed  in  his  autobiography 
which  is  in  my  possession. 

I have  found  an  interesting  story  of  consultations 
held  in  Bence  Jones’s  time,  in  a recent  book.5  The 
anecdote  is  told  by  Sir  T.  Clifford  Albutt : “Many 
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years  ago  in  the  days  of  my  studentship  at  St. 
George’s  Hospital,  a case  came  under  my  notice 
which  I see  as  vividly  as  if  the  patient  were  still 
before  me.  A man  of  some  thirty  or  thirty-four 
years,  of  vigorous  frame  and  apparently  of  vigorous 
constitution,  lay  propped  up  in  bed  in  extreme 
agony.  He  complained,  when  he  could  whisper  to  us, 
of  intense  retrosternal  pain,  never  absent,  indeed, 
but  returning  upon  him  in  paroxysms.  The  pain 
radiated  about  the  shoulder  or  shoulders,  whether 
it  extended  lower  down  the  arm  I cannot  remember. 
The  respiration  was  restrained  in  dread.  There 
were  no  physical  signs  to  betray  the  presence  of  the 
disease  within.  What  I vividly  recall  as  if  burnt 
into  my  mind,  is  the  aspect  of  the  man,  bound  on  a 
rack  in  the  presence  of  death,  and  yet.  for  the  agony 
at  the  centre  of  his  being  unable  to  cry  out.  Consul- 
tations were  held  but  to  little  purpose,  save  to 
certify  that  the  case,  if  one  of  angina  pectoris,  was 
a strange  one,  because  of  its  continuous  if  still 
paroxysmal  character,  and  because  of  the  fever 
with  it.  Bence  Jones,  whom  no  man  exceeded  in 
brilliancy  and  rapidity  of  diagnosis,  declared  for 
acute  aortitis.  The  patient  died  suddenly  soon  after- 
wards, and  the  necropsy  justified  Bence  Jones’s 
opinion.  On  the  inner  surface  of  the  ascending  aorta 
were  groups  of  gray  semi-translucent  patches  dis- 
figuring the  walls  of  the  slack  and  dilated  vessel ; 
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and  let  this  he  carefully  noted  — no  other  cause  of 
death  could  be  discovered.  The  heart  and  coronarv 
vessels  were  healthy.” 

As  a physician  it  has  been  said  that  Bence  Jones’s 
chief  characteristics  were,  ‘‘Scientific  truth,  accu- 
racy, and  a dislike  to  empiricism.” 

During  the  last  years  of  his  life  he  suffered  great 
bodily  weakness  and  at  times  had  a little  irritability 
of  manner  no  doubt  due  to  his  physical  ailment.  As 
a rule  he  was  cheerful  to  the  last  and  interested  in 
the  progress  of  the  Royal  Institute  and  of  science. 
His  bust  stands  in  the  Royal  Institute  and  in  St. 
George's  Hospital,  London.6 

The  catalogue  of  the  Royal  Society  shows  thirty- 
four  scientific  memoirs  credited  to  Bence  Jones.  He 
was  the  first  to  describe  the  occurrence  of  xanthine 
in  urine the  priority  of  describing  alkaloidal  sub- 
stances in  animals  is  claimed  by  Dupre  and  Bence 
Jones.8  They  described  an  alkaloid  which  they 
separated  from  the  solid  and  liquid  tissues  of  ani- 
mals and  named  it  “animal  quinoidine.”  He  was  the 
first  to  describe  that  very  interesting  substance 
occurring  in  the  urine,  since  known  as  the  Bence 
Jones  protein.9 

Bence  Jones’s  first  scientific  memoir  was  “On  a 
cystic  oxide  calculus.”10  Besides  these  memoirs,  he 
was  the  author  of  the  following  books:  “Gravel, 
Calculus,  and  Gout ; the  Application  of  Liebig's 
Physiology  to  These  Diseases,”  1842  ; “On  Animal 
Electricity,  Being  an  Abstract  of  the  Discoveries  of 
Emil  Du-Bois  Reymond,”  1852;  “The  Chemistry 
of  Urine,”  1857 ; “Lectures  on  Animal  Chemistrv 
in  Its  Application  to  Stomach  and  Renal  Diseases,” 
1850;  “Lectures  on  Some  of  the  Applications  of 
Chemistry  and  Mechanics  to  Pathology  and  Thera- 
peutics,” 1867  ; "Croonian  Lectures  on  Matter  and 
Force,’’  1868 ; and  “Life  and  Letters  of  Faraday,” 
two  volumes.  1870. 
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REPORT  ON  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

Special  Session  at  Chicago , Illinois , February  6-7 , 1965 

Arthur  E.  Hardy,  m.d..  Delegate  from  Rhode  Island 


Meeting  in  a two-day  special  session  here  to 
review  current  health  care  legislation,  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation gave  unanimous  approval  and  support  to  the 
AMA  Eldercare  Program  and  to  the  Herlong- 
Curtis  Eldercare  bill  (H.R.  3727),  which  embodies 
the  basic  principles  of  the  AMA  program. 

In  acting  upon  six  resolutions  and  reports  from 
the  AMA  Board  of  Trustees,  Council  on  Legisla- 
tive Activities  and  Council  on  Medical  Service,  the 
House  of  Delegates  also : 

1.  Reaffirmed  its  opposition  to  the  Iving- 
Anderson  hill  (H.R.  1 and  S.  1)  and  all  similar 
measures  ; 

2.  Commended  the  Board  of  Trustees  and  its 
Task  Force  for  implementing  and  funding  a pro- 
gram of  public  education  on  the  AMA  Eldercare 
Program  and  gave  them  a standing  vote  of 
confidence ; 

3.  Called  for  study  of  the  “desirability  and  feasi- 
bility of  extending  the  principle  of  federal  and 
state  aid  under  the  Kerr-Mills  principle  to  persons 
below  the  age  of  65  who  need  help 

4.  Adopted  a statement  on  Standards  for  Health 
Care  Programs ; and 

5.  Urged  that  the  professional  services  of  path- 
ologists, radiologists,  physiatrists  and  anesthesiolo- 
gists should  he  excluded  from  the  provisions  of  any 
hill  which  excludes  other  physicians’  services. 

AMA  Eldercare  Program 
First  announced  on  January  9 by  AMA  President 
Donovan  F.  Ward,  at  the  Association’s  Kerr-Mills 
Conference  in  Chicago,  the  AMA  Eldercare  Pro- 
gram would  encourage  the  use  of  voluntary  health 
insurance  or  prepayment  plans  in  the  implementa- 
tion of  Kerr-Mills  programs,  permit  the  state  to 
have  a health-oriented  agency  supervise  or  admin- 
ister the  program,  provide  for  use  of  an  income 
information  statement  as  the  sole  eligibility  test  of 
need,  and  provide  for  a wide  spectrum  of  medical, 
surgical  and  hospital  benefits  with  sliding-scale 
eligibility  so  that  a citizen  65  and  over  would  pay 
all,  part  or  none  of  the  cost  of  the  insurance  or 
prepayment  policy,  depending  on  his  income. 


The  Eldercare  Bill 

These  principles  are  incorporated  in  the  Elder- 
care Act  of  1965,  introduced  on  January  27  by 
Representatives  A.  Sydney  Herlong,  Jr.  (D.,Fla.) 
and  Thomas  B.  Curtis  (R.,Mo.),  amending  the 
Kerr-Mills  law  to  authorize  broad  health  insurance 
coverage  for  elderly  persons. 

The  Herlong-Curtis  hill  would  authorize  federal 
grants  to  the  states  on  a matching  basis  to  help 
persons  65  years  of  age  and  older  pay  the  costs  of 
the  health  insurance  or  prepayment  policy  if  they 
could  not  afford  it  otherwise.  The  hill  would  pro- 
vide for  utilization  of  Blue  Shield  and  Blue  Cross 
plans  and  private  health  insurance  companies. 

The  cost  of  such  coverage  would  he  borne  entirely 
by  government  for  those  elderly  individuals  whose 
income  falls  below  limits  set  by  each  state.  For 
individuals  with  incomes  between  the  minimum  and 
a maximum,  government  would  pay  a part  of  the 
cost  on  a sliding  scale  according  to  income.  Indi- 
viduals with  income  above  the  maximum  would  pan- 
tile entire  cost,  hut  they  would  have  the  benefits  of 
an  income  tax  deduction  for  such  payments. 

Persons  under  65  years  of  age  also  would  he 
given  an  income  tax  deduction  for  the  amount  of 
premiums  paid  on  health  insurance  policies  for 
elderly  relatives. 

Dr.  Ward's  Address 

Condemning  the  King-Anderson  bill  and  urging 
support  of  the  Eldercare  program,  Dr.  W ard  told 
the  House  on  the  first  day  of  the  Special  Session  : 

“Are  200,000  doctors  wrong  in  urging  the 
Congress  to  give  serious  consideration  to  the  one 
measure  now  before  it  that  offers  genuine  medical 
and  hospital  benefits  to  the  needy  aged  ? This  is  a 
bill  authored  neither  by  the  Republican  party  nor 
by  the  Democratic  party.  It  is  a hill  with  bipartisan 
parentage  — the  Herlong-Curtis  Eldercare  bill, 
numbered  H.R.  3727.  We  urge  Congress  to  com- 
pare, and  the  people  to  compare,  this  bill  with  its 
genuine  benefits  and  realistic  financing  — and  with 
its  provision  allowing  for  administering  a health 
program  through  health  agencies  of  the  states  — to 
compare  it  feature-by-feature  wtih  Medicare. 
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“If  tlie  drums  can  be  stilled  long  enough  to  make 
this  comparison,  it  will  be  found  that  the  Herlong- 
C'urtis  Eldercare  bill  can  cover  not  only  the  cost  of 
hospital  care  and  nursing  homes  for  the  aged,  hut 
also  payment  of  physicians  and  surgical  and  drug 
costs  — which  Medicare  would  not  do.” 

Dr.  Ward  declared  that  “it  is  never  too  late  to 
pass  good  legislation  and  defeat  had  legislation.  The 
one  thing  in  this  historic  decision  — the  only  thing 
— that  may  truly  come  too  late,  is  regret.” 

Education  Program 

Dr.  Percy  E.  Hopkins.  Chairman  of  the  Board  of 
Trustees,  reported  to  the  House  that  the  AMA’s 
current  effort  to  tell  its  story  to  the  people  and  to 
the  Congress  is  being  financed  through  the  alloca- 
tion of  a portion  of  the  Association’s  reserve  fund. 
In  response  to  a number  of  questions  raised  during 
the  open  discussions,  the  delegates  also  were  told 
that  the  education  program  will  not  require  a dues 
increase  or  a special  assessment.  The  program  will 
he  national  in  scope  — involving  magazines,  radio 
and  television  — hut  maximum  grass  roots  effort 
was  urged  upon  the  entire  AMA  membership  and 
the  Woman’s  Auxiliaries. 

Health  Care  Legislation 

Declaring  that  “it  is  essential  that  the  position  of 
the  AMA  be  made  clearly  apparent  while  at  the 
same  time  remaining  responsive  and  flexible  in 
legislative  developments,”  the  House  passed  a reso- 
lution reaffirming  earlier  positions  established  on 
federal  medical  care  programs. 

Specifically  included  was  the  reaffirmation  of  the 
policy  established  by  the  House  of  Delegates  at  the 
1964  Clinical  Convention,  which  urged  component 
associations  to  stimulate  state  and  local  govern- 
ments to  seek  the  fullest  possible  implementation  of 
existing  mechanisms,  including  the  voluntary  health 
insurance  principle,  to  the  end  that  everyone  in 
need,  regardless  of  age,  is  assured  that  necessary 
health  care  is  available. 

The  House  defeated  a motion  that  “a  medical  and 
hospital  service  plan  with  minimum  benefits  speci- 
fied, one  and  the  same  across  the  nation  from  the 
point  of  view  of  the  benefits  offered,  be  prepared  to 
accompany  H.R.  3727”  (the  Herlong-Curtis  Elder- 
care  bill ) . 

The  House  tabled  that  portion  of  the  Reference 
Committee  on  Legislation  and  Public  Relations 
Report  dealing  with  Resolutions  Xo.  3 and  No.  5, 
both  of  which  called  for  the  AMA  to  propose  legis- 
lation which  would  extend  health  insurance  cover- 
age to  all  needy  persons  regardless  of  age. 

In  considering  this  proposal,  the  House  adopted 
Resolution  No.  7,  introduced  by  California,  one 
portion  of  which  asked  that  “the  AMA  Board  of 
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Trustees,  the  Council  on  Medical  Service  and  the 
Council  on  Legislative  Activities  (a  ) studv  the 
desirability  and  feasibility  of  extending  the  prin- 
ciple of  federal  and  state  aid  under  the  Kerr-Mills 
principle  to  persons  below  the  age  of  65  who  need 
help  and  (b)  report  their  recommendations  as  earlv 
as  possible  to  the  AMA  Board  of  Trustees  and 
House  of  Delegates  as  a basis  for  formulation  of 
future  AMA  policy  in  this  regard.” 

After  adopting  the  California  resolution,  the 
House  voted  not  to  “lift  from  the  table”  the  portion 
of  the  Reference  Committee  Report  dealing  with 
Resolutions  Xo.  3 (Indiana)  and  Xo.  5 (Michigan). 

Standards  for  Health  Care  Programs 

The  House  adopted  the  following  principles  as 
essential  to  sound  health  care  programs : 

1 . Xo  person  needing  health  care  shall  he  denied 
such  care  because  of  inability  to  pav  for  it. 

2.  It  is  appropriate  that  government  revenues  he 
used  to  finance  health  care  when  other  resources 
have  been  found  to  he  inadequate. 

3.  Every  level  of  government  (municipal,  countv. 
state  and  federal)  should  assume  a responsible 
share  in  the  financing  of  such  programs. 

4.  The  health  care  provided  by  such  programs 
should  he  adequate  and  should  be  equal  in  qualitv 
to  that  available  to  those  who  can  afford  to  pay. 

5.  Maximum  use  should  be  made  of  voluntarv 
prepayment  and  insurance  mechanisms. 

6.  Administration  of  such  a program  should  he 
the  responsibility  of  the  state  government.  Partici- 
pating states  should  he  required  to  meet  adequate 
standards  of  administration  in  order  to  qualify  for 
federal  funds. 

7.  Eligibility  requirements  for  benefits  should  he 
fair,  realistic,  uncomplicated  and  practical. 

8.  Any  such  health  care  program  should  provide 
funds  only,  and  not  direct  services. 

9.  Funds  for  such  programs  should  come  from 
general  tax  revenues  and  not  from  Social  Security 
taxes. 

Medical  Service  Report 

In  approving  the  report  of  the  Council  on 
Medical  Service,  the  House  adopted  the  following 
statement : 

“The  Council  believes  it  is  important  for  the 
profession  to  note  that,  while  suggested  mechanisms 
for  providing  health  care  to  the  needy  have  changed 
as  the  nation’s  social  and  economic  structure  has 
changed,  the  basic  underlying  concepts  of  the 
American  Medical  Association,  upon  which  our  pol- 
icy statements  have  been  made,  have  not  changed. 

“While  the  Council  is  concerned  with  the  avail- 
ability and  accessibility  of  health  care  for  all  citizens, 
it  has  long  recognized  that  certain  groups  have 
health  problems  disproportionate  to  those  of  the 
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MEDICINE  FOR  THE  GREAT  SOCIETY 


T n March  of  1964  President  Lyndon  B.  Johnson 
-*•  appointed  a commission  headed  by  Doctor  Michael 
DeBakev  of  Houston  to  plan  for  medical  progress 
in  the  Great  Society.  The  commission  was  given  the 
following  charge  : “Unless  we  do  better,  two  thirds 
of  all  Americans  now  living  will  suffer  or  die  from 
cancer,  heart  disease,  or  stroke.  I expect  you  to  do 
something  about  it."  The  report  of  this  commission, 
recently  released,  is  titled  “A  National  Program  to 
Conquer  Heart  Disease,  Cancer,  and  Stroke.”  The 
burden  of  the  report  is  to  the  effect  that  “something 
can  he  done  about  it.”  Thirty-five  specific  recom- 
mendations are  made.  The  major  objective  is  the 
establishment  of  a national  network  of  regional 
heart  disease,  cancer,  and  stroke  centers  for  clinical 
investigation,  teaching,  and  patient  care  in  universi- 
ties, hospitals,  and  research  units  across  the  country. 
Sixty  such  centers  are  proposed.  The  further  estab- 
lishment of  a national  network  of  450  community 
diagnostic  and  treatment  stations  would  bring  the 
highest  medical  skills  within  reach  of  every  citizen. 
The  report  also  prescribes  a broad  list  of  aids  to 
public  and  private  health  agencies  and  their  person- 
nel, and  suggests  changes  in  various  applicable  laws. 

The  word  “conquer”  in  the  report  emphasizes 
the  optimism  of  the  effort ; the  difficult  we  do  at 
once,  the  impossible  takes  a little  longer.  And  who 
is  to  say  what  is  impossible  in  dealing  with  these 


three  major  causes  of  death  in  America.  Certainly 
we  have  seen  the  major  causes  of  death  of  a century 
ago  removed  from  the  list,  and  within  a decade  the 
scourge  of  polio  has  receded  almost  to  the  vanishing 
point.  Medical  scientists  have  provided  physicians 
everywhere  with  powerful  tools  and  dramatic  thera- 
pies. Let  us  proceed  with  a larger  effort.  For  it  is  in 
the  American  tradition  to  be  optimistic,  to  measure 
the  difficulty,  and  to  attack  it  with  vigor.  That  is  the 
burden  of  the  recommendations. 

In  their  very  nature,  however,  the  problems  pre- 
sented by  these  diseases  are  largely  intellectual, 
while  the  recommendations  of  the  commission  are 
chiefly  organizational  and  financial  in  nature.  The 
question  then  is : Will  superior  organization  and 
vast  financial  support  lead  to  conquest  of  heart 
disease,  cancer,  and  stroke?  Medical  science  has 
made  some  progress  toward  solving  the  problem. 
To  a certain  degree  management  of  these  diseases 
is  possible  ; even  a small  percentage  of  cures  can  be 
achieved.  But  conquest  implies  a final  resolution  of 
the  difficulties,  which  presently  seems  an  unrealistic 
goal  for  the  immediate  future.  Panacea  is  still 
remote.  If  there  is  any  basis  for  optimism  in  the 
report,  it  has  to  do  with  the  hope  that  increased 
application  may  provide  the  intellectual  ferment 
which  conquest  requires  and  which  organization 
and  money  alone  cannot  provide. 


CONCERNING  GRACE  DICKERMAN 


1930.  An  old-fash  ionkd,  battered,  roll-top  desk 
stood  under  the  Durfee  clock,  the  big  palm  tree 
(whose  leaves  had  to  be  washed  at  least  twice  a 
year)  occupied  the  bay-window,  a fifteen-foot  table 
covered  with  current  periodicals  was  centered  in 
the  Reading  Room,  and,  most  important  of  all,  there 
was  a small,  desk-table  beside  the  window  on  the 
Hayes  Street  side.  This  was  where  Grace  sat, 
making  her  neat  entries  in  the  Treasurer’s  books  of 
the  Rhode  Island  Medical  Society  and  the  Provi- 
dence Medical  Association,  making  out  bills  for 
dues  and  invoices  for  the  Rhode  Island  Medical 
Journal,  and  doing  the  paper  work  for  the  Library. 
The  sunny  corner  of  the  little  table  was  reserved  for 


Blackie,  the  Cat  in  Residence  (her  numerous  prog- 
eny were  not  so  privileged).  Though  we  acquired 
a flat-top,  executive  desk  eventually  and  the  Read- 
ing Room  was  modernized,  Grace’s  desk  remained 
by  the  window  for  as  long  as  she  was  able  to  use  it. 
several  years  after  her  retirement,  as  a symbol  of 
her  devotion  to  her  work. 

The  beginning ? “Sept.  9.  (1903)  Miss  Grace  E. 
Dickerman  came  to  the  Library.”  These  words, 
written  by  Doctor  Hersey  in  one  of  the  Library’s 
Record  Books,  marked  the  start  of  a long,  happy 
and  profitable  association  of  person  and  institution. 
Doctor  Hersey  knew  that  he  had  chosen  a worthy 
successor.  Just  before  his  retirement,  he  wrote: 
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“Rhode  Island  Hospital. 
Jan. 22.  1913 

Dear  Miss  Dicker  man 

I am  afraid  yon  won’t  have  much  more  assistance 
from  me.  ...  it  must  be  some  time  (perhaps 
months)  before  I climb  the  stairs  again.  . . . You 
don’t  know  how  much  satisfaction  I take  in  knowing 
that  the  library  is  in  such  good  hands.  I have  fol- 
lowed the  institution  33  years  & have  the  satisfac- 
tion of  leaving  it  in  a building  of  its  own  & finely 
managed.  . . . 

Always  your  friend, 

G.  D.  Hf.rsey” 

“Finely  managed.”  Those  are  the  key  words.  She 
managed  every  detail  meticulously.  Even  her  diver- 
sions were  part  of  her  precise  work.  For  instance, 
she  satisfied  her  love  of  plants  and  flowers  by  plan- 
ning the  Library’s  garden  each  year.  The  arrival  of 
the  first  seed  catalogue  was  the  signal  for  a confer- 
ence over  what  should  be  planted.  Sweet  alyssum. 
ageratum,  and  marigolds  were  regular  choices ; 
other  varieties  were  chosen  as  fancy  dictated.  A box 
of  pansies  was  transplanted  and  the  box  was  selected 
with  care  in  regard  to  variety  in  color  and  “faces.” 


She  enjoyed  the  excitement  of  the  Annual  Meeting 
and  its  banquet.  Her  “family”  at  106  Francis  Street 
grew  larger  and  there  were  showers,  and  weddings, 
and  Christmas  parties  to  attend.  These  were  her 
pleasures  ; her  outside  activities  were  few.  She  loved 
the  ocean  and  went  each  summer  to  Narragansett 
Pier.  Occasionally,  she  had  luncheon  with  a friend 
or  visited  the  home  of  someone  she  knew  well.  But 
her  home  was  the  Library. 

As  a final  mark  of  her  affection,  Grace  Dickerman 
left  the  residue  of  her  very  modest  estate  to  the 
Library.  In  this  way  she  was  able  to  thank  the 
doctors  for  the  appreciation  they  had  shown  in  1953, 
when  they  honored  her  for  fifty  years  of  service, 
and.  in  1961,  when  they  made  her  an  Honorary 
Member  of  the  Society,  and,  most  of  all  for  allowing 
her  to  serve  them  for  many  contented  years. 

BIOGRAPHY : Born  in  South  Norwalk,  Connecticut,  on 
September  26,  1883.  Only  child  of  Nelson  A.  Dickerman 
and  EmmaJ.  (Ferris)  Dickerman.  Graduated  from  Wheaton 
Seminary  in  1900.  Assistant  Librarian,  Rhode  Island  Medi- 
cal Society  Library,  1903-1912.  Acting  Librarian,  1912- 
1913.  Librarian.  1913-1945.  Librarian  Emerita,  1945-1965. 
Honorary  Member,  Rhode  Island  Medical  Society,  1961. 
Died  in  Providence,  Rhode  Island.  February  6.  1965. 

H.E.D. 


POSTOPERATIVE  WOUND  INFECTIONS 


The  value  of  ultraviolet  irradiation  of  operating 
rooms  in  reducing  postoperative  wound  infec- 
tions has  long  been  in  doubt.  It  can  now  be  stated 
with  considerable  assurance  that  the  method  has 
no  significant  effect.  A special  supplement  to  the 
Annals  of  Surgery  (August,  1964)  is  devoted  to  a 
report  of  a co-operative  study  in  five  institutions, 
sponsored  by  the  National  Academy  of  Sciences - 
National  Research  Council,  conducted  over  a two- 
year  period,  and  involving  14,854  operations  and 
15,613  clean  incisions.  In  the  investigation  assign- 
ment of  cases  was  by  a randomized  double-blind 
technique.  Although  ultraviolet  irradiation  reduced 
the  number  of  bacteria  in  the  operating  room  air, 
the  wound  infection  rates  for  the  two  groups,  irra- 
diated and  non-radiated,  were  nearly  identical, 
namely  7.4  per  cent  for  the  irradiated  and  7.5 
per  cent  for  the  non-radiated  rooms.  Analysis  of  the 
statistics  in  various  ways  did  not  seem  to  alter  the 
basic  conclusion.  The  study  produced  additional 
information  which  lias  considerable  bearing  on  the 
problem  of  wound  infection.  Some  of  these  conclu- 
sions are  not  surprising  to  thoughtful  surgeons,  but 
their  documentation  is  nevertheless  of  value. 

The  age  of  the  patient  had  a direct  influence  on 
the  wound  infection  rate,  which  rises  steadily  from 
the  1 5 to  24  year  old  group  to  the  65  to  74  year  old 
group.  Sex  and  race  played  only  minor  roles.  Dia- 


betics showed  no  greater  susceptibility  to  infection 
than  non-diabetics  when  similar  age  groups  were 
compared.  Steroid  therapy  appeared  to  affect  the 
wound  infection  rate  adversely.  Extremely  obese 
patients  had  greater  susceptibility  to  infection  than 
patients  of  normal  weight.  Little  evidence  was 
developed  to  indicate  that  the  nutritional  status  was 
a factor  when  comparable  operative  procedures  were 
considered.  Although  one  may  question  this  conclu- 
sion. within  the  limits  of  the  experiment  it  seems  to 
have  been  valid. 

Infections  remote  from  the  operative  incision 
have  some  effect  in  increasing  the  wound  infection 
rate.  “H  ound  infection  rates  rise  steadily  as  the 
duration  of  the  operation  increases,  and  duration 
appears  to  be  a primary  determinant  of  risk  of 
infection.”  This  conclusion  heartens  traditionalists 
in  surgery.  It  was  also  concluded,  significantly,  that 
regardless  of  other  associated  factors,  “the  duration 
of  preoperative  hospitalization  appears  to  influence 
the  infection  rate  independently.” 

The  use  of  antibiotics  was  associated  with  a much 
higher  infection  rate.  Adjustment  for  all  known 
factors  that  might  affect  this  result  did  not  alter  the 
finding  that  patients  who  received  prophylactic 
antibiotics  actually  manifested  in  increased  infec- 
tion rate  over  those  who  had  not. 

Other  studies  indicated  that  the  presence  of  bac- 
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teria  in  the  wound  at  the  end  of  surgery  did  not 
necessarily  foretell  the  later  development  of  infec- 
tion. Infected  wounds,  in  fact,  often  produced  a 
different  organism  from  that  found  at  the  end  of  the 
operation. 

In  substance,  then,  the  detrimental  factors  are 


age,  obesity,  length  of  operation,  preoperative  hospi- 
tal stay,  steroid  administration,  distant  infection, 
and  prophylactic  antibiotics.  While  not  appreciably 
changing  current  surgical  concepts,  this  new  study 
confirms  some  strong  suspicions  and  serves  as  a 
useful  guide  to  further  studies  in  this  field. 


LABELS 


If  one  could  but  kxow  the  value  of  a commercial 
product  by  reading  what  is  written  on  the  label, 
life  would  he  simpler  than  it  is.  In  much  the  same 
way  it  would  be  most  desirable  if  the  labels  pinned 
on  human  beings  as  a result  of  this  or  that  achieve- 
ment in  the  academic  world  could  he  taken  as 
bona  fide  evidence  of  the  excellence  which  they  are 
intended  to  indicate.  Unfortunately  such  is  not  the 
case.  Everyone  knows  that  the  degree  of  I’h.D.  does 
not  guarantee  a scholar's  superiority  as  teacher  or 
investigator  over  the  humble  possessor  of  an  A.M. 
who  has  capabilities  in  either  of  these  fields.  A 
Phi  Beta  Kappa  key  may  indicate  a real  student  or 
merely  a person  who  is  clever  at  taking  examina- 
tions. Granted  that  most  persons  who  wear  one  or 
more  labels  of  this  type  are  well  qualified  in  the  field 
to  which  the  label  relates,  it  is  still  true  that  there 
are  many  who,  lacking  the  decoration  which  should 
indicate  superior  ability,  nevertheless  in  action 
possess  such  ability  to  a high  degree. 

It  is  unfortunate  that  in  academic  circles  the  Ph.D. 
is  like  a union  card  without  which  a person  cannot 
lie  given  consideration  in  his  application  for  a posi- 
tion in  his  field.  It  is  true  that  this  label  means  that 
he  has  done  a stated  amount  of  prescribed  work  in  a 
manner  acceptable  to  those  in  authority  in  his  field, 
hut  there  is  no  guarantee  that  he  will  continue  to 
develop  or,  what  is  more  important,  that  he  has  any 
ability  whatever  as  a teacher.  This,  and  the  false 
doctrine  “publish  or  perish,”  is  resulting  in  the 
exposure  of  students  to  supposed  "leaders”  in  their 
specialties  who  have  neither  desire  nor  ability  to 


fire  them  with  enthusiasm  for  their  subjects  and  to 
bring  forth  in  them  that  spirit  of  inquiry  which 
results  in  real  accomplishment.  Aiding  and  abetting 
this  unfortunate  tendency  is  the  fact  that  money,  a 
great  deal  of  money,  is  available  for  research,  much 
of  which  is  attempted  by  individuals  of  little  natural 
capabilities,  while,  relatively  speaking,  little,  mighty 
little,  is  devoted  to  the  development  of  real  educa- 
tion. Education,  by  the  wise  use  of  funds,  could  be 
made  available  and  most  stimulating  to  many  who 
cannot  now  obtain  it.  As  Doctor  J.  PI.  Knowles 
has  pointed  out,  a large  number  of  students  go  into 
research  simply  because  there  is  money  available 
for  them  in  this  line  of  work. 

All  this  applies  especially  to  medicine  and  medical 
education.  The  glamour  of  “doing  research”  and 
the  ability  to  quote  freelv  from  medical  scientific 
literature  by  no  means  indicates  that  a physician  is 
capable  of  good  clinical  care  of  the  sick.  The  label  of 
board  certification  indicates  that  a physician  has 
satisfied  his  examiners  that  he  has  top  qualifications. 
Yet  his  colleagues  on  his  hospital  service  may  have 
reason  to  know  that  some  who  have  not  been  certi- 
fied are  giving  much  better  care  to  their  patients 
than  he.  Board  certification,  honors,  and  the  impres- 
sive bibliographies  mean  something,  of  course,  but, 
like  the  label  on  the  tomato  can,  they  may  not  give 
a true  estimate  of  inner  values. 

Reference 
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THE  DANGER  OF  A PLANNED  BED  SHORTAGE 


' | 1 here  is  serious  hazard  in  the  campaign  for 
■*-  area-wide  hospital  planning  of  succumbing  to 
the  beguiling  theory  that  hospital  costs  can  he  con- 
trolled by  limiting  the  bed  supply.  One  hears  two 
contradictory  doctrines  expounded  in  this  connec- 
tion. In  the  first  place  it  is  indicated  that  over- 
construction of  bed  capacity  must  be  avoided  because 
it  results  in  under-utilization  with  a consequent 
increase  in  per  diem  patient  cost.  Contrariwise  it  is 
argued  that  no  matter  how  many  beds  are  built, 
utilization  will  always  rise  to  fill  them,  leading  thus 
to  the  specious  conclusion  that  the  building  of  bed 


capacity  causes  an  increase  in  utilization  — and  is 
therefore  somehow  mischievous.  It  is  further  im- 
plied that  a planning  commission  will  have  just  the 
proper  amount  of  wisdom  to  balance  the  many  con- 
flicting influences  with  great  exactitude  — probably 
with  a special  pipeline  to  God.  The  statement  of 
purposes  and  need  for  area-wide  planning  in  Rhode 
Island  which  has  been  adopted  by  several  agencies 
contains  these  interesting  generalities  : 

"Purpose : To  develop  area-wide  planning  for 
hospitals  and  related  health  facilities  in  order  that 
the  best  possible  care  can  be  available.  This  would 
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include  a positive  approach  (sic)  to  the  provision 
of  the  necessary  number  of  beds  and  of  other  facili- 
ties to  meet  the  needs  of  the  community.  Such  a 
process  should  provide  the  best  services  most  effi- 
cientlv.  Planning  should  be  broad  in  its  scope.  The 
approach  should  be  positive,  and  should  emphasize 
the  need  for  new  services  as  well  as  the  efficient  use 
of  existing  services. 

“Need  for  Planning:  . . . Area-wide  . . . planning 
will  aid  communities  in : . . . Stimulating  the  con- 
struction of  needed  facilities  . . . [and]  Discourag- 
ing construction  not  conforming  to  community 
needs.  . . .” 

Available  data  indicate  that  the  need  for  acute 
hospital  beds  in  Rhode  Island  is  not  close  to  being 
met.  A steady  rise  in  the  population  and  obsoles- 
cence of  available  beds  tend  to  cancel  out  the  benefits 
of  new  construction.  A study  by  the  United  States 
Department  of  Health,  Education,  and  Welfare 
documenting  progress  between  the  years  1948  and 
1964  indicates  that,  while  the  population  of  Rhode 
Island  increased  13.7  per  cent  during  this  period, 
the  number  of  acceptable  general  hospital  beds 
increased  49.9  per  cent.  Yet  the  ratio  of  acceptable 
beds  per  1,000  of  population  increased  only  from 
2.52  to  3.32.  The  total  number  of  acceptable 
and  unacceptable  beds  per  1.000  population  in 
Rhode  Island  was  given  as  3.99  as  of  January  1, 
1964.  The  estimated  total  need  for  beds  in  Rhode 
Island  was  given  as  4.30  per  1,000  of  population. 
The  latter  figure,  according  to  the  report,  should  be 
interpreted  as  the  need  for  acceptable  beds.  The 
report  gives  the  percentage  of  acceptable  beds  avail- 
able to  the  total  need  as  77.2  per  cent  as  of  that  date, 
or  an  actual  numerical  shortage  of  822  beds  in 
the  state.  Brought  out  in  this  survey  is  the  chilling 
fact  that  560  unacceptable  beds  are  in  use  in 
Rhode  Island. 

What  are  unacceptable  beds?  The  recent  edition 
of  the  Rhode  Island  State  Plan  for  the  Construction 
of  Hospitals  and  Other  Health  Facilities  lists  stand- 
ards of  unacceptability  as  follows  : 

“1.  Beds  in  non-fire-resistive  buildings.  Any 
building  having  either  wood  floors,  joists,  studding, 
roofs  or  extensive  interior  trim  are  considered  non- 
fire-resistive. 

“2.  Beds  in  parts  of  buildings  constructed  as 
additions  to  non-fire-resistive  buildings,  where 
there  are  inadequate  fire  barriers  between  them.  . . . 

“3.  Beds  in  buildings  or  parts  of  buildings  not 
suitable  for  hospital  purposes,  such  as  former  resi- 
dences, offices,  stores,  etc. 

“4.  Beds  in  otherwise  acceptable  buildings,  but 
located  in  areas  not  intended  for  patient  rooms,  such 
as  sun  porches,  recreation  rooms,  corridors,  and 
additional  beds  in  rooms  or  wards  that  cause  the 
room  area  to  provide  less  than  80  sq.  ft.  of  floor 
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space  per  bed.” 

The  report  goes  on  to  state : ‘‘The  inventory  has 
revealed  that  many  of  the  facilities  in  Rhode  Island 
are  obsolete  and  inadequate  by  present  day  hospital 
standards.”  It  then  gives  the  number  of  unaccept- 
able beds  in  Rhode  Island  for  June  1964  as  419.  The 
difference  in  this  figure  from  that  in  the  Federal 
report  is  apparently  due  to  allowance  in  the  State 
report  for  “unacceptable  beds  being  replaced  by 
current  construction.”  some  of  which  will  not  be 
available  for  many  months.  The  total  somehow  still 
remains  frightening.  The  State  report  gives  the 
overall  year  round  bed  occupancy  as  a surprising 
and  uncomfortable  88.8  per  cent  — especially  strik- 
ing when  it  is  realized  that  it  includes  such  low 
occupancies  as  19.9  per  cent  for  the  Charles  V. 
Chapin  Hospital  and  59.8  per  cent  for  the  Provi- 
dence Lying-In  Hospital. 

. The  State  report  bases  its  estimates  of  need  on  a 
population  of  858,000  and  a ratio  of  4.5  general 
hospital  beds  per  1 ,000  of  population,  conservative  if 
allowance  is  made  for  growth.  On  this  basis  Rhode 
Island  should  have  right  now  3,861  beds.  There  are 
in  fact  3,449  beds  acceptable  and  unacceptable.  The 
number  of  acceptable  beds  is  3.0,10,  taking  into  con- 
sideration those  currently  under  construction.  The 
current  deficit  of  acceptable  general  medical  and 
surgical  beds  in  Rhode  Island  thus  amounts  to  an 
amazing  831  beds. 

It  is  difficult  to  believe  that  any  conceivable  allow- 
ances for  socioeconomic  or  medical  practice  factors 
would  reduce  this  figure  significantly,  particularly 
when  in  a highly  developed  and  industrialized  state 
such  as  Rhode  Island  most  influences  are  sharply 
in  the  opposite  direction.  Let  us  not  be  deluded  into 
perpetuating  this  acute  and  chronic  bed  shortage. 

References 
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ANSWER  TO  RADIOLOGICAL  QUIZ 
( See  Page  126) 

CAN  YOU  NAME  IT? 

This  was  too  easy!  The  presence  of  multiple 
punched  out  para-articular  lesions  is  characteristic 
of  gouty  arthritis.  As  one  might  imagine,  the  blood 
uric  acid  was  quite  high,  10  mg.%,  and  clinically, 
numerous  tophi  were  demonstrated. 
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Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SuBSTERNAL 


MILT  RATE 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


Long-acting  coronary  vasodilation  plus 
effective  tranquilization  for 
prophylaxis  of  pain  in  angina  pectoris 


Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris,  especially  where  accompanied  or  intensified  by 
anxiety.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for  patients 
with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — Careful  supervision  of  dose  and  amounts  prescribed  is  advised.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  use  for  weeks  or  months  at  excessive  dosage. 
Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced  and  operation  of 
motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering 
from  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Side  effects: 
Side  effects  of  ‘Miltrate’  administration  have  been  few,  consisting  of  headache,  nausea,  sleepiness  and  insomnia,  and  dizziness. 
Pentaerythritol  tetranitrate— The  most  common  side  effects  are  transient  headache,  nausea,  and  rash.  Weakness,  palpitation,  flush- 
ing, gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions.  Meprobamate-  Drowsiness  may 
occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally 
developing  after  one  to  four  doses.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous 
dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More  severe  and  very  rare  cases  of 
hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive  crises  (1  fatal 
case),  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment  should  be  symptomatic  in  such  cases,  and  the  drug  should  not 
be  reinstituted.  Isolated  cases  of  agranulocytosis,  thrombocytopenic  purpura,  and  a single  fatal  instance  of  aplastic  anemia 
have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly.  Fast  EEG  activity 
has  been  reported,  usually  after  excessive  meprobamate  dosage.  Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and  at  bedtime.  Individual- 
ization of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  12  tablets  daily  are  not  recommended.  (Note:  When 
titration  of  the  doses  of  the  individual  components  of  ‘Miltrate’  is  desired,  meprobamate  is  available  as  ‘Miltown’  [meproba- 
mate] tablets  and  ‘Meprospan’  [meprobamate,  sustained  release]  capsules.)  Supplied:  White  tablets,  each  containing  meproba- 
mate 200  mg.  and  pentaerythritol  tetranitrate  10  mg.  Before  prescribing,  consult  package  circular. 
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CHROMOSELLA:  A GERMM’S  FAIRY  TALE 

Prince  Germ  Cell  Finds  Chromosella  Through 
Her  Centromere 

Nancy  Forsythe 


The  Author.  Xancy  Forsythe  of  Warwick,  Rhode 
Island.  Age  15.  and  a Junior  at  Pilgrini  High  School, 
Warwick,  Rhode  Island. 


Once  upon  a time,  in  a far  off  reproductive 
center  lived  a lonely  little  somatic  cell  named 
Chromosella.  Chromosella  had  three  ugly,  wicked 
step-cells  who  were  lazy  and  spent  most  of  their 
time  at  interphase.  Chromosella  was  a beautiful 
little  cell  and  her  wicked  step-cells  were  very  jealous 
of  her.  She  had  a lovely  nucleus  with  a net  of  long, 
golden  chromatin.  The  wicked  step-cells  made 
Chromosella  wait  on  them  day  and  night  so  that 
she  had  no  time  for  herself. 

One  day  as  Chromosella  was  sweeping  out  the 
gonad,  she  saw  a messenger  D.X.A.  deliver  an 
invitation  to  the  three  ugly  step-cells.  It  was  sent 
from  the  Prince  Germ  Cell  inviting  all  the  germ 
and  somatic  cells  in  the  kingdom  to  a grand  ball. 
Chromosella  began  to  weep.  How  she  longed  to  go 
- but  that  was  impossible ! Her  step-cells  would 
not  give  her  a single  minute  to  prepare ! 

The  day  of  the  ball  arrived.  The  sisters  had 
carefullv  begun  their  mitosis  at  just  the  right  time 
so  that  they  would  arrive  in  all  the  splendor  of 
metaphase.  ( Metaphase  was  all  the  rage  that  year  ! ) 
Chromosella  ran  to  the  centromere  patch  and  began 
to  cry.  She  could  not  hear  the  thought  of  staying 
at  home. 

“Chromosella?”  whispered  a voice. 

“Yes?”  she  answered. 

“Chromosella,  I am  your  Fairy  God  Cell  and  I 
have  come  to  prepare  you  for  the  hall.”  she  said. 
“P>ut  how?"  cried  Chromosella  in  despair. 

"We  will  have  to  hurry  but  we  can  do  it !”  she 
reassured.  “Are  you  nearing  the  end  of  interphase  ?” 
she  asked. 

"Yes.  Fairy  God  Cell.  My  nucleus  has  enlarged, 
my  centrosome  has  released  my  centrioles  which 
are  at  opposite  ends  of  my  nucleus,  and  my  long, 
blond  chromatin  is  still  in  my  net.” 

With  a wave  of  the  Fairy  God  Cell’s  wand, 
Chromosella  started  prophase.  Her  ragged  nucle- 
olus began  to  shrink  and  her  golden  chromatin 
shortened.  Her  nuclear  membrane  began  to  dis- 
integrate and  then  disappeared  altogether  — as  if 


by  magic ! The  nucleolus,  too.  was  gone.  Another 
wave  of  the  wand  and  each  lovely  chromosome  built 
an  exact  duplicate  of  itself.  Beautiful  sky-blue 
centromeres  joined  them  together. 

“Those  are  your  chromatids,  my  dear."  she  said, 
“and  there  you  are.” 

“But  Fairy  God  Cell,"  cried  Chromosella  in  dis- 
may ! “What  am  I to  do  now?  I have  no  spindle; 
forty-six  chromosomes  are  moving  freelv  inside  me. 
I can’t  go  to  the  hall  like  this !” 

“Before  I wave  my  wand  and  you  enter  meta- 
phase. Chromosella.  you  must  promise  to  return  to 
the  gonad  by  the  stroke  of  telophase,”  the  Fain- 
God  Cell  said. 

“I  promise,”  said  Chromosella. 

Then  with  a wave  of  her  wand  and  a flash  of  light. 
Chromosella  was  at  the  hall ! She  looked  at  herself. 
It  couldn't  be  true  ! It  was  metaphase,  and  Chromo- 
sella had  the  most  beautiful  silver  and  pink  scaffold- 
ing in  the  ballroom ! Her  golden  chromatids  were 
magically  attached  to  the  equator  of  her  spindle  by 
her  sky  blue  centromeres  and  her  asters  glittered  in 
the  light ! 

The  Prince  Germ  Cell  spotted  Chromosella  as 
soon  as  she  appeared  and  asked  her  to  dance.  As 
they  danced  Prince  Germ  Cell  gazed  into  her  centro- 
somes  and  said.  "Come  to  the  garden  with  me  and 
I will  tell  you  all  about  germ  cell  division." 

In  the  garden  he  explained  meiosis  to  Chromo- 
sella. It  seemed  that  they  might  have  something  in 
common.  The  prince  had  interphase  just  as  Chromo- 
sella did  in  mitosis.  In  prophase,  however,  the  prince 
had  five  phases.  One,  leptotene,  when  the  prince  en- 
larged slightly  and  his  chromosomes  became  extra 
long,  where  his  chromomeres.  like  rubies,  line  along 
his  D.X.A.  crossbars,  fascinated  Chromosella.  Then, 
in  the  zygotine  phase,  his  chromosomes  moved  by 
the  magic  of  chemical  attraction.  The  similar 
chromosomes,  called  homologs,  joined  by  means  of 
synapses  ; they  "zipped”  up  at  their  chromomeres  to 
form  bivalents.  In  the  next  phase,  pachytene,  his  bi- 
valents shortened  and  thickened  and  attached  them- 
selves by  one  end  to  the  surface  of  his  nucleolus. 

“My  bivalents  duplicate,”  he  announced  regally, 
“and  then  I enter  the  diplotene  phase."  he  added. 
“In  diplotene  my  homologs  unzip  and  they,  along 
with  their  duplicates,  are  tetrads  !" 


continued  on  page  154 
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Your  patients  will  say 
uThe  Pain  Is  Gone” 
when  you  prescribe 

‘EMPIRINCOM  POUND 
with  CODEINE  gr.  l/2 


100 


‘EMPIRIN’ 

Compound 


with 


Codeine  Phosphate,  No.  3 

Eoch  tablet  contains 

Codeine  Phosphate  (32.4  mg.)  gr.  1/2 

Warning. — May  Be  Habit  Forming 
Phenacetin  gr.  2-1/2 

Aspirin  gr.  3-1/2 

Caffeine  { gr.  1/2 


‘EMPIRIN’  COMPOUND  with  CODEINE  gr.  1/2  (No.  3) 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


.kU  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


In  anxiety  and  tension  states... 


tranquilization 

■f 

muscle  relaxation 
unsurpassed  safety 
=a  tranquilaxant 


Rx 


BRAND  OF 


Trancopal  "is  effective  in  symptomatic  treatment 
of  anxiety.”*  A powerful  tranquilaxant,  it  also  re- 
lieves muscle  spasm  so  often  accompanying  anxi- 
ety and  tension.  Other  indications  include:  ulcer 
syndrome,  spastic  colon,  alcoholism,  premen-  ) 
strual  tension,  and  bronchial  asthma.  Side  effects 
such  as  occasional  drowsiness,  dizziness,  flush-  ' 
ing,  nausea,  depression,  weakness  and  drug  rash 
have  been  observed  in  less  than  3 per  cent  of 
patients.  If  severe,  medication  should  be  discon-  I 
tinued.  In  most  patients,  side  effects  are  minor 
and  do  not  necessitate  interruption  of  treatment. 
There  are  no  known  contraindications.  The  usual 
adult  dosage  is  one  Caplet®  (200  mg.)  three  or 
four  times  daily;  in  some  patients  100  mg.  three 
or  four  times  daily  suffice.  Dosage  for  children 
(5  to  12  years)  is  usually  from  50  to  100  mg.  three 
or  four  times  daily.  Trancopal  is  available  in  200 
mg.  Caplets  (green  colored,  scored)  and  100  mg. 
Caplets  (peach  colored,  scored). 

•A.M.A.  Council  on  Drugs:  J. A. M. A. 183:469  (Feb.  9)  1963. 


Tension  complicated  by  pain? 

...you  want  a 
dependable  tranquilaxant 
plus  the  analgesic  effect 
of  aspirin 

Rx 


nMNCMESIC 

GHLORMEZUONE  m ASPIRIN 

100  mg.  300  mg. 


TRANCO-GESIC...for  the  more  comprehensive 
control  of  pain,  especially  in  tension  headache, 
sciatica,  lumbago  and  musculoskeletal  pain  asso- 
ciated with  strains  or  sprains... acts  dependably 
and  with  unsurpassed  tolerance.  Contraindicated 
in  persons  known  or  suspected  to  have  an  idio- 
syncrasy to  aspirin.  Side  effects  such  as  gastric 
distress,  occasional  weakness,  sedation  or  dizzi- 
ness may  be  noted  occasionally.  Ordinarily,  these 
may  be  reversed  by  a reduction  in  dosage  or  tem- 
porary withdrawal  of  the  drug.  The  usual  adult 
dosage  is  2 tablets  three  or  four  times  daily.  The 
suggested  dosage  for  children  from  5 to  12  years 
is  1 tablet  three  or  four  times  daily.  ’Trademark 
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THE 

PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
"perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It’s  been  that  way  with  us 
since  1881. 


East  Providence,  Rhode  Island 


Call  GEneva  8-4450 
The  "Home  Service"  Dairy 


CHROMOSELLA:  A GERMM’S 
FAIRY  TALE 

concluded  from  page  150 

In  the  diakenesis  phase  his  tetrads  separate  at  the 
centromere  and  they  are  now  chromatids.  His  nucle- 
olus and  nuclear  membrane  disintegrate  and  his 
spindle  now  appears. 

“I  look  the  same  as  you  do  at  the  end  of  late 
prophase.”  he  added  with  a wink. 

“At  first  metaphase  my  spindle  appears  and  my 
chromatids  line  the  equator  in  a double  line.  Then, 
in  first  anaphase  my  chromosomal  fibers  shorten  to 
their  respective  poles  and  my  centrioles  duplicate 
and  with  a new  membrane  become  a centrosome 
again  in  first  telophase.  My  nucleolus  and  nuclear 
membrane  reappear.  My  centromeres  remain  with 
my  chromosomes,  but  do  not  elongate  as  yours  do. 
And  then  there  are  two  of  me  ! 

“From  now  on  what  I will  tell  you  is  also  hap- 
pening to  my  brother  !”  he  explained. 

“My  second  prophase  is  only  different  from  yours 
in  that  my  chromatids  do  not  duplicate.  My  second 
metaphase,  second  anaphase,  and  second  telophase 
are  also  identical  (except  in  two  of  us  now  !). 

“At  the  end  of  telophase  there  are  four  of  me  !" 

The  prince  explained  that  his  cells  were  to  become 
males  so  they  gained  protoplasmic  extensions  and 
formed  sperm. 

“That’s  so  wonderful,”  said  Chromosella  with 
enthusiasm.  “What  is  that  noise  I hear?” 

“Oh,  it  is  the  clock  striking  telophase,”  he  said. 

“Oh,  my  aching  chromosomes ! I think  I have 
1 an  upset  nucleus !”  Chromosella  had  to  make  the 
prince  leave  to  get  her  a chromoseltzer  so  she  could 
slip  away. 

As  she  fled,  she  dropped  a sky-blue  centromere 
which  the  Prince  Germ  Cell  found. 

Just  at  that  moment,  outside  the  palace,  Chromo- 
sella entered  anaphase.  Her  chromosomal  fibers 
shortened  pulling  one  chromatid  and  a half  of  her 
sky-blue  centromeres  with  it.  It  was  then  she  noticed 
the  missing  centromere.  But  as  Chromosella  entered 
telophase  all  the  centromeres  disappeared.  The 
chromatids  were  now  chromosomes  which  length- 
ened again,  into  her  beautiful  golden  chromatin  net. 
Her  nucleolus  and  nuclear  membrane  reappeared 
and  her  centrioles  duplicated  and  formed  mem- 
branes. Sbe  pinched  in  at  her  old  equator  and  was 
now  two  cells. 

In  the  meantime,  the  Prince  was  conducting  a 
search  throughout  the  reproductive  center  to  find 
Chromosella.  He  declared  that  any  somatic  cell  who 
had  lost  and  could  fit  the  centromere  would  be  his 
wife.  At  last  he  arrived  at  their  gonad.  The  three 
ugly  step-cells  tried  and  tried  but  they  couldn’t  fit 
the  centromere.  But  when  Chromosella  tried  it  fit 
beautifully ! 

"Chromosella  ! I’ve  found  you  !”  Then  the  Prince 
and  Chromosella  returned  to  the  palace  and  were 
married.  And  they  all  divided  happily  ever  after. 
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ONE  WAY  TO  TRY  TO 
AVOID  COLDS  AND 
SINUSITIS  IS  TO 
GET  AWAY  FROM 
FRIGID  WEATHER 


...but  if  your  patient  can’t  get  away , relieve  sneezing,  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 

ORNADE®—  SPANSULEeXi’'3i?,d 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  50  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


NEWPORT  COUNTY  MEDICAL  SOCIETY 

The  regular  meeting  of  the  Newport  County 
Medical  Society  was  held  on  January  27,  1965  at 
the  Hotel  Viking. 

The  election  of  officers  took  place.  The  following 
officers  were  re-elected : Dr.  Charles  Serbst,  Presi- 
dent ; Dr.  Richard  Knowles,  Vice  President ; Dr. 
Tanis  Gailitis,  Treasurer;  Dr.  John  E.  Carey,  Sec- 
retary ; Dr.  John  Malone,  Councilor  ; Dr.  Philomen 
Ciarla  and  Dr.  Charles  Dotterer,  Delegates. 

The  application  for  membership  of  Dr.  Antonia 
Sidorowicz  was  unanimously  approved. 

The  application  of  Dr.  Ramsis  G.  Elias  to  be 
excused  from  dues  while  in  post-graduate  work  was 
approved. 

A general  discussion  concerning  the  poor  condi- 
tions of  nursing  homes  in  general  in  this  county 
then  followed.  It  was  unanimously  voted  that  a 
new  committee  of  the  County  Medical  Society  be 
appointed  to  investigate  this  problem. 

The  meeting  adjourned  at  9:15  p.m. 

Respectfully, 

John  E.  Carey,  m.d. 
Secretary 

PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  on  Monday,  February  1,  1965.  The 
meeting  was  called  to  order  by  the  President, 
Dr.  Ralph  Richardson,  at  8:30  p.m. 

Reading  of  the  minutes  of  the  January  meeting 
was  omitted  with  consent  of  members  in  attendance. 
The  President  noted,  however,  that  the  minutes 
woidd  be  published  in  the  Rhode  Island  Medical 
J ournal. 

Dr.  Richardson  called  for  a moment  of  silent 
prayer  in  memory  of  Drs.  Howard  Turner  and 
Louis  Celia  who  had  died  during  the  previous 
month. 

The  President  awarded  certificates  of  member- 
ship to  the  physicians  elected  at  the  meeting  of  the 
Association  in  January. 

Dr.  Richardson  introduced  Dr.  John  F.  W. 
Gilman,  a member  of  the  Society,  to  serve  as  the 
moderator  for  a panel  discussion  on  diabetes. 

Dr.  Gilman  then  introduced  the  first  of  three 


speakers.  Dr.  Jurgen  Steinke.  Associate  Physician, 
Baker  Research  Laboratories,  New  England 
Deaconess  Hospital  in  Boston. 

Dr.  Steinke  reported  the  use  of  the  Egyptian 
Sand  Rat  as  a new  experimental  animal  in  whom 
the  metabolic  and  vascular  syndromes  of  diabetes 
could  he  produced  and  studied.  He  speculated  on 
the  possible  serum  and  tissue  factors  involved  in  the 
development  of  the  diabetic  state  and  summarized 
the  multiple  modes  of  action  of  insulin.  He  reviewed 
the  pathogenic  chain  of  events  initiated  by  the 
uncontrolled  hyperglycemia  of  diabetes  leading  to 
ketoacidosis  and  eventual  coma  and  death. 

In  response  to  a question  he  and  Dr.  Bradlev 
commented  on  the  relative  value  of  “depo”  and 
regular  insulins,  in  the  prevention  of  the  vascular 
complications  of  diabetes.  Although  significant  data 
is  still  unavailable  in  this  regard,  both  speakers 
seem  to  favor  the  combining  of  the  “depo”  and 
regular  forms  of  insulin.  They  both  decried  the  use 
of  corticosteroids  in  insulin  resistant  cases. 

Dr.  Robert  Bradley  of  the  Joslin  Clinic  in  Boston, 
the  second  guest  speaker,  reviewed  the  indications 
for  the  use  of  oral  agents  in  diabetes.  Except  for 
the  unusual  obese  youth  who  shows  a good  response 
to  one  of  the  sulfonylureas,  he  felt  the  use  of  these 
agents  was  not  indicated  in  the  youthful  diabetic. 
For  obese,  mild  diabetics,  over  40  years  of  age.  who 
have  had  their  disease  for  ten  years  or  less  and  have 
been  controlled  on  small  doses  of  insulin,  the  sulfo- 
nylureas are  satisfactory  if  their  administration 
does  result  in  a demonstrable  drop  in  blood  sugar. 
He  discussed  the  mechanism  of  action  of  these 
agents  and  then  portrayed  the  several  different 
stages  in  the  evolution  of  diabetes  and  its  complica- 
tions. He  then  discussed  the  use  of  Tolubutamide 
(sometimes  in  conjunction  with  regular  insulin  ) in 
chemical  diabetes  with  improvement  in  the  abnormal 
glucose  tolerance. 

Dr.  Richard  Field,  Chief.  Diabetes  Unit  and 
Research  Laboratory,  Massachusetts  General  Hos- 
pital. Boston,  concluded  the  panel  discussion  with 
an  unusual  case  report  of  a fulminant  cataract  in  a 
juvenile  diabetic  while  maintaining  rigorous  dia- 
betic control.  He  elucidated  the  pathogenesis  of 
“sugar"  cataracts  and  discussed  the  two  metabolic 
pathways  in  the  development  of  abnormal  sorbitol 
and  d-fructose  concentrations  in  the  cataractus  lens. 

continued  on  page  158 
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Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

‘Soma’  Compound  helps 
relieve  pain  and  relax  muscle 
in  many  musculoskeletal 
disorders.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,phenacetin  160  mg.,caiieine  32  mg. 


rational  combination  therapy  for  most  patients  with  strains  and  sprains: 
relaxes  muscle,  relieves  pain 

Also  available  as  ‘Soma’  Compound  with  Codeine:  carisoprodol  200  mg.,  phenacetin 
160  mg.,  caffeine  32  mg.,  codeine  phosphate  16  mg.  (Warning:  may  be  habit-forming.) 

(Warning:  Codeine  may  be  habit-forming.)  Indications:  'Soma'  Compound  and  'Soma'  Compound  with 
Codeine  are  useful  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other  conditions  affecting 
muscles  and  joints.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol,  phenacetin,  or 
codeine  phosphate.  Precautions:  Phenacetin  — With  long-term  use,  give  cautiously  to  patients  with  anemia 
and  cardiac,  pulmonary,  renal  or  hepatic  disease.  May  damage  the  kidneys  when  used  in  large  amounts  or 
for  long  periods.  Caffeine  — Not  recommended  for  persons  extremely  sensitive  to  its  CNS  stimulating  ac- 
tion. Codeine  phosphate  — Use  with  caution  in  addiction-prone  individuals.  Carisoprodol  — Carisoprodol, 
like  other  central  nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  pro- 
pensity for  taking  excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of 
similar  chemical  structure,  e.g.  meprobamate.  Side  effects:  Drowsiness,  lightheadedness,  dizziness,  and 
gastric  complaints  have  been  reported  infrequently  for  either  or  both  of  these  preparations.  Phenacetin  — 
Side  effects  are  extremely  rare  with  short-term  use  of  recommended  doses.  Prolonged  ingestion  of  over- 
doses may  produce  dyspnea,  cyanosis,  hemolytic  anemia,  skin  rash,  anorexia,  subnormal  temperature,  in- 
somnia, headache,  mental  disturbances,  and  tolerance.  Caffe/ne-Side  effects  are  almost  always  the  result 
of  overdosage.  Average  doses  may  rarely  cause  nausea,  nervousness,  insomnia,  and  diuresis.  Excessive  dos- 
age may  produce,  in  addition,  restlessness,  nervousness,  tolerance,  tinnitus,  tremors,  scintillating  scotomata, 
tachycardia,  and  cardiac  arrhythmias.  Codeine  phosphate -Possible  side  effects  are  nausea,  vomiting, 
constipation,  and  miosis.  Carisoprodol -The  only  side  effect  reported  with  any  frequency  is  sleepiness, 
usually  on  higher  than  recommended  doses.  An  occasional  patient  may  not  tolerate  carisoprodol  because  of 
an  individual  reaction,  such  as  a sensation  of  weakness.  Other  rarely  observed  reactions  have  included 
dizziness,  ataxia,  tremor,  agitation,  irritability,  headache,  increase  in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms.  One  instance  each  of  pancytopenia  and  leukopenia,  occurring  when  carisoprodol 
was  administered  with  other  drugs,  has  been  reported,  as  has  an  instance  of  fixed  drug  eruption  with 
carisoprodol  and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  in- 
cluded one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy.  In  cases  of  allergic  or  hypersensitivity  reaction,  car- 
isoprodol should  be  discontinued  and  appropriate  therapy  initiated.  Suicidal  attempts  may  produce  coma 
and/or  mild  shock  and  respiratory  depression.  Dosage:  Usual  adult  dosage  of  ‘Soma’  Compound  or  ‘Soma’ 
Compound  with  Codeine  is  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  phenacetin  160  mg.,  and  caffeine  32  mg.  ‘Soma’ 
Compound  with  Codeine,  white  capsule-shaped  tablets,  each  containing  carisoprodol  200  mg.,  phenacetin 
160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required.  Before  prescribing, 
consult  package  circular. 

WALLACE  LABORATORIES 

CS0-S114  YaA  Cranbury,  N.  J. 
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NOTHING  SCIENTIFIC 

Dennis  the  Menace  Has  Asthma 

Oct.  25  Dennis  had  bad  attack  at  12  :P.M.  (breath- 
ing i called  Dr.  gave  him  red  liquid  Med.  He  had 
varmit  feeling  after  taking  6 teaspoons  but  in  few 
minutes  he  breathed  easy.  An  Uncle,  visiting  us 
was  smoking  stokey  Cigar  and  cigarettes.  Dennis 
ate  Pizza  and  Mapel  walnut  Ice  Cream  (with 
no  nuts). 

Oct.  26  Xext  Dennis  had  another  attack. 

Oct.  27  He  slept  good 

Oct.  28  He  had  another  attack  not  so  bad  as  the 
first  to.  (He  ate  1 piece  off  Cake.) 

Oct.  29  Slept  good. 

Oct.  30  Slept  good. 

Oct.  31  had  another  attack  in  middle  of  nite. 
(Animals  left  that  morning)  Dennis  gave  us  a 
hard  time  with  him  that  nite.  After  he  had  taken 
his  medicine  he  kept  fussing  and  wanted  me  to 
stay  up  with  him.  I know  he  wasn’t  as  bad  as 
other  times,  so  His  dad  and  I scolded  him.  Then 
he  fell  asleep  after  he  stopted  crying.  He  could 
have  been  disterbed  because  of  the  (animals.) 

November  1 slept  good  but  took  pill  when  going 
to  bed. 

Nov.  2 did  not  take  pill  before  going  to  bed  — 
woke  up  at  1 :00  A.M.  starting  to  weeze  took  pill 
didn’t  help  then  took  Medicine  3 teaspoons  about 
15  miniuts  later.  Med.  didn’t  work  right  away  — 
he  finely  fell  asleep.  Woke  up  Xext  Morning 
Face  felt  hot  didn't  look  to  good. 

Xov.  3 Woke  up  about  2 :30  was  weezing  bad. 
Took  Med.  It  helped  him  in  about  15  min.  he 
went  back  to  sleep. 

Nov.  4 Woke  up  in  nite  took  Medicine  was  not  so 
bad  as  other  nite’s. 

Xov.  5 This  is  the  first  night  this  week  he  slept 
all  nite.  with  no  Medicine. 

Xov.  6 slept  well  all  nite. 


RHODE  ISLAND  MEDICAL  JOURNAL 

EXPERIMENT  IN  COMMUNITY 
EDUCATION 

concluded  from  page  140 

ers  whose  mighty  designs  in  advancing  science  will 
leave  lasting  monuments  to  the  admiration  of  pos- 
terity. but  every  man  must  not  hope  to  be  a Boyle 
or  Sydenham  ...  it  is  ambition  enough  to  be  an 
under  laborer  in  clearing  the  ground  a little,  and 
removing  some  of  the  rubbish  that  lies  in  the  wav 
to  knowledge.  . . .”  This  course  was  conceived  and 
designed  to  be  such  an  under  laboring  effort.  The 
task  was  to  satisfy  the  healthy  curiosity  of  an  inter- 
ested group  of  Rhode  Island  citizens.  Our  perplexi- 
ties were  presented  with  humility,  and  our  knowl- 
edge with  pride.  If  there  was  a service  at  all.  it  was 
for  tomorrow’s  patients. 

Reference 

DIunroe,  Ruth:  Schools  of  Psychoanalytic  Thought,  The 
Dryden  Press,  1955 

1 1 2 Wayland  Avenue 

Providence.  Rhode  Island  02906 


AM  A DELEGATES 

concluded  from  page  144 

general  population.  Included  are  the  impoverished 
of  all  ages  — the  mother  and  newborn,  the  crippled 
child,  the  blind,  the  mentally  ill,  the  mentally  re- 
tarded. the  long-term  chronically  ill,  the  physically 
disabled,  and  the  aged.” 


PROVIDENCE  MEDICAL  ASSOCIATION 

concluded  from  page\56 

The  presentations  generated  a number  of  inter- 
esting questions  and  lively  discussions. 

The  meeting  was  adjourned  at  10:50  p.m.  Attend- 
ance : 67.  Collation  was  served. 

Respectfully  submitted, 

Bertram  H.  Buxton,  Jr.,  m.d. 
Secretary 


E.  P.  Anthony,  Inc. 

Sb'ui&filti 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  #225 


“ M A C ” 

john  r.  McDonald 

CRISS  CADILLAC  CO.,  INC. 

555  ELMWOOD  AVENUE 
PROVIDENCE,  R.  I. 

Cr.  J HO  7-6600  Home 

Office  st  1-9500  WI  1-0639 

“Available  To  Satisfy  Any  of  Your  Motoring  Needs” 
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MILK  COMMISSION  REPORT—  PROVIDENCE  MEDICAL  ASSOCIATION,  1964 


Certified  milk  in  Providence  during  1964  was 
obtained  from  the  following  farms  : Cherry  Hill 
Farm,  North  Beverly,  Mass.,  and  Hillside  Farm, 
Cranston,  R.  I. 

Through  the  courtesy  and  co-operation  of  the 
Boston  Commission  we  have  accepted  their  certifi- 
cation of  one  farm  from  Massachusetts.  The  H.  P. 
Hood  Company  (Cherry  Hill  Farm)  of  Boston  has 
discontinued  the  production  and  sale  of  Certified 
Milk  for  the  Rhode  Island  area.  This  leaves  the 
Hillside  Farms  of  Cranston,  R.  I.  as  the  only  pro- 
ducers of  Certified  Milk  in  Rhode  Island.  Hampshire 
Hills  Farm  discontinued  the  sale  of  Certified  Milk 
in  this  area  in  April  1963. 

All  of  the  herds  are  under  State  and  Federal 
supervision  and  are  free  from  Tuberculosis  and 
Brucella  abortus  infections. 

Vitamin  D Certified  Milk  is  defined  as  whole 
Certified  Milk  rendered  antirachitic  by  irradiation 
or  by  the  addition  of  a concentrate  and  shall  be  of 
sufficient  vitamin  potency  to  show,  by  biological 
assay,  a content  of  at  least  400  U.S.P.  units  per 
quart. 

Certified  Fat-free  (Skim)  Milk,  containing  not 
more  than  0.05  per  cent  butter  fat,  and  with 
Vitamin  A added  has  conformed  to  the  standards 


set  by  the  American  Association  of  Medical  Milk 
Commissions. 

During  the  past  year  the  analysis  of  milk  samples 
has  been  performed  in  the  laboratory  of  the  Milk 
Department  of  Providence,  which  is  located  at  the 
Charles  V.  Chapin  Hospital.  Doctor  Joseph  Smith, 
the  Milk  Inspector,  and  his  assistant,  Mr.  Richard 
S.  McKenzie,  have  been  most  co-operative  in  doing 
this  work  for  the  Milk  Commission. 

The  Sanitary  Inspector  is  appointed  by  the  Com- 
mission to  supervise  the  sanitary  conditions  at  the 
farm  and  the  physician  is  responsible  for  the  health 
of  the  employees  at  the  farm.  Both  of  the  men  are 
licensed  practitioners.  The  Veterinarian  to  the  farm 
is  also  appointed  by  the  Commission.  Doctor  George 
H.  Taft  was  appointed  a new  member  of  the  Com- 
mission to  serve  for  1964. 

John  T.  Barrett,  m.d.,  Chairman 
Reuben  C.  Bates,  m.d.,  Secretary 
D.  William  Bell,  m.d. 

Harold  G.  Calder,  m.d. 

John  E.  Farley,  m.d. 

John  P.  Grady,  m.d. 

George  H.  Taft,  m.d. 

Henry  E.  Utter,  m.d. 


MONTHLY  AVERAGES  OF  CERTIFIED  MILK  FOR  1964 


CHERRY  HILL 
H.  P.  HOOD 

HILLSIDE 

FARM 

Pasteurized 

Pasteurized 

Bac- 

Bac- 

teria 

teria 

per 

per 

B.F. 

T.S. 

c.c. 

B.F. 

T.S. 

c.c. 

lanuary 

3.9 

12.72 

195 

3.9 

11.99 

44 

February 

3.8 

12.46 

40 

3.9 

12.69 

90 

March 

3.8 

12.52 

40 

3.9 

12.62 

209 

April 

3.9 

12.80 

142 

3.9 

12.52 

130 

May 

3.9 

12.73 

245 

3.7 

12.32 

80 

Tune  

3.9 

12.65 

300 

3.6 

12.19 

150 

July 

3.9 

12.69 

342 

3.9 

12.44 

53 

August  

4.0 

12.89 

413 

3.9 

12.43 

495 

September 

3.9 

12.77 

120 

4.0 

12.52 

320 

( Ictoher  

4.2 

12.84 

440 

November 

3.8 

12.53 

103 

I lecember 

3.9 

12.69 

575 

Yearly  Average 

3.9 

12.69 

204 

3.9 

12.48 

224 

The  legal  standards  for  Certified  Milk  are  those  adopted  by  the  American  Association 
of  Medical  Milk  Commissions,  Inc.  and  in  effect  at  the  time  of  production. 

Unless  otherwise  indicated  on  the  label  it  shall  contain  an  average  of  4.0%  of  butter  fat 
with  a minimum  of  3.5%  for  individual  samples  and  a minimum  of  12%  for  total  solids. 

The  average  bacterial  count  of  Pasteurized  Certified  Milk  shall  not  exceed  500  colonies 
of  bacteria  per  cubic  centimeter. 
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REPORTS  OF  COMMITTEES 

to  the 

HOUSE  OF  DELEGATES,  R.  I.  MEDICAL  SOCIETY 

January  20,  1963 


SECOND  NATIONAL  CONGRESS  ON 
CARDIOVASCULAR  DISEASE 

In  November  1964,  I attended  the  Second 
National  Congress  on  Cardiovascular  Disease  as 
the  delegate  of  the  Rhode  Island  Medical  Society, 
the  Rhode  Island  Heart  Association  and  the  State 
of  Rhode  Island  Department  of  Public  Health. 

This  Congress  was  held  in  Washington,  D.C., 
and  sponsored  by  the  United  States  Public  Health 
Service  and  the  American  Heart  Association. 

One  purpose  of  the  Congress  was  to  evaluate  the 
progress  that  had  been  made  in  the  last  ten  years  in 
the  entire  field  of  Cardiovascular  Disease.  This 
review  of  progress  included  reports  on  clinical 
achievements,  research  developments  and  accom- 
plishments in  the  area  of  community  service. 

A second  purpose  of  the  Congress  was  to  deter- 
mine what  the  major  needs  were  in  all  fields  of 
Cardiovascular  Disease  and  in  particular,  the  direc- 
tion that  new  research  should  take. 

It  is  significant  that  this  Congress  has  already 
had  an  impact  upon  the  Federal  Government  in  that 
President  Johnson  has  recently  recommended  the 
development  of  regional  centers  for  the  handling  of 
certain  major  Cardiovascular  problems. 

It  was  a pleasure  for  me  to  represent  the  Rhode 
Island  Medical  Society  at  such  a stimulating 
meeting. 

E.  F.  Lovering,  m.d. 

FIRST  NATIONAL  STROKE  CONGRESS 

The  First  National  Stroke  Congress  was  held  on 
October  29,  30,  and  31  at  the  Palmer  House  in 
Chicago.  It  was  attended  by  physicians,  nurses, 
therapists,  social  workers,  and  other  personnel 
interested  in  the  problems  of  the  stroke  patient. 
The  conference  was  planned  in  1963  and  was 
jointly  sponsored  by  the  American  Heart  Associa- 
tion, the  American  Medical  Association,  the  Heart 
Disease  Control  Program  of  the  United  States 
Department  of  Public  Health,  and  the  Vocational 
Rehabilitation  Administration. 

The  purpose  of  the  conference  was  to  make  avail- 
able to  tbe  practicing  physician  or  other  interested 
party  information  concerning  recent  advances  in 
diagnosis  and  treatment  of  the  stroke  patient.  This 


was  accomplished  by  use  of  dramatic  presentations, 
lectures,  scientific  exhibits,  panel  discussions,  and 
closed  circuit  television  broadcast  from  Michael 
Reese  Hospital. 

The  Congress  emphasized  the  multifaceted 
aspects  of  the  problems  of  the  stroke  patient.  The 
importance  of  the  condition  was  underlined  by  the 
fact  that  10%  of  the  national  mortality  is  directly 
attributable  to  stroke  and  1 1/2  to  2 million  people  in 
the  United  States  are  now  hemiplegic  as  a result  of 
a cerebrovascular  accident.  Means  of  stroke  pre- 
vention were  discussed  and  warning  symptoms  of 
impending  stroke  were  stated  to  be  present  in  more 
than  50%  of  all  stroke  patients.  The  warning  symp- 
toms included  unilateral  temporal  or  suboccipital 
headache,  lightheadedness  or  vertigo,  syncope  over 
the  age  of  thirty,  drop  attacks,  monocular  or  binocu- 
lar blurring  of  vision,  transient  gait  disorder,  epi- 
sodes of  confusion  or  amnesia,  and  other  prodromal 
symptomatology. 

The  use  of  anticoagulant  treatment  for  patients 
having  transient  ischemic  attacks  was  discussed  and 
this  method  of  therapy  was  considered  beneficial. 
Surgical  efforts  at  stroke  prevention  following  the 
occurrence  of  one  or  more  transient  attacks  was 
considered  useful  in  the  20  or  25%  of  the  patients 
whose  symptoms  are  secondary  to  extracranial 
vascular  occlusive  disease.  Surgical  intervention 
in  patients  with  accomplished  strokes  was  not 
recommended. 

All  aspects  of  the  acute  and  convalescent  care  of 
the  stroke  patient  were  fully  discussed  bv  specialists 
in  the  field  of  internal  medicine,  urology,  physical 
medicine  and  rehabilitation,  physical,  occupational, 
and  speech  therapy  and  all  available  techniques  were 
fully  demonstrated.  In  spite  of  the  variety  of  medi- 
cal and  paramedical  personnel  interested  in  the 
stroke  patient,  the  central  role  of  the  interested 
physician  in  the  care  of  the  patient  was  emphasized, 
and  an  effort  was  made  to  broaden  his  understand- 
ing of  techniques  available  for  the  treatment  of  the 
stroke  patient. 

Although  there  was  some  needless  repetition  and 
occasional  uncritical  presentation  of  an  isolated 
point  of  view,  the  general  purpose  of  the  Congress 
was  fulfilled.  A great  deal  of  useful  information  was 
imparted  and,  even  more  important,  a feeling  of 
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cautious  optimism  was  engendered  in  those  inter- 
ested in  the  care  and  rehabilitation  of  the  stroke 
patient. 

M.  Howard  Triedman,  m.d. 

Delegate  from  Rhode  Island 

AMA  CONFERENCE  ON 

DISASTER  PLANNING 

Report  of  Society  Delegate 
John  B.  Lawlor,  m.d. 

The  Fifteenth  National  Conference  on  Disaster 
Medical  Care,  sponsored  by  the  Committee  on 
Disaster  Medical  Care  of  the  A.M.A.  Council  on 
National  Security,  was  held  on  November  7-8,  1964 
at  the  LaSalle  Hotel,  Chicago,  111.  Representing 
the  Rhode  Island  Medical  Society,  this  conference 
was  attended  by  Dr.  John  B.  Lawlor,  chairman  of 
the  Disaster  Committee,  one  of  410  registrants  from 
43  states,  Canada  and  Venezuela.  Those  in  attend- 
ance, in  addition  to  state  medical  society  repre- 
sentatives, included  public  health  officials  from  state 
and  national  governments,  representatives  from  the 
American  College  of  Physicians,  the  American 
College  of  Surgeons,  the  Armed  Forces,  and  medi- 
cal and  nursing  schools.  The  sixteenth  annual  meet- 
ing has  been  scheduled  for  October  30-31,  1965  at 
the  Hotel  Drake,  Chicago. 

The  Committee  on  Disaster  Medical  Care  oper- 
ates within  the  A.M.A.  Division  of  Environmental 
Medicine  and  Medical  Services. 

The  two-day  meeting  wras  divided  into  three 
symposia  followed  hv  workshop  sessions.  The  first 
symposium  was  a series  of  seven  presentations  by 
qualified  medical  center  specialists  concerning  the 
care  of  the  multiple  injury  patient.  Topics  covered 
were  resuscitation,  fractures,  thoracic  and  abdomi- 
nal injuries,  vascular  injuries,  burns,  radiologic 
implications,  and  transportation  of  the  injured.  The 
symposium  was  followed  by  a series  of  case  presen- 
tations with  discussions  on  therapy,  serving  to 
illustrate  application  of  the  disciplines  represented 
in  various  traumatic  situations. 

A highlight  of  the  November  7 session  was  the 
luncheon  meeting  presentation  by  Col.  Herbert 
Kerr,  a surgeon  from  Iflmendorf  Air  E'orce  Base 
Hospital,  Alaska,  who  depicted  in  dramatic  words 
and  slide  projections  the  complex  medical  care 
problems  presented  by  the  Alaska  earthquake  of 
March  27,  1964.  He  recounted  the  lessons  learned 
as  well  as  recommendations  based  upon  them. 

The  second  symposium,  entitled  “The  Doctor 
Needs  to  Know  About  Community  Disaster  Plan- 
ning,’’ reviewed  the  role  of  the  nurse,  the  pharma- 
cist, the  hospital,  and  local  health  officials  in  event 
of  disaster.  The  Medical  Education  for  National 
Defense  (MEND)  Program,  now  included  in 
medical  school  curricula,  was  discussed.  The  key- 


stone of  disaster  medical  care  as  applied  at  the  local 
level  appeared  to  he  cooperation,  with  the  quick 
recognition  that  at  the  outset  of  any  disaster  a 
marshaling  of  all  available  paramedical  help  is  para- 
mount to  medical  success. 

The  first  conference  day’s  activities  were  con- 
cluded by  a third  symposium  entitled,  “Look  Back, 
Listen  and  Learn.”  The  Indianapolis  Coliseum 
explosion  of  October  1963  was  reviewed  by  a panel 
of  four  experts  recalling  vividly,  with  illustrations, 
the  problems  and  complexities  of  that  tragedy  in 
which  a gas  tank  explosion  beneath  concrete 
bleacher  stands  took  the  lives  of  55  ice  show  specta- 
tors. The  1961  Hartford  Hospital  tire  and  its  16 
fatalities  were  reviewed.  Dr.  Ernest  N.  Boettcher. 
Associate  Director  of  the  hospital,  emphasized  the 
importance  of  having  two-way  radio  communica- 
tions within  the  hospital  at  all  times.  The  medical 
aftermath  of  the  Texas.  City  disaster  was  reviewed 
by  Dr.  Truman  G.  Blocker,  a Galveston  surgeon. 

Opening  the  second  conference  day  was  an  Ohio 
State  University  review  of  that  institution’s  Disas- 
ter Research  Center  activities  and  purposes.  The 
Center  documents  the  problems  of  managing  today’s 
disasters  and,  drawing  on  an  analysis  of  the  com- 
posite experiences  of  medical  experts  on  the  scene, 
attempts  to  offer  suggestions  for  the  solution  of 
these  problems. 

A preliminary  report  by  Dr.  Harry  Zehner, 
formerly  senior  resident  in  surgery  at  San  Fran- 
cisco  General  I lospital,  described  mass  fire  casualty 
management  after  the  All  Hallows  Church  fire  in 
that  city  in  May  1964.  This  fire  hospitalized  50 
patients  with  burns  at  a single  hospital.  Dr.  Zehner 
emphasized  for  all  communities  a lesson  resulting 
from  a coincidence  in  conference  scheduling:  his 
hospital’s  disaster  plan  had  been  reviewed  critically 
at  surgical  grand  rounds  the  week  prior  to  the  fire, 
and  preparedness  was  at  its  peak. 

Workshop  sessions  completed  the  conference 
agenda,  taking  up  the  subjects  of  disaster  planning 
in  three  areas  : for  physicians,  for  hospitals,  and  for 
community  planners.  Dr.  Donovan  F.  Ward,  Pres- 
ident of  the  American  Medical  Association,  spoke 
to  the  assembled  registrants  at  the  closing  luncheon 
session  on  “Disaster  Medical  Care  — a Team 
Effort.” 

The  conference  concentrated  on  nonmilitary, 
nonradiological  disaster  planning  of  the  type  re- 
quired by  the  so-called  natural  disaster  which  might 
strike  the  Rhode  Island  scene  or  elsewhere.  The 
problems  facing  disaster  preparation  teams  at  such 
tragedies  are  manifold,  with  one  or  more  of  the 
following  difficulties  certain  to  require  solution  here 
as  well  as  elsewhere  : 

1 . Mass  confusion.  Best  remedy  : cooperation  of 
all  disciplines  under  a preferably  uniformed  author- 
ity at  a “command  post.” 
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2.  Communications  tie-up.  Best  remedy : two- 
wav  radio  communications  at  the  scene. 

3.  Transportation  difficulties,  largely  arising 
from  local  traffic  jams.  Best  remedy : as  determined 
bv  local  police  authorities  on  scene. 

4.  Firefighting  problems.  Solutions  reached  as 
far  as  feasible  at  the  fire  and  police  department 
levels. 

5.  Establishment  of  a central  authority,  usually 
best  accomplished  by  a uniformed  individual  such 
as  a police  official  from  whom  organization  should 
he  directed  and  orders  emanate  at  the  “command 
post.” 

6.  Triage  — the  sorting  of  victims  living  and 
dead,  with  establishment  of  an  on-scene  morgue 
and  a meeting  place  for  relatives.  This  problem  is 
generally  agreed  to  he  the  principal  function  of  the 
medical  profession  at  the  scene  of  a disaster  — the 
sorting  of  the  injured  and  assignment  of  treatment 
categories  depending  upon  the  urgency  and  type  of 
treatment  needed  in  each  case. 

7.  The  menace  to  public  health  posed  by  the 
bursting,  if  any.  of  water  supply  mains. 

8.  Identification  of  victims. 

9.  Orderly  and,  insofar  as  possible,  equitable  dis- 
patching to  various  hospitals  of  number  of  injured 
survivors  commensurate  with  hospitals’  capacities. 

10.  Establishment  of  auxiliary  power  if  necessary. 

1 1.  Planning  12  to  24  hours  ahead  of  immediate 
on-scene  activities  to  handle  any  newly  discovered 
victims  and  provide  manpower  for  transportation, 
communications,  and  cleanup. 

12.  Controlling  curiosity  seekers : the  universal 
challenge  reported  from  all  disaster  scenes. 

Should  a nonmilitary,  nonradiological  disaster 
strike  a Rhode  Island  community,  there  is  a three- 
fold lesson  in  preparedness  for  Rhode  Island  physi- 
cians (no  less  than  for  those  of  other  communities  ) 
emanating  from  the  Fifteenth  Annual  Conference 
on  Disaster  Medical  Care.  This  is:  (1)  Planning 
for  the  predictable  elements  of  disaster,  enumerated 
above;  (2)  Use  of  native,  constructive  ingenuity 
to  cope  with  the  unpredictable  elements  of  disaster  ; 
and  (3)  Cooperation  with  non-medical  personnel 
in  a group  effort. 

John  B.  Lawlor,  m.d. 

Chairman,  Disaster  Committee 

INTER-AGENCY  COUNCIL  ON  SMOKING 

The  Inter-Agency  Council  on  Smoking  was  first 
formed  in  August  1963.  At  present  it  is  composed 
of  American  Cancer  Society,  Rhode  Island  Divi- 
sion, Rhode  Island  Council  of  Community  Services, 
Rhode  Island  Department  of  Education,  Rhode 
Island  Department  of  Health,  Rhode  Island  Heart 
Association,  Rhode  Island  Tuberculosis  and 
Health  Association  and  The  Rhode  Island  Medical 
Association. 
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The  purpose  of  the  Council  is  to  educate  the 
public  on  the  harmful  effects  of  smoking  with  par- 
ticular emphasis  directed  toward  the  young  people 
of  the  State  of  Rhode  Island.  To  assist  the  Council 
representatives  of  the  Department  of  Health  of  the 
State  of  Maine  and  New  Hampshire  appeared 
before  the  group.  A resource  unit  committee  was 
established  to  evaluate  all  materials  including  films. 
This  was  chaired  by  Dr.  Leland  Jones. 

Decision  was  made  to  hold  a Youth  Conference 
on  Smoking.  Representatives  to  the  Conference 
were  hand  picked  by  the  principals  of  the  various 
high  schools  throughout  the  State.  A training  ses- 
sion for  these  youth  leaders  was  held  under  the 
leadership  of  Professor  Mary  Thorpe,  at  Rhode 
Island  College  of  Education. 

On  October  10,  1964,  the  Youth  Conference  on 
Smoking  was  held  at  the  East  Providence  High 
School.  The  conference  was  well  attended.  Some 
two  hundred  thirty-three  students  were  present. 
The  young  people  concerned  felt  the  conference 
valuable. 

Preparation  of  a teacher's  kit  is  underway.  It  is 
hoped  that  these  will  be  available  for  every  school 
before  April  1,  1965.  Approval  for  a two-week 
workshop  on  smoking  has  been  granted  hv  the 
Director  of  the  Summer  School  of  Rhode  Island 
College.  Teachers  attending  this  workshop  will 
receive  credit. 

The  program  of  the  Council  has  been  presented 
to  the  Secondary  School  Head  Masters'  Associa- 
tion. This  program  is  also  to  be  presented  to  the 
Superintendents’  Association  as  well  as  the  Heads 
of  the  Elementary  Schools  of  the  State  of  Rhode 
Island. 

Respectfully  submitted, 
John  Turner.  II,  m.d. 

CHILD-SCHOOL  HEALTH  COMMITTEE 

The  Child-School  Health  Committee  had  two 
meetings  since  the  last  quarterly  meeting  of  the 
Rhode  Island  Medical  Society  in  September. 

In  the  October  meeting  various  topics  were  dis- 
cussed. The  possible  publicizing  of  a poison  control 
kit  put  out  by  the  Hoyt  Pharmaceutical  Company 
of  Needham,  Massachusetts,  was  discussed,  and  the 
suggestion  was  advanced  that  the  company  he  in- 
vited to  exhibit  at  the  Society’s  annual  meeting  in 
order  to  tell  its  story  to  the  physicians. 

It  was  also  recommended  that  the  current  data 
on  the  poison  control  center  experiences  at  Rhode 
Island  and  Pawtucket  Memorial  Hospitals  he 
secured,  and  at  a later  date  a press  release  be  issued 
by  the  Child-School  Health  Committee  to  alert  the 
public  to  the  dangers  of  and  control  of  poisons. 

Members  of  the  Committee  discussed  teenage 
smoking.  The  suggestion  was  advanced  that  infor- 
mation he  sought  regarding  possible  motion  pictures 

continued  on  page  164 


MARCH 


1965 


163 


Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use-Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 


AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 

Brief. 


Squibb 


| Squibb  Quality-the  Priceless  Ingredient 

souiea  division  Olin 


164 


RHODE  ISLAND  MEDICAL  JOURNAL 


SCHOOL- HEALTH  COMMITTEE 

continued  from  page  162 

or  films  on  the  dangers  inherent  in  cigarette  smok- 
ing and  that  at  a later  date  the  Committee  seek  to 
establish  policies  that  the  Society  might  adopt  rela- 
tive to  cigarette  smoking,  which  could  he  dissemi- 
nated to  the  school  superintendents  throughout 
Rhode  Island. 

The  Committee  reviewed  advertising  material 
submitted  by  the  Providence  Journal-Bulletin  re- 
lating to  the  use  of  an  electric  shock  device  for 
treatment  of  children  and  adults  who  may  suffer 
from  enuresis.  In  the  opinion  of  the  Committee  all 
such  devices  should  be  used  only  after  complete 
physical  examination  of  the  patient  by  the  family 
physician,  and  then  used  only  with  his  approval. 

Dr.  Nodarse  brought  up  a proposal  that  the 
Committee  establish  a workshop  meeting  for  the 
many  school  physicians  in  the  State.  He  felt  that 
there  was  too  much  variance  in  the  town  and  city 
regulations,  and  the  manner  in  dealing  with  school 
health  problems,  etc.  Dr.  Leet  was  appointed  to 
look  into  the  matter  and  report  back  on  the  feasi- 
bility of  setting  up  such  a meeting  for  exchange 
of  ideas. 

Dr.  Rudolph  Jaworski  reported  that  the  Polio 
Foundation  Fund  had  been  audited,  and  that  plans 


are  being  worked  out  to  turn  over  the  money  to  the 
Rhode  Island  Foundation  for  Administration.  The 
R.  I.  Foundation  will  invest  the  money,  under  the 
trusteeship  of  the  Rhode  Island  Hospital  Trust 
Company.  The  Foundation  will  he  responsible  in 
giving  the  money  to  the  local  polio  chapters  in 
response  to  their  needs.  The  R.  I.  Medical  Society 
will  periodically  review  the  work  of  the  Foundation 
in  order  to  make  changes  in  accordance  with  the 
changing  needs  of  the  money,  in  regard  to  diseases 
and  to  its  victims.  A full  detailed  report  will  follow 
when  all  the  details  have  been  worked  out. 

Respectfully  submitted, 

Rudolph  A.  Jaworski,  m.d..  Chairman 

COMMITTEE  ON  DIABETES 

The  following  is  a report  on  the  activities  of  the 
Committee  on  Diabetes  of  the  Rhode  Island  Medi- 
cal Society  for  the  year  1964  : 

It  has  been  recognized  that  Rhode  Island  has  the 
highest  death  rate  for  Diabetes  Mellitus  (2 7.7/ 
100,000  in  1962)  than  any  other  state  in  the  United 
States.  In  1963  it  rose  to  30/100,000  population  as 
compared  to  17.6  for  the  United  States  as  a whole. 
The  upward  trend  in  the  diabetes  death  rate  in  our 
state  from  1959  to  1963  was  about  8%  above  the 
1954-58  average.  Diabetes  ranked  fourth  (36/ 
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100,000)  as  a cause  of  death  in  females  as  compared 
to  seventh  for  males  (23/100,000).  Although  the 
full  explanation  for  Rhode  Island’s  high  rate  of 
deaths  with  Diabetes  Mellitus  is  not  readily  avail- 
able, the  problem  requires  more  attention  than  it 
has  received  in  the  past. 

Toward  this  goal  the  efforts  of  the  Committee 
on  Diabetes  of  the  Rhode  Island  Medical  Society 
have  been  directed.  It  has  attempted  to  bring  to 
the  people  of  Rhode  Island  an  awareness  of 
Diabetes  during  Diabetes  Week  (November  15-21, 
1964).  The  highlight  of  that  week  was  the  Diabetes 
Health  Fair  held  on  1 1/16/64  in  the  Aldrich  Audi- 
torium on  the  grounds  of  the  Rhode  Island  Hospital. 
Dr.  Bias  Moreno  organized  the  Fair  with  the  assist- 
ance of  Dr.  Alton  J.  Curran.  Of  a total  of  732 
visitors,  56  were  known  diabetics.  There  were  8 
unknown  diabetics  detected  with  the  Clinitron, 
bandied  by  the  Rhode  Island  Department  of  Health 
under  the  direction  of  Dr.  Thomas  Murphy.  No 
positive  urine  sugar  tests  were  found  at  the  Fair. 
The  Dextrostix  test  was  studied  at  this  Fair  and 
was  found  to  be  less  sensitive  than  the  Clinitron 
estimations  of  blood  sugar.  The  consensus  was, 
however,  that  the  Dextrostix  test  was  accurate  and 
reliable  when  properly  done.  With  good  lighting 
and  experience,  the  different  shades  of  blue  be- 
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tween  130  and  200  mg  per  cent  of  blood  sugar  could 
be  distinguished  with  little  difficulty.  Because  human 
error  is  everpresent  when  large  groups  are  screened 
with  this  test,  the  photoelectric  estimation  of  the 
intensity  of  color  change  would  eliminate  this 
source  of  error  in  the  future. 

The  Diabetes  Health  Fair  would  not  have  been 
such  a success  were  it  not  for  the  generosity  of 
many  exhibitors  (American  Cancer  Society,  Rhode 
Island  Division,  Inc. ; College  of  Pharmacy,  Uni- 
versity of  Rhode  Island  ; the  Rhode  Island  Pharma- 
ceutical Society ; Rhode  Island  Dietetic  Associa- 
tion ; Rhode  Island  Heart  Association ; Rhode 
Island  Society  of  Podiatry;  Rhode  Island  Tuber- 
cnlosis  and  Health  Association ; Rhode  Island 
Society  of  Ophthalmology;  Rhode  Island  Chapter, 
National  Association  of  Social  Workers)  and  the 
efforts  of  volunteer  workers.  Twenty-five  members 
of  the  Woman’s  Auxiliary  to  the  Rhode  Island 
Medical  Society  assisted  at  the  Diabetes  Health 
Fair  as  receptionists,  typists,  and  on  various  com- 
mittees. Mrs.  John  Barrett,  \Tice  President  of  the 
Woman's  Auxiliary,  was  most  helpful  throughout 
the  day  and  was  supported  by  Mrs.  Milton  Bomes 
( Health  Chairman  of  the  Congress  of  Parents  and 
Teachers)  who  organized  the  large  turnout  of  her 
group. 
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The  most  active  sub-committee  of  the  Diabetes 
Health  Fair  was  the  committee  on  publicity.  The 
Chairman  and  Public  Health  Educator  of  the 
Rhode  Island  Department  of  Health,  Miss  Agnes 
Davis,  worked  enthusiastically  to  ensure  the  suc- 
cess of  the  Fair.  Under  her  direction  Mrs.  Daniel 
Calenda  and  Mrs.  Thomas  Head  distributed  more 
than  800  Wellbee  and  American  Diabetes  Associa- 
tion posters  to  doctors’  officers,  hospitals,  and  busi- 
ness areas  in  the  greater  metropolitan  area.  Mr. 
Gilbert  R.  Dubuc  (Public  Relations  Chairman  of 
the  Rhode  Island  Pharmaceutical  Association ) 
made  arrangements  with  the  Providence  \\  holesale 
Drug  Co.  for  the  distribution  of  posters  to  pharma- 
cies throughout  the  State,  and  secured  a feature 
article  in  the  Pawtucket  Times  accenting  the  aims 
of  the  Chairman  of  the  Diabetes  Health  Fair.  It  is 
with  great  thanks  that  the  Committee  on  Diabetes 
of  the  Society  acknowledges  the  payment  by  the 
Pharmaceutical  Association  for  ads  on  diabetes 
detection  in  the  Providence  Journal  and  Evening 
Bulletin,  and  for  purchase  of  1,800  programs  for 
the  Fair.  Miss  Davis  arranged  for  feature  articles 
in  the  Providence  Sunday  Journal,  for  spot 
announcements  on  radio  and  TV.  for  the  showing 
of  the  film  “How  Sure  Are  You?’’  on  \\  JAR-T\ 
and  at  the  Warwick  Theater,  for  Dr.  William  Leet’s 
appearance  on  J.  Kroll  Show,  for  TV  coverage  of 
the  Diabetes  Health  Fair,  and  for  the  showing  of 
short  film  trailers  on  Diabetes  at  the  Majestic, 
Strand,  and  Albee  theaters. 

From  the  New  England  Diabetes  Association  a 
contribution  of  S100.00  for  diabetes  detection  was 
received.  The  State  Department  of  Public  Health 
paid  for  a display  ad  on  Diabetes  in  the  Providence 
Visitor  and  the  Sunday  Journal,  as  well  as  for  the 
projection  of  movies  on  Diabetes  at  the  Diabetes 
Health  Fair.  The  Metcalf  mobile  x-ray  unit  was 
made  available  during  the  Diabetes  Health  Fair  by 
the  Providence  Tuberculosis  League.  It  is  with 
regret  that  this  organization  will  no  longer  be 
supplying  x-rays  of  the  chest  free  of  charge.  In  the 
future,  the  State  will  provide  these  x-ray  services. 

Besides  trying  to  spark  interest  in  Diabetes 
Detection  during  Diabetes  Week,  the  Committee 
on  Diabetes  of  the  Society  has  sought  to  extend  its 
activities  year  round.  Funds  for  this  work  and  sus- 
taining members  should  be  sought.  Educational 
films  on  Diabetes  will  be  offered  to  small  suburban 
theaters.  A group  of  specialists  in  every  aspect  of 
the  diabetic  problem  stands  ready  to  present  an 
educational  program  in  any  community  of  the  State 
requesting  instruction.  A mobile  diabetes  detection 
unit  equipped  with  blood  testing  facilities  will  be  a 
goal  of  the  future. 

In  closing,  I would  like  to  announce  that  a tenta- 
tive arrangement  has  been  made  to  hold  the 
Diabetes  Health  Fair  for  1965  at  the  Cranston 
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Street  Armory  on  November  17,  1965. 

Yours  respectfully, 

Albert  F.  Tetreault,  m.d.,  Chairman. 

The  Committee  on  Diabetes  of  the 

Rhode  Island  Medical  Society 

SUPPLEMENTAL  REPORT 

Diabetes  Detection  Week,  1964  Report 
Industrial  participation  in  Diabetes  Detection 
Week.  1964,  was  greater  than  in  1963,  both  in  the 
number  of  plants  participating  and  the  number  of 
Drey-Paks  returned  to  the  Rhode  Island  Health 
Department  Laboratory.  2294  Drey-Paks,  or 
33.5%  of  the  total  distributed  among  31  plants, 
were  returned.  Also.  157  urinalysis  were  performed 
by  nurses,  using  either  Clinitest  or  Uristix. 

Drey-Pak  tests  yielded  27  positive  reactions.  As 
in  the  past,  plant  nurses  were  notified  and  the  em- 
ployees concerned  were  referred  to  their  private 
physicians  for  further  study.  Information  available 
at  this  time  regarding  these  27  employees  or  rela- 
tives is  as  follows : 

17  had  negative  blood  sugar  tests  and  will  be 
checked  periodically  by  their  private  physicians. 

Of  the  remainder.  5 with  positive  blood  sugar 
tests  are  under  care  of  their  private  physicians. 

4 are  to  see  their  physicians  very  soon,  and  one, 
a relative  of  an  employee,  has  refused  medical 
attention. 

As  an  added  service  this  year,  names  of  all  em- 
ployees whose  Drey-Pak  tests  were  negative  were 
listed  and  mailed  to  plant  nurses  for  posting. 

Employee  interest  as  evidenced  by  Drey-Pak 
returns  varied  widely.  Returns  in  one  half  of  the 
31  plants  averaged  between  20%  and  50%,  with 
less  than  20%  returned  from  one  fourth  of  the 
plants  and  more  than  50%  returned  from  another 
fourth.  The  largest  number  of  Drey-Pak  returns, 
327  or  82%  of  the  total  distributed  in  the  plant, 
was  recorded  by  the  Uncas  Manufacturing  Co.  of 
Providence.  The  nurse,  Mrs.  Dora  McLaughlin, 
r.x.,  is  to  be  commended  for  effecting  such  a high 
degree  of  employee  participation. 

Marjorie  Wilbur,  r.x. 
Occupational  Health 
Nursing  Consultant 

Following  is  a list  of  the  plants  which  partici- 
pated in  Diabetes  Program,  1964:  Allendale  Com- 
pany, North  Providence.  R.  I. ; American  Insulated 
Wire  Company,  Pawtucket.  R.  I. ; Berkshire  Hath- 
away, Inc.,  Warren,  R.  I. ; Bostitch,  Inc.,  East 
Greenwich,  R.  I. ; Bulova  Watch  Company,  Provi- 
dence, R.  I. ; Davol  Rubber  Company,  Providence, 
R.  I.;  Firemen’s  Mutual  Insurance  Company, 
Providence,  R.  I. ; Geigy  Chemical  Company, 
Cranston,  R.I. ; General  Electric-Providence  Base 

continued  on  page  168 


MARCH,  1965 


167 


When  you  put  patients  on((speciarfat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

And  oncethey’vetried  it,  they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland, 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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Works,  Providence,  R.I. ; General  Electric-Wiring 
Device  Division,  Providence.  R.I.;  General  Elec- 
tric, Newport,  R.  I. ; General  Instrument  Corpora- 
tion, Woonsocket,  R.  I.;  Cladding’s,  Inc.,  Provi- 
dence, R.  I.;  Gorham  Corporation,  Providence, 
R.  I. ; Hassenfeld  Brothers.  Inc.,  Pawtucket,  R.I. ; 
I.T.T..W  ire  & Cable  Division,  Pawtucket,  R.I.; 
Leesona  Corporation,  Warwick,  R.  I.;  George  C. 
Moore  Company,  Westerly,  R.I.;  Narragansett 
Brewing  Company,  Cranston,  R.  I.;  Newman- 
Crosby  Steel  Company,  Pawtucket,  R.  I. ; Okonite 
Company,  Kennecott  Wire  & Cable  Div.,  East 
Providence,  R.  I.;  Outlet  Company.  Providence, 
R.  1 . ; Providence  Washington  Insurance  Company, 
Providence,  R.  1.;  Rhode  Island  Hospital,  Provi- 
dence, R.  I.;  Rhode  Island  Hospital  Trust  Com- 
pany,  Providence,  R.  I. ; G.  T.  Schjeldahl  Company, 
East  Providence,  R. I. ; Speidel  Corporation,  Provi- 
dence, R.  I.;  Uncas  Manufacturing  Company, 
Providence,  R.I.;  U. S.  Rubber  Company,  Provi- 
dence. R.  I. ; U. S.  Rubber  Company,  Woonsocket, 
R.I.,  and  Union  Wadding  Co.,  Pawtucket,  R.I. 

MEDICAL  CARE  PROGRAMS  COMMITTEE 

In  the  spring  of  1964  the  Rhode  Island  legislature 
passed  a Dill  which  basically  implemented  the  Iverr- 
Mills  law  in  the  state  of  Rhode  Island.  The  Kerr- 
1M ills  law  had  been  passed  by  the  86th  Congress  of 
the  United  States  in  September  1960.  The  program, 
as  set  up  in  Rhode  Island,  is  called  Medical  Assist- 
ance for  the  Aged,  or  MAA.  Financial  backing  of 
this  program  is  partially  supplied  by  the  state 
through  a separate  tax  of  one-half  of  one  per  cent 
on  the  first  forty-eight  hundred  dollars  ($4800.00) 
earned,  both  workers  and  self-employed  — includ- 
ing doctors  — or  twenty-four  dollars  ($24.00)  per 
year  for  each  wage  earner.  The  federal  government 
contributes  approximately  50%  of  the  monies.  This 
special  tax  in  Rhode  Island  began  January  1,  1965 
and  in  the  interim  the  state  was  allowed  to  borrow 
up  to  3.5  million  dollars  from  the  Temporary  Dis- 
ability Insurance  reserve  funds.  To  date,  since  the 
Program  went  into  effect  on  November  1,  1964, 
over  17,000  have  applied  and  over  12,000  have 
been  found  eligible. 

The  MAA  Program  in  Rhode  Island  is  liberal  — 
probably  the  most  liberal  in  the  country.  It  is  admin- 
istered through  the  Department  of  Social  Welfare 
and  it  was  drawn  up  by  that  Department  with  advice 
and  help  from  all  the  involved  vendors,  including  a 
committee  from  the  Rhode  Island  Medical  Society. 
At  present  this  Society  has  a committee  to  advise 
on  and  adjudicate  claims.  There  are  admittedly  and 
inevitably  inequities  in  the  Rhode  Island  plan  and 
provisions  have  been  made  to  review  the  situation 
at  the  end  of  one  year.  The  Department  of  Social 
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Welfare  has  worked  hard  and  come  up  with  a good 
plan,  and  only  time  will  tell  whether  it  is  a sound 
plan  financially.  The  major  unknown  was,  and  is, 
how  many  citizens  will  fall  into  the  eligibility  con- 
fines of  the  plan,  and  if  qualifying  for  benefits,  will 
apply  for  same. 

Earlier  this  month,  representatives  from  Rhode 
Island  attended  the  meeting  in  Chicago  at  which  all 
50  states  sent  delegates  to  explain  how,  and  if. 
Kerr-Mills  had  been  implemented  in  their  states. 
Many  states  did  not  include  payments  to  physicians. 
The  period  of  hospitalization  varied  from  a low  of 
15  days  to  90  days.  Many  had  deductible  clauses, 
requiring  the  patient  to  pay  for  the  first  week  a 
specific  amount  of  money,  or  a set  fee  per  day.  Most 
did  not  include  drugs.  Some  did  pay  for  home  and 
office  visits.  Nearly  all  of  the  states  had  found  it 
necessary  to  revise  their  laws  — either  reduce  bene- 
fits or  ask  for  more  money. 

The  general  tenor  of  the  meeting  was  that  Kerr- 
Mills  and  MAA  was  a good  plan,  and  that  the  state 
laws  implementing  it  were  not  always  good,  and 
that  no  nationwide  plan  could  be  applied  to  all  areas. 

At  the  meeting,  the  AM  A president.  Dr.  Donovan 
Ward,  introduced  his  plan  to  provide  Blue  Cross 
and  Blue  Shield,  or  private  insurance  policies  for 
the  aged,  paid  for  by  state  and  federal  funds,  accord- 
ing to  patient  need.  This  plan  might  pay  all,  part,  or 
none  of  the  premium  involved.  This  and  President 
Johnson's  recent  utterances  has  brought  a flood  of 
new  bills  or  variations  on  old  hills  to  the  fore.  This 
rash  of  activity  is  thought  to  be  a little  late  as  it 
seems  to  be  a foregone  conclusion  that  some  form  of 
a King- Anderson  hill  will  soon  be  enacted.  The 
main  problem  is  that  the  King-Anderson  proposal 
provides  limited  hospital  benefits,  limited  nursing 
home  benefits,  no  drugs,  no  physicians  services, 
no  paramedical  services,  and  covers  all  who  have 
paid  into  Social  Security  — rich  and  poor  — but 
not  necessarily  all  citizens  who  need  help  with 
medical  expenses.  In  short,  the  King-Anderson 
plan  falls  far  short  of  solving  the  problem  of  medical 
aid  to  the  aged,  and  unfortunately,  many,  if  not 
most  people,  fail  to  realize  that  it  will  not  cover  their 
medical  expenses  as  had  been  implied. 

Richard  P.  Sexton,  m.d.,  Chairman 

ADDITIONAL  COMMITTEE 
REPORTS  WILL  BE  PUBLISHED 
IN  THE  APRIL  ISSUE 
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Iron  deficiency 
is  effectively  treated 
with  Zentinic 


Zentinic  is  an  oral  multifactor  hematinic 
in  Pulvule®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adolescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapid  growth.  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 


zentinic' 
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Multifactor  Hematinic  with  Vitamins 
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epilepsy  can  undermine  self-reliance 


"A  therapeutic  ‘bull’s-eye’  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation ...  improve  his 
prospects  for  employment. . .foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nystagmus  in  com- 
bination with  diplopia  and  ataxia  indicates  dosage 
should  be  reduced.  Side  Effects:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever,  skin  eruptions, 
and  acute  generalized  morbilliform  eruptions  with 
or  without  fever.  Upon  discontinuation  of  therapy 
eruptions  usually  subside.  Rarely,  dermatitis  goes 


on  to  exfoliation  with  hepatitis,  and  further  dosage 
is  contraindicated.  Though  mild  and  rarely  an  indi- 
cation for  stopping  dosage,  gingival  hypertrophy, 
hirsutism,  and  excessive  motor  activity  are 
occasionally  encountered,  especially  in  children, 
adolescents,  and  young  adults.  During  initial  treat- 
ment, minor  side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  nervousness, 
sleeplessness,  and  a feeling  of  unsteadiness.  All 
usually  subside  with  continued  use.  Hematologic 
disorders  including  megaloblastic  anemia,  leuko- 
penia, granulocytopenia,  pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nystagmus  may  develop. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals^  containing  0.1  Gm.  and  0.03  Gm. 

♦Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,  Boston,  Little, 

Brown  and  Company,  1960,  vol. 

2,  p.  865.  4 3 2R65  PARKE.  DAVIS  4 COMPANY,  Michigan  *6733 
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Dilantin* 

(diphenylhydantoin) 

PARKE-DAVIS 

helps  to  restore  confidence 
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H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 

Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  "unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg./kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  10’s  and  25's. 


BSP®  DISPOSABLE  UNIT 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


(QSPOl ) 


BALTIMORE,  MARYLAND  21201 
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Whether  you  want 
a $50  a month 
Installment  Trust 
or  a 

$500,000 

Investment 

Management 

Account 


You’re  first  with  us . . . 
at  Hospital  Trust 


Here  you'll  find  young  ideas.  Like  the  INSTALL- 
MENT TRUST  — the  systematic  way  to  build  a 
college  fund  for  a youngster  or  prepare  for  your 
own  retirement.  Start  with  as  little  as  $100.  Add 
$25,  $50,  or  more  each  month. 

Here,  too,  you'll  find  seasoned  judgment  and 
personal  attention  devoted  to  the  management  of 
investments.  An  INVESTMENT  MANAGEMENT 


ACCOUNT  can  save  time  and  worry  if  you  own 
securities  worth  $50,000  — or  $500,000  — or  more. 
Our  recommendations  are  impartial  . . . the  final 
decisions  are  up  to  you. 

Whether  you're  concerned  with  building  an 
estate  or  conserving  what  you  have,  talk  with 
the  trust  officers  at  Hospital  Trust  — where  you 
come  first! 


0 

RHODE  ISLAND 

Hospital  Trust 


COMPANY 
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WHO  NEEDS  A BLOOD-GLUCOSE  DETERMINATION? 

Many  of  your  patients,  Doctor.  With  DEXTROSTIX®  Reagent  Strips,  estimating 
blood  glucose  takes  only  60  seconds.  The  test  can  be  used  for  screening  in 
every  physical  examination  and  emergency  situation.  DEXTROSTIX  is  also  use- 
ful for  checking  blood  glucose  in  pregnancy,  obesity,  peripheral  vascular  dis- 
ease, certain  endocrine  disorders,  patients  on  “thiazides”  and  other 
potentially  hyperglycemic  drugs,  diabetic  screening  and  manage- 
ment, and  other  conditions  where  hypo-  or  hyperglycemia  may  be  of 
clinical  significance.  □ Ames  Company,  Inc.,  Elkhart,  Indiana  ames 
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New  broad-spectrum  penicillin 
but  without 

broad-spectrum  toxicity 


no  blood  dyscrasias 
no  photosensitivity 
no  severe  gastric  disturbances 
no  pigmentation  of  teeth 
no  kidney  damage 
no  accumulation  in  long  bones 


PENBRITIN  Campicillin)  brings  the  tradi- 
tional penicillin  advantages  to  areas  of  treat- 
ment formerly  dominated  by  the  tetracyclines 
and  chloramphenicol  — urinary  and  gastroin- 
testinal infections,  as  well  as  respiratory 
infections.  But  PENBRITIN  (ampicillin) 
does  not  cause  the  toxic  disorders  associated 
with  other  broad-spectrum  antibiotics.110 
And  highly  important:  PENBRITIN  ('ampi- 
cillin) kills  bacteria  instead  of  merely  sup- 
pressing them. 

Usual  dosage:  Adults  — 250  mg.  every  six  hours 
in  respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infections 
(higher  doses  may  be  needed  in  severe  infec- 
tions). Children  — (under  13  years,  whose  weight 
will  not  result  in  a dosage  higher  than  that 
recommended  for  adults)  100  mg. /Kg. /day  in 
divided  doses  every  six  or  eight  hours  for  moder- 
ately severe  infections;  200  mg./Kg./day  in  di- 
vided doses  every  six  hours  for  severe  infections. 


Contraindications:  (1)  Hypersensitivity  to  pen- 
icillin. (2)  Infections  by  penicillinase-producing 
staphylococci  and  other  penicillinase-producing 
organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasionally 
appeared. 

Precautions : As  with  other  antibiotics,  precau- 
tions should  be  taken  against  gastrointestinal 
superinfection.  To  date,  safety  for  use  in  preg- 
nancy has  not  been  established. 

Supplied:  No.  606— Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References:  1.  Editorial.  Brit.  M.  J.  it: 223  (July  22)  1961. 
2.  Rolinson,  G.  N.,  and  Stevens,  S.:  Brit.  M.  J.  ti:191  (July 
22 ) 1961.  3.  Stewart,  G.  T.,  et  al.:  Brit.  M.  J.  ii:  200  (July  22) 
1961.  4.  Brown,  D.  M..  and  Acred,  R:  Brit.  M.  J.  ii:197 
(July  22)  1961.  5.  Batchelor,  E R.,  et  al.:  Nature  183: 257, 
1959.  6.  Knudsen,  E.  T.,  et  al.:  Brit.  M.  J.  ii : 198  (July  22) 
1961.  7.  Doyle.  E R,  et  al.:  Nature  191: 109*1  (Sept.  9)  1961. 
8.  Acred,  R,  et  al.:  Brit.  J.  Pharmacol.  18: 356,  1962.  9.  Har- 
rison, R M.,  and  Stewart,  G.  T:  Brit.  J.  Pharmacol.  17:420, 
1961.  10.  Editorial.  Lancet  ii: 723  (Oct.  5)  1963. 


KILLS  BACTERIA. . . DOES  NOT  JUST  SUPPRESS  THEM 


PENBRITIN 


Brand  of  Ampicillin 


AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 
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BOOK  REVIEWS 


THE  VISUAL  FIELDS.  A Textbook  and  Atlas 
of  Clinical  Perimetry  by  David  O.  Harrington, 
m.d.  Second  Edition.  The  C.  V.  Mosby  Company, 
St.  Louis.  1964.  $16.00 

This  is  the  second  edition  of  the  standard  work  on 
visual  fields  in  the  United  States.  Dr.  Harrington 
has  had  broad  experience  as  a neurosurgeon  and 
ophthalmologist  and  uses  this  experience  to  great 
advantage  in  presenting  a lively  discussion  of  the 
visual  fields.  Case  reports  are  many.  New  material 
in  the  edition  includes  newer  toxic  amblyopias  and 
a section  on  pediatric  fields.  An  excellent  bibliog- 
raphy is  presented  for  those  who  want  even  more 
details. 

For  those  who  consider  visual  field  charting  a 
chore,  a glance  at  Dr.  Harrington’s  work  will 
change  their  mind. 

Robert  S.  L.  Kinder,  m.d. 

COMMON  BACTERIAL  INFECTIONS. 
Pathophysiology  and  Clinical  Management  by 
Edwin  J.  Pulaski,  Col.,  MC,  U.S.  Army.  \V.  B. 
Saunders  Company,  Philadelphia,  1964.  $8.50 

This  little  book  of  just  300  pages  covers  a lot  of 
ground.  Starting  with  general  principles  of  host- 
parasite  relationship,  of  inflammation  and  mechan- 
ics of  host  resistance,  the  author  next  discusses  the 
individual  antibiotics  one  by  one  in  what  I found 
his  most  interesting  chapter.  The  rest,  and  the 
greater  part  of  the  book,  is  devoted  to  infections  in 
different  parts  of  tbe  body  — one  chapter  on  bones 
and  joints,  another  on  infections  in  the  abdomen, 
another  on  those  of  the  central  nervous  system,  of 
the  G.U.  system,  and  so  on.  Chapters  on  trauma 
and  infection,  and  on  burns  and  infection  are 
handled  more  fully  than  usual. 

Dr.  Pulaski  is  a Colonel  in  the  U.S.  Army  Medi- 
cal Corps,  and  Director  of  Basic  Surgical  Research 
at  Walter  Reed  Army  Medical  Center.  As  one 
would  expect  from  a man  with  these  credentials, 
this  is  a carefully  written  book  with  no  important 
or  well-recognized  facts  omitted.  I am  sure  that  an 
enormous  amount  of  work  went  into  the  compila- 
tion and  orderly  arrangement  of  the  material,  as 
evidenced  by  the  very  complete  lists  of  references 
at  the  end  of  each  chapter.  For  example,  the  discus- 
don  of  the  various  antibiotic  agents  brings  together 


more  information  about  them  in  fairly  short  and 
orderly  sequence  than  one  could  easily  obtain  for 
oneself  in  any  other  fashion.  The  book  should  find 
its  greatest  usefulness  as  an  introductory  survey  of 
the  subject,  and  also  as  a check-list  for  those  who 
want  to  see  if  they  are  still  reasonably  up-to-date  on 
bacterial  infections. 

Morgan  Cutts,  m.d. 

CURRENT  PRACTICE  IN  ORTHOPAEDIC 
SURGERY . 1964.  Volume  2.  John  P.  Adams, 
m.d..  Editor.  The  C.  V.  Mosby  Company,  St. 
Louis,  1964.  $13.50 

This  volume  represents  the  second  annual  survey 
of  selected  current  orthopedic  practices  as  por- 
trayed by  outstanding  representatives  on  their 
chosen  topics.  Although  much  of  the  material 
already  has  appeared  in  the  literature,  it  is  pre- 
sented here  with  good  organization  and  clarity. 
It  provides  the  reader  with  an  excellent  review 
source.  The  style  is  most  readable  and  there  are 
many  topics  of  interest  among  its  pages. 

Henry  M.  Litchman,  m.d. 

MARRIAGE  COUNSELING  IN  MEDICAL 
PRACTICE.  A Symposium  Edited  by  Ethel  M. 
Nash,  m.a.  ; Lucie  Jessner,  m.d.,  and  D.  Wilfred 
Abse.  m.d.  The  University  of  North  Carolina 
Press,  Chapel  Hill,  1964.  $8.00 

This  volume  grew  out  of  discussions  at  two  sym- 
posia held  in  North  Carolina  in  1961  and  1962  on 
the  medical  aspects  of  marriage  counseling.  Con- 
cern with  the  growing  incidence  of  divorce  and  of 
broken  homes  emphasized  the  need  for  such  a work. 

The  eighteen  contributors  cover  a great  range  of 
marital  stresses,  from  sexual  adjustment  through 
pregnancy  and  gynecologic  disorders  to  alcoholism 
in  either  or  both  partners.  The  problems  of  teen- 
agers and  of  the  unmarried  woman  are  briefly 
surveyed.  Great  prophylactic  value  is  placed  on  pre- 
marital counseling  and  examination.  The  authors 
go  to  some  pains  to  point  out  the  deficiencies  of 
medical  school  curricula  and  of  intern  training  in 
the  handling  of  psycho-sexual  difficulties.  Consid- 
erable space  is  given  to  the  sexual  attitudes  and 
behavior  of  medical  students  and  residents  as  they 
influence  the  future  practitioner. 


continued  on  page  1“9 


Could  be.  My  problem  hypertensive 
finally  came  around. 


That  a smug  gleam  in  your  eye? 


Use  anything  special? 


No,  plain  stubborn.  Moderately 
severe.  Grade  II. 


ignant? 


You’re  missing  something 


Regroton?  Haven’t  tried  ityet. 


»t  Regroton.  One  tablet  daily. 


® 


iegroton 


i position:  Each  tablet  contains  chlorthalidone, 
ig.,  and  reserpine,  0.25  mg. 
traindications:  History  of  mental  depression, 
ersensitivity,  and  most  cases  of  severe  renal 
epatic  diseases. 

ning:  Discontinue  2 weeks  before  general 
sthesia,  1 week  before  electroshock  therapy, 
if  depression  or  peptic  ulcer  occurs. 

:autions:  Reduce  dosage  of  concomitant  anti- 
ertensive  agents  by  one-half.  Discontinue  if 
BUN  rises  or  liver  dysfunction  is  aggravated. 
:trolyte  imbalance  and  potassium  depletion 
' occur;  take  particular  care  in  cirrhosis  or 


Superior  to  other  antihypertensives 
in  76  of  80  patients  in  a 2-year  study* 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Geigy 


Average  Dosage:  One  tablet  daily  with  breakfast. 
Availability:  Bottles  of  100  and  1000  tablets. 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper 
tension:  A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  RE-3454 
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THE 

PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
“perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It’s  been  that  way  with  us 
since  1881. 


NEW. . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Renewable  To  Age  70  For 
Those  W ho  Need  Amounts  In  Addition 
To  The  Rhode  Island  Medical  Society’s 
Underyling  Group  Plan. 


Physicians  in  good  health  under  age  65,  now 
may  apply  for  amounts  up  to  $225.00  weekly,  in 
addition  to  benefits  now  provided.  Benefits  pay- 
able at  option  of  the  insured  for  1 year.  2 years, 
5 years,  10  years,  to  age  70.  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of 
Rhode  Island  nor  purchase  mail-order  insurance 
to  have  the  BEST  in  Disability  Insurance!  We 
have  yet  to  see  a mail-order  or  individual  policy 
with  benefits  and  value  superior  to  this  one. 


For  further  information,  send  us  your  name, 
address,  and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmple  1-4833 


Designers  & Suppliers  of  Offices 

150  Dorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 
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in  maintenance  therapy... 
a working  analgesic 
for  the 

active  arthritic 


ARTHRALGEN® 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


a working  analgesic  for  the  active  arthritic 

— rapidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
promises  a quicker  response  in  most  patients  because  its  anal- 
gesic ingredients  need  no  metabolic  conversion  before  they  act. 
As  a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
can  often  establish  smoother,  more  complete  pain  relief  because 
it  synergistically  produces  more  efficient  analgesia  on  lower 
dosage  levels  of  each. 

two  proven  pain  relievers 

Arthralgen  combines  two  better-tolerated,  time-tested  analgesics, 
acetaminophen  and  salicylamide,  into  a pharmacologically  sound 
and  therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
trates tissues  promptly  and  relieves  pain  rapidly  with  less  likeli- 
hood of  gastric  irritation  than  aspirin. 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen  PR  are 
Indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  upset, 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 


sodium-free 

Arthralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
more  suitable  analgesic  for  use  in  the  long-term  treatments  of 
arthritic  patients  who  have  other  conditions  which  require  sodium 
restriction.' 

ARTH  RALGEN®-PR  (Arthralgen  with  prednisone) 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


To  help  provide  dosage  flexibility  in  patients  who  require  steroids, 
the  basic  Arthralgen  formula  is  also  available  combined  with 
prednisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
advantageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
less  tendency  toward  sodium  retention,  potassium  excretion,  and 
steroid-induced  hypertension  than  that  which  often  accompanies 
the  use  of  cortisone  and  ACTH.2 


A.  H.  ROBINS  COMPANY,  INCORPORATED/RICHMOND,  VIRGINIA 


As  with  any  drug  containing  pred- 
nisone, Arthralgen  PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses.  Cushing's  syndrome 
(or  Cushing’s  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored) 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND.,  28:266,  1953. 
2.  Cohen,  et  al.:  J.A.M.A.,  165:225, 
1957. 


when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint— convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  nurm 
ber  of  circumstances  can  unleash  it.  Keep  Atarax  irj 
mind  for  all  your  emotionally  distressed  patients— from 
under  6 to  over  60. 

for  any  age— for  any  stage  of  anxiet' 


AT  A R7IX® 


(hydroxyzine  HCI) 


tablets 

syrup 

parenteral 


. . . In  any  condition  where  tissue  depletion  of  the  water 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  I 
complex  with  500  mg.  of  vitamin  C. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  New  York  10017 


de  effects  and  precautions:  The  transitory 
owsiness  which  may  occur  with  hydroxyzine 
Cl  usually  disappears  spontaneously  in  a few 
oys  with  continued  therapy,  or  is  correctable 
/dosage  reduction.  Dryness  of  the  mouth  may 
5 seen  with  higher  doses.  Involuntary  motor 
ctivity  has  been  reported  in  hospitalized 
atients  on  higher  than  recommended  doses, 
ydroxyzine  HCI  may  potentiate  CNS  depres- 
rnts,  narcotics  such  as  meperidine,  barbitu- 
ites,  and  anticoagulants.  In  conjunctive  use, 
osage  for  these  drugs  should  be  decreased, 
ecause  drowsiness  may  occur,  patients  should 
e cautioned  against  driving  a car  or  operat- 
ig  dangerous  machinery.  Parenteral  Solution 
recautions  and  contraindications:  This  dosage 
3rm  is  intended  only  for  I.M.  or  I.V.  adminis- 
ation  and  should  not,  under  any  circum- 
tances,  be  injected  subcutaneously  or  intra- 
rterially.  When  the  usual  precautions  for  I.M. 
ljection  have  been  followed,  reports  of  soft 
ssue  reactions  have  been  rare.  I.V.  adminis- 
ration  should  be  slow,  no  faster  than  25  mg. 
■er  minute,  and  should  not  exceed  100  mg.  in 
iny  single  dose.  Particular  care  should  be  used 
o insure  injection  only  into  intact  veins;  a few 
nstances  of  digital  gangrene  occurring  distal 
o the  injection  site  have  been  attributed  to 
nadvertent  intraarterial  injection  or  periarte- 
ial  extravasation,  both  of  which  should  be 
ivoided.  More  detailed  professional  informa* 
ion  available  on  request. 


BOOK  REVIEWS 
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I believe  it  significant  that  eleven  of  the  essayists 
contributing  to  this  work  are  psychiatrists  in  teach- 
ing positions.  Only  one  calls  himself  a General 
Practitioner.  How.  then,  one  asks,  can  the  average 
physician  he  expected  to  advise  his  patients  with 
their  marriage  problems  when  specialists  in  Psychi- 
atry, having  had  long  training,  find  many  of  the 
problems  involved  and  difficult?  In  addition  to 
being  poorly  prepared,  the  busy  Generalist  has 
neither  the  time  nor  the  special  interest.  It  is  con- 
ceivable that  he  might  do  more  harm  than  good. 
One  can  see  the  obvious  difficulty  for  the  average 
doctor  when  it  is  recounted  that  one  interested 
physician  in  General  Practice  saw  a patient  with  a 
marital  problem  seventy-five  times  over  a period  of 
eighteen  months  with  only  partial  success. 

The  resources  available  in  this  country  for 
handling  the  huge  demand  for  marriage  counseling 
are  very  adequately  considered.  The  deficiencies 
seem  appalling.  Unfortunately  consulted  last,  the 
13,000  psychiatrists  in  practice  are  already  over- 
burdened with  the  demands  of  individuals  with 
emotional  problems.  Experts  agree  that  only  15 
per  cent  of  the  228,000  ministers  in  America  are 
doing  counseling  that  can  be  called  competent.  A 
recent  study  showed  that  half  the  ministers  are  still 
preaching  that  sex  is  evil.  The  number  of  general 
marriage  counselers  who  are  professionally  quali- 
fied is  very  small.  The  Directory  of  the  American 
Association  of  Marriage  Counselers  contained  only 
450  names  in  1962.  While  the  physician  is  logically 
the  best  situated  to  help,  most  have  not  been  trained 
for  the  job. 

When  I ponder  my  own  superficial  exposure  to 
Psychiatry,  both  in  medical  school  and  internship, 
I am  forced  to  conclude  that  marriage  counseling 
is  best  referred  to  the  trained  and  qualified  special- 
ist in  the  field,  to  a Psychiatrist,  or  to  the  unusually 
well-prepared  physician  who,  by  virtue  of  extensive 
reading,  psychiatric  orientation,  and  supervised 
case  work,  has  had  the  equivalent  of  special  training. 

A perusal  of  this  volume  will  be  found  of  great 
interest  to  every  physician.  It  will  serve  to  sensitize 
him  to  the  magnitude  of  the  problem  and  to  his  own 
deficiencies.  Perhaps  he  will  then  be  a little  more 
modest  about  his  capacity  to  advise  in  so  delicate 
an  area. 

Charles  Potter,  m.d. 
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Your  patients  will  say 
uThe  Pain  Is  Gone” 
when  you  prescribe 

4EMPIRIN,@COM  POUND 
with  CODEINE  gr.  l/2 


‘EMPIRIN’Ij 
Compound  Jo 


with 


Codeine  Phosphate,  No.  3 

Eoch  tablet  contains 

Codeine  Phosphate  (32.4  mg.)  gr.  1/2 
Warning.  — May  Be  Habit  Forming 


eeded 

D DRY  1808 


BURROUGHS  WELLCOME  & CO. 

(U.S.A.)  Inc.,  Tuckahoe,  N.Y. 
Made  in  U.S.A. 


‘EMPIRIN’  COMPOUND  with  CODEINE  gr.1/2  (No.  3) 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B ] (Thiamine Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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WILLIAM  A.  HANLEY  & ASSOCIATES,  INC. 


Designer  Planner,  Builder  of 
Medical  & Professional  Buildings 


The  New  Rockwell  Wing 
Bristol  County  Medical  Center 
Bristol,  Rhode  Island 


This  new  wing  in  Bristol  was  designed, 
planned,  and  built  by  William  A.  Hanley  & 
Associates,  Inc.  of  Warren,  Rhode  Island. 

When  planning  a new  building,  addition, 
or  alterations,  contact  Hanley  Associates 
for  free  estimates,  and  a complete  “pack- 
age deal". 

Hanley  buildings  start  at  $16.00  per 
square  foot. 

A Local  Rhode  Island  Firm  serving  the 
local  medical  profession. 


51  Franklin  Street  Warren,  Rhode  Island 
Telephone:  245-6716 


DERMAQUIZ 


Conducted  by  Francesco  Ronchese,  m.d. 


A young  woman’s  upper  lip,  before  and  after  removal  of  heavy  crusts  by  wet  dressings  and  mineral  oil. 
It  appeared  overnight  as  a group  of  blisters  one  week  previously.  A variety  of  remedies  were  applied,  including 
tincture  of  iodine,  a different  remedy  every  day  because  the  healing  did  not  materialize  as  expected,  in  a few 
hours.  The  history  of  recent  and  sudden  appearance  should  give  the  diagnostic  lead. 

(SEE  PAGE  224  FOR  ANSWERS) 
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When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

And  once  they’ve  tried  it,  they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fattyacid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181 :41 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3.  1962). 


■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


» 
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Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
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INITIAL  LOMOTIL  LIQUID  DOSAGE- 

Age  lit 

3-6  mo Vi  tsp.  t.i.d.  (3  mg.)  «y  „ j n 

6-12  mo y2  tsp.  q.ld.  (4  mg.)  . . . « 

^yr y2  tsp.  5 times  daily  (5  mg.)  i A A » 6 

2-5  yr 1 tsp.  t.i.d.  (6  mg.)  4 • « 

5-8  1 tsp.  q.i.d.  (8  mg.)  ^44 

8-12  yr 1 tsp.  5 times  daily  (10  mg.)  H 4 k 

Adu|t  2 tsp.  5 times  daily  (20  mg.)||  44  44  M M 

(or  2 tablets  q.i.d.)  ©©  ©q  ee  es 

«,  — . - —*  - — - ™"t ,he 

requirements  of  the  individual  patient.  

LOMOTIL  tablets/liquid 

Each  tablet  and  each  5 cc.  of  liquid  contains.  2.5  mg. 

diphenoxylate  hydrochloride  

(Warning:  May  be  habit  forming  Q q25  mg. 

atropine  sulfate 

Sl“  e“mpt  s'hoold  rr/cl'wiTh  caSn'in  patients  with 

Cautions  and  Side  Effects  reported  are  gastrointestinal  irnta- 
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REGIONAL  HYPOTHERMIA  I — EFFECTIVENESS  IN 
RENAL  VASCULAR  OCCLUSION  IN  THE  DOG  * 

Local  Hypothermia  Affords  Protection  to  Dog  Kidneys  During 

Renal  Artery  Occlusion 

Shu  H.  Yoon,  m.d.,  and  Ernest  K.  Landsteiner,  m.d. 


The  Authors.  Shu  H.  Yoon,  M.D.,  of  Providence,  R.I., 
Senior  Resident , Department  of  Urology,  Rhode  Island 
Hospital.  Ernest  K.  Landsteiner,  M.D.,  of  Providence, 
R.I.,  Surgeon-in-Chief,  Department  of  Urology,  Rhode 
Island  Hospital. 


npiiMPORARY  interruption  of  the  blood  supply 
to  the  kidney  is  increasingly  necessary  in  the 
performance  of  present-day  conservative  renal 
surgery.  Operations  such  as  partial  nephrectomy, 
nephrostomy,  nephrolithotomy,  renal  vascular  sur- 
gery, and  kidney  transplantation  more  often  than 
not  involve  clamping  of  the  major  vessels  to  the 
kidney.  In  fact,  there  are  times  when  a longer  period 
of  occlusion  is  required  than  is  conventionally  con- 
sidered safe. 

In  recent  years  experimental  observations  have 
indicated  that  hypothermia  locally  applied  to  any 
organ  increases  its  tolerance  to  anoxia.1'0  In  1960 
Kerr"  reported  his  experiences  with  renal  hypother- 
mia in  human  subjects.  To  our  knowledge,  however, 
there  have  been  few,  or  perhaps  no,  histological  and 
physiological  follow-up  studies  of  kidneys  of  which 
arteries  had  been  clamped.  The  purpose  of  this 
study,  therefore,  was  to  assess  the  value  of  local 
hypothermia  applied  to  the  kidney  in  the  dog  in 
conjunction  with  occlusion  of  its  blood  supply. 
Pathological  examination  of  the  kidneys  so  treated 
was  also  contemplated ; and  it  was  further  hoped 
that  safe  time  intervals  could  be  established  for 
renal  vessel  occlusion  both  under  normothermia 
and  hypothermia. 

Materials  and  Methods 

The  experiments,  divided  into  two  phases,  were 

*These  experiments  were  carried  out  in  the  Surgical 
Research  Laboratory  of  the  Rhode  Island  Hospital,  and 
appreciation  is  expressed  to  Dr.  Lester  L.  Vargas,  Chief  of 
the  Surgical  Department,  and  Dr.  George  F.  Meissner, 
Associate  Pathologist,  for  their  invaluable  assistance  in  the 
preparation  of  these  studies. 

Supported  by  grants  from  the  Rhode  Island  Heart 
Association. 


carried  out  in  the  Surgical  Research  Laboratory  at 
the  Rhode  Island  Hospital.  In  the  first  phase,  the 
renal  arteries  of  eleven  dogs  were  clamped  for  vary- 
ing  periods  of  time  at  normal  temperatures.  In  the 
second  phase,  the  renal  arteries  of  nine  unilaterally 
nephrectomized  dogs  were  clamped  under  hypo- 
thermic conditions  for  periods  of  up  to  two  hours. 

Animals  used  were  healthy  young  unselected 
mongrel  dogs,  weighing  from  30  to  50  pounds. 
They  were  anesthetized  with  intravenous  nembutal. 
A right  or  left  paramedian  incision  was  made ; the 
kidney  was  exposed,  and  then  completelv  freed  of 
perirenal  fat  and  connective  tissue.  The  renal  artery 
was  isolated  to  its  junction  with  the  aorta  and  was 
clamped  with  a Beck  aorta  clamp.  Food  and  water 
were  withheld  for  14  to  18  hours  prior  to  anesthesia. 
The  dogs  received  an  intravenous  infusion  of  500 
ml.  of  dextrose  and  saline  during  the  operation. 

Regional  hypothermia  was  effected  by  placing  a 
saline-filled  polyethylene  bag  at  2°  to  4°  C.  around 
the  exposed  kidney.  Four  temperatures  were  re- 
corded : intrarenal,  abdominal  cavity,  rectal,  and 
room  temperatures.  These  were  monitored  by  an 
electric  tele-thermometer,  Type  YSI,  Model  44, 
made  by  Yellow  Springs  Instrument  Co.,  Inc. 

During  the  postoperative  period,  there  were  no 
deaths  or  observable  complications.  Renal  function 
was  followed  by  determination  of  blood  urea  nitro- 
gen, blood  creatinine  and  excretory  urography. 
Two  to  three  weeks  after  operation,  the  dogs  were 
sacrificed  to  permit  gross  and  microscopic  examina- 
tion of  the  kidney  tissue. 

Results 

1.  Renal  artery  clamping  under  normothermic 
conditions : 

Eleven  dogs  were  studied.  In  each  dog,  the  renal 
artery  on  one  side  was  clamped  for  varying  periods 
of  time  up  to  45  minutes ; the  kidneys  were  then 
subjected  to  pathological  examination  two  to  three 
weeks  later.  As  shown  in  Table  1,  no  significant 
renal  damage  occurs  when  the  renal  artery  is 
clamped  for  periods  of  time  up  to  35  minutes.  When 

continued  on  next  page 
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NORMOTHERMIC  KIDNEYS 

Duration  of  Clamping  as  Related 
to  Microscopic  Pathology 


SUBJECT 

NO. 

DURATION 
RENAL  AR- 
TERY OCCLU- 
SION (rain.) 

MICRO.  DE- 
GENERATION 
OR  INFARC- 
TION. 

A-8 

30 

0 

A-ll 

31 

0 

A-10 

35 

0 

A-5 

40 

+ 

a-6 

41 

++ 

a-7 

42 

0 

A-14 

43 

+ 

A-15 

44 

0 

A-9 

45 

+++ 

a-8 

45 

+++ 

A-19 

45 

+ 

Table  1.  Kidney  damage  caused  by  clamping  of  the 
renal  artery  for  varying  periods  under  normothermic 
conditions. 

the  clamping  period  exceeds  this,  the  kidney  under- 
goes progressive  damage. 

In  five  of  the  eleven  dogs,  intrarenal  temperature 
was  assayed  and  found  to  have  dropped  4.7°  after 
30  minutes  of  occlusion  of  the  renal  artery  alone. 


TIME  ( minutes  ) 

Fig.  1.  Intrarenal  temperatures  observed  when  renal 
artery  alone  or  entire  renal  pedicle  is  clamped  under 
normothermic  conditions. 
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By  contrast,  temperature  recordings  on  three  other 
dogs  after  30  minutes  of  occlusion  of  the  entire 
pedicle  showed  the  drop  to  be  only  1.7°  (Figure  1). 

2.  Renal  artery  clamping  under  hypothermic 
conditions : 

In  order  to  study  the  effects  of  renal  arterv 
clamping  in  association  with  renal  cooling,  it  was 
first  necessary  to  determine  the  optimal  period  of 
cooling  necessary  to  reduce  the  intrarenal  tempera- 
ture to  its  lowest  point.  It  was  also  necessary  to 
confirm  our  belief  that  the  renal  artery  only,  not 
the  entire  renal  pedicle,  should  be  clamped  during 
the  cooling  period.  And  lastly,  it  was  necessary  to 
learn  whether  the  renal  artery  should  be  clamped 
before  or  after  the  cooling. 

(a)  In  two  dogs,  the  renal  artery  was  clamped 
with  a Beck  aorta  clamp  and  local  renal  hypothermia 
induced.  In  both  of  these  dogs  the  maximum  reduc- 
tion of  the  intrarenal  temperature  occurred  within 
10  minutes,  and  for  this  reason  a ten-minute  cooling 
period  was  selected  for  the  remainder  of  this  study 
(Figure  2). 

(b ) In  five  dogs  the  renal  artery  alone  was 
clamped  at  the  same  time  that  the  hypothermia  was 
commenced.  In  another  group  of  five  dogs  the 
hypothermia  technique  was  identical,  but  the  entire 
pedicle  of  the  kidney  was  clamped.  The  first  group 
experienced  an  average  temperature  drop  of  11°C. 
during  the  ten-minute  cooling  period,  while  the 
second  group  showed  a drop  of  only  6.5 °C.  These 
findings  substantiated  our  decision  to  clamp  only 
the  renal  artery  during  the  induction  of  the  hypo- 
thermia (Figure  3). 

(c)  In  order  to  determine  whether  clamping  of 
the  renal  artery  and  cooling  should  be  done  simulta- 
neously. the  following  experiments  were  conducted  : 

In  two  dogs  hypothermia  was  induced  for  10 
minutes  without  clamping  the  renal  artery.  This 
resulted  in  a temperature  drop  of  only  0.7°C.  Fol- 
lowing this,  the  renal  arterv  was  occluded  and  there 
was  now  a rapid  fall  in  temperature,  averaging 
10°C.  in  10  minutes  (Figure  4). 

In  another  group  of  two  dogs  the  renal  artery 
was  first  clamped  and  a temperature  drop  of  2.7° C. 
was  observed  in  10  minutes.  Subsequent  applica- 
tion of  cold  saline  reduced  the  intrarenal  tempera- 
ture by  another  7.0° C.  in  10  minutes  (Figure  5 ). 
These  observations  indicate  that  the  most  rapid 
drop  in  temperature  results  from  simultaneous 
cooling  of  the  kidney  and  clamping  of  the  renal 
arterv. 

In  summary,  it  may  be  concluded  that  the  most 
effective  method  of  producing  renal  hypothermia 
consists  of  a ten-minute  period  of  cooling  with  the 
renal  artery  only  clamped  at  the  same  time.  The 
protective  effect  of  this  cooling  was  now  studied  in 
two  groups  of  unilaterally  nephrectomized  dogs 
whose  remaining  kidney  was  then  deprived  of  its 
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COURSE  OF  INTRARENAL  TEMPERATURE: 
2 HOURS  OF  LOCAL  HYPOTHERMIA 


Fig.  2.  Maximum  reduction  in  intrarenal  temperature 
is  obtained  by  application  of  cold  to  the  kidney  for 
10  minutes. 


Fig.  4.  Application  of  cold  to  the  intact  kidney  causes 
little  change  in  intrarenal  temperature,  but  when  the 
renal  artery  is  then  clamped  the  intrarenal  tempera- 
ture drops  rapidly. 


FIG.  3.  Reduction  in  intrarenal  temperature  by  appli- 
cation of  cold  is  more  effective  when  the  renal  artery 
alone  is  clamped  than  when  the  entire  pedicle  is 
clamped. 


TIME  ( minutes ) 

Fig.  3.  Clamping  the  renal  artery  alone  without 
applying  cold  causes  slight  intrarenal  temperature 
drop.  Following  application  of  cold  however,  there 
is  a more  pronounced  rapid  fall  in  intrarenal 
temperature. 
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arterial  blood  supply  for  one  hour  and  two  hours, 
respectively. 

In  five  unilaterally  nephrectomized  dogs,  the 
remaining  renal  artery  was  clamped  for  one  hour, 
during  the  first  10  minutes  of  which  the  kidney 
was  submitted  to  cooling  (Figure  6).  All  of  these 
animals  survived  the  postoperative  observation 
period  of  up  to  three  weeks.  Clinically  these  dogs 
did  well,  as  evidenced  by  normal  behavior  in  the 
cages,  rapid  wound  healing,  only  transient  blood 
urea  nitrogen  rises  (to  a maximum  average  of 
37  mg.  per  cent),  and  blood  creatinine  rises  to  an 
average  of  2.2  mg.  per  cent.  Subsequent  histological 
study  of  these  kidneys  revealed  no  significant  gross 
or  microscopic  changes  in  four  out  of  five  animals 
(Table  2).  In  this  group  intrarenal  temperature 
had  dropped  an  average  of  10.7°C.  to  29.7°  C. 
during  the  one-hour  period  of  arterial  clamping. 
Abdominal  temperature  had  dropped  an  average  of 
0.1°C.  and  rectal  temperature  0.2° C.  during  the 
hypothermic  period. 

In  four  unilaterally  nephrectomized  dogs,  the 
remaining  renal  artery  was  clamped  for  two  hours, 
during  the  first  ten  minutes  of  which  the  kidney 
was  cooled  (Figure  7).  These  dogs  also  had  a 
smooth  postoperative  course  for  periods  of  up  to 
two  weeks.  Blood  urea  nitrogen  and  creatinine  rises 
were  higher  than  in  the  one-hour  group,  but  wound 
healing,  feeding,  and  general  behavior  were  con- 
sidered satisfactory.  Histological  study  of  their 
kidneys  revealed  that  two  had  undergone  minimal 
changes,  consisting  of  mild  tubular  degeneration, 
and  two  had  suffered  moderate  damage,  comprising 
focal  calcification  and  mild  fatty  degeneration  of 
the  tubules  (Table  3).  During  the  ten  initial  min- 
utes of  hypothermia,  intrarenal  temperature  in  these 
dogs  had  dropped  an  average  of  14.5 0 C. ; it  was  then 
maintained  at  20.9° C.  to  27.9°  C.  during  the  two- 
hour  period.  The  abdominal  temperature  had 
dropped  an  average  of  1°C.  and  rectal  temperature 
1.4°C. 

HYPOTHERMIC  KIDNEYS 

10  Minute  Hypothermia  with  Clamped  Renal  Artery. 

1 Hour  Duration 


Subject 

No. 

Maximum 
BUN  Imgm.*) 

Maximum 

Creatinine 

lmgm.£) 

Micro.  De- 
feneration or 
Infarction . 

A-12 

52 

3.9 

0 

A -14 

35 

1.2 

0 

A-1 5 

29 

1.3 

0 

A-17 

13L 

4.5 

♦ ♦ ♦ 

A-16 

34 

2.6 

0 

Table  2.  Kidney  pathology  and  electrolyte  changes 
observed  after  application  of  cold  for  a 10  minute 
period  and  the  renal  artery  clamped  for  one  hour. 


HYPOTHERMIC  KIDNEYS 

10-Minute  Hypothermia  with  Clamped  Renal  Artery. 
2 Hour  Duration 


Subject 

No. 

Maximum 
BUN  Imgm.jC) 

Maxlaum 

Creatinine 

Micro*  De- 
generation or 
Infarction. 

A-5 

158 

8.0 

A-6 

118 

4.8 

♦ ♦ 

A-7 

100 

3.9 

■f 

A-ll 

73 

4.0 

■f 

Table  3-  Kidney  pathology  and  electrolyte  changes 
observed  after  application  of  cold  for  a 10  minute 
period  and  the  renal  artery  clamped  for  2 hours. 


It  was  thus  concluded  that  clamping  the  renal 
artery  in  conjunction  with  induced  hypothermia  for 
one  hour  produced  little  or  no  pathological  change. 
Clamping  of  the  renal  artery  under  the  same  condi- 
tions for  a two-hour  period,  however,  caused  mod- 
erate damage.  The  period  of  safe  clamping  under 
conditions  of  hypothermia  is  at  least  twice  that 
conventionally  believed  to  be  safe  for  the  normo- 
thermic  kidney. 

Summary  and  Conclusions 
The  kidneys  of  dogs  were  deprived  of  their  blood 
supply  for  varying  periods  of  time  under  conditions 


RENAL  HYPOTHERMIA  lOminules  INTRARENAL 
TEMPERATURE  FOR  I hour  OF  RENAL 
ARTERY  CLAMPING 


TIME  ( m inutes  ) 

Fig.  6.  Intrarenal  temperatures  observed  after  the 
application  of  cold  for  a 10  minute  period  and  allow- 
ing the  renal  artery  to  remain  clamped  for  1 hour. 
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RENAL  HYPOTHERMIA  ;0  minutes  INTRARENAL 
TEMPERATURE  DURING  2 hours  OF  RENAL 


Fig.  7.  Intrarenal  temperatures  observed  after  apply- 
ing cold  for  a 10  minute  period  and  allowing  the 

renal  artery  to  remain  clamped  for  2 hours. 

of  normal  temperature  and  also  under  local  hypo- 
thermia, and  the  following  observations  were  made  : 

1 . With  the  kidney  at  normal  temperature, 
clamping  of  the  renal  artery  for  periods  of  less  than 
30  minutes  produces  little  or  no  parenchymal  dam- 
age to  the  kidney  of  the  dog.  However,  clamping 
for  longer  periods  consistently  produces  moderate 
to  severe  renal  damage. 

2.  The  optimal  period  of  time  during  which 
cooling  (with  a saline-filled  plastic  bag  at  2°  to 
4°C.)  need  be  applied  to  the  kidney  is  approxi- 
mately 10  minutes  in  the  dog. 

3.  Renal  hypothermia  is  produced  most  rapidly 
if  the  renal  artery  is  clamped  during  the  period  of 
cooling. 

4.  The  technique  of  producing  local  hypothermia 
is  more  effective  if  the  renal  artery  alone,  rather 
than  both  artery  and  vein,  is  occluded. 

5.  Regional  hypothermia  definitely  affords  pro- 
tection against  parenchymal  deterioration  from 
interruption  of  blood  supply  to  the  kidney.  In  fact, 
in  the  case  of  the  dog  at  least,  the  period  during 
which  the  kidney  may  be  clamped  without  residual 
damage  is  extended  from  30  minutes  to  at  least 
one  hour  and  perhaps  more. 
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IDIOPATHIC  JAUNDICE  OF  PREGNANCY 
— A CASE  REPORT  — 

A Benign  Reversible  Jaundice  Occurring  in  the  Last  Trimester 
of  Pregnancy  Is  Related  to  Drug  Induced  Cholestasis 


D.  Richard  Baronian,  m.d. 


The  Author.  D.  Richard  Baronian,  M.D.,  of  Provi- 
dence, R.I.,  Associate  Physician,  Department  of 
Medicine,  Rhode  Island  Hospital. 


Jaundice  is  not  a very  common  complication  of 
pregnancy.  In  the  Liverpool  (England)  mater- 
nity hospitals,  from  the  years  1951  to  1961,  the 
incidence  was  only  one  case  of  jaundice  in  every 
two  or  three  thousand  deliveries.1  There  was  no 
case  of  jaundice  in  forty-three  hundred  and  twenty 
deliveries  in  Saint  Thomas’s  Hospital  (London).2 

Eppinger3  in  1937  was  largely  responsible  for  the 
recognition  of  a type  of  jaundice,  occurring  in  preg- 
nancy, clearing  up  completely  after  delivery  and 
tending  to  recur  during  a following  pregnancy.  He 
named  this  condition  idiopathic  jaundice  of  preg- 
nancy. Cases  of  this  condition,  however,  had  been 
reported  by  other  authors4-5  in  the  early  1900's. 

The  condition  has  been  variously  referred  to  as 
idiopathic  jaundice  of  pregnancy,3  recurrent  jaun- 
dice of  pregnancy,6  jaundice  in  late  pregnancy,7  and 
obstetric  hepatosis.1 

Lhitil  recently,  the  majority  of  reported  cases  of 
this  disorder  originated  from  Sweden.  3,68  As  a 
result,  it  was  assumed  that  this  condition  had  a 
peculiar  geographic  distribution,  in  that  it  was  rela- 
tively common  in  Sweden  and  rare  on  the  North 
American  continent  and  England.  However,  the 
frequency  of  reports  from  these  latter  areas  in  the 
last  few  years  suggests  that  lack  of  awareness  of 
this  disease  may  have  been  responsible  for  its  rarity 
in  tbe  United  States,  Canada,  and  England. 

REPORT  OF  CASE 

S.T.,  a 19-year-old,  white  married  female,  was 
admitted  to  the  Rhode  Island  Hospital  on  Septem- 
ber 18,  1963,  with  a chief  complaint  of  jaundice  of 
approximately  two  weeks  duration.  Patient  was 
two  days  postpartum  at  the  time.  During  the  latter 
part  of  the  sixth  month  of  her  second  pregnancy, 
she  developed  a general  pruritus.  The  itching  of  the 
hands  and  arms  was  particularly  troublesome,  and 
tbe  conditions  worsened  at  night.  Benadryl®  was 
prescribed.  Two  weeks  prior  to  admission,  while 


?y2  months  pregnant,  on  a routine  visit  to  the 
prenatal  clinic  of  the  Providence  Lying-In  Hospital 
she  was  told  that  her  eyes  were  yellow.  Apparently, 
nothing  further  was  done  about  this  finding.  On 
September  16,  1963,  patient  went  into  labor  and 
was  delivered  of  a six  pound  four  ounce  baby  girl  in 
good  health.  Delivery  took  place  at  the  Lying-In 
Hospital  when  patient  was  eight  months  pregnant. 
She  was  noted  to  be  jaundiced  and  transferred  to 
the  Rhode  Island  Hospital.  Liver  function  tests 
performed  at  the  Providence  Lying-In  Hospital 
were  as  follows : total  bilirubin,  4.3  mg.  per  cent ; 
direct-reacting  bilirubin,  2.3  mg.  per  cent ; serum 
glutamic  oxalacetic  transaminase  determination, 
100  units  ; alkaline  phosphatase,  12  Bodansky  units ; 
and  thymol  turbidity,  3 units. 

Laboratory  data : A routine  urinalysis  revealed 
a trace  of  protein,  15  to  20  red  cells,  and  an  occa- 
sional white  cell  per  high  power  field  ; bile  pigment 
was  present  in  the  urine,  and  the  urinary  urobili- 
nogen was  0.1  mg.  per  cent.  The  peripheral  blood 
examination  revealed  a hemoglobin  of  12.5  gm. 
per  cent ; a microhematocrit  of  40  volumes  per  cent ; 
a white  cell  count  of  8950  per  cubic  mm. ; a differ- 
ential smear  of  89  neutrophils,  12  lymphocytes, 
4 monocytes,  and  2 eosinophils ; a platelet  count  of 
258,000 ; and  a retriculocyte  count  of  1 .7  per  cent. 
The  blood  glucose  and  blood  urea  nitrogen  were 
within  normal  limits. 

The  serum  bilirubin  was  2.7  mg.  per  cent ; the 
direct-reacting  bilirubin  1.7  mg.  per  cent;  alkaline 
phosphatase  26  King-Armstrong  units ; thymol 
turbidity  1.0;  cephalin  flocculation  0;  plasma  pro- 
teins 6.3  grams  per  cent ; serum  albumin  3.6  grams 
per  cent ; prothrombin  activity  100  per  cent ; serum 
SGO-T  19  units;  serum  cholesterol  397  mg.  per 
cent ; and  cholesterol  esters  282  mg.  per  cent.  A 
heterophile  agglutination  was  positive  in  a 1:10 
dilution.  The  bleeding  time  was  y2  minute  and  the 
clotting  time  was  18  minutes. 

A flat  film  of  the  abdomen  showed  no  evidence  of 
calculi  in  the  gall  bladder  area.  On  the  seventh 
hospital  day,  following  oral  dye  ingestion,  the  gall 
bladder  filled  faintly  and  appeared  normal  in  size. 
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shape,  and  position.  There  were  no  visible  calculi. 
However,  it  was  felt  that  roentgenograms  were  not 
clear  enough  to  warrant  a definite  opinion.  A series  \ 
of  films  taken  at  intervals  over  a 60  minute  period,  i 
after  intravenous  administration  of  Cholografin,®  t 
revealed  no  demonstrable  opacification  of  the  intra- 
hepatic  radicles  or  common  bile  duct.  ( 

Five  days  after  admission,  the  total  bilirubin  was  5 
1.6  mg.  per  cent,  and  the  alkaline  phosphatase  was  i 
20  King-Armstrong  units.  The  patient’s  general  s 
condition  was  good  on  admission  and  remained  so  ' 
throughout  her  hospital  stay.  She  signed  out  against 
advice  on  the  8th  hospital  day  before  further  inves-  1 
tigation  could  be  carried  out.  1 

It  was  felt  that  the  clinical  and  laboratory  picture 
was  consistent  with  an  obstructive  type  of  jaundice,  ’ 
such  as  is  seen  in  idiopathic  (benign  recurrent)  1 
jaundice  of  pregnancy. 

( 

Discussion 

Idiopathic  jaundice  of  pregnancy  usually  occurs  ] 
within  the  last  four  months  of  pregnancy.  Itching  of  i 
the  skin  is  usually  the  first  symptom  and  precedes  ; 
the  jaundice  by  a few  days  to  several  weeks.  Be-  i 
cause  of  the  strong  clinical  and  laboratory  similari-  i 
ties  between  this  type  of  jaundice  and  pruritus  < 
gravidarum,  it  has  been  suggested  that  these  two 
conditions  are  manifestations  of  the  same  dis-  > 
order.7'13’16  The  jaundice  is  associated  witli  dark  < 
urine  and  gray  feces.  Lassitude  and  abdominal 
disturbances,  which  are  generally  mild  if  present, 
may  occur.  Symptoms  of  hepatitis  such  as  anorexia, 
fever,  muscle  and  joint  aches,  vomiting,  and  en- 
larged tender  liver  are  usually  absent.  However, 
minimal  hepatomegaly  is  sometimes  found.  The 
disease  reaches  a maximum  after  a week  or  so. 
Symptoms  then  persist  at  a relatively  constant  level 
until  delivery.  After  delivery,  the  jaundice  dis- 
appears first  and  usually  within  2 weeks.  The  itch- 
ing may  persist  about  a week  longer.  Most  patients 
are  in  good  condition  nutritionally  and  appear  little 
affected  by  the  disease,  although  the  itching  may 
become  quite  distressing.3 

The  increase  in  serum  bilirubin  is  moderate  and 
there  is  a parallel  rise  in  serum  alkaline  phospha- 
tase, which  returns  to  normal  more  slowly  than  the 
bilirubin  level.  The  van  den  Bergh  reaction  is  posi- 
tive, both  direct  and  indirect.  The  thymol  turbidity, 
cephalin  flocculation,  blood  fragility,  and  reticulo- 
cyte count  are  usually  within  normal  limits.  The 
Coombs  test  is  negative.  The  prothrombin  time 
may  be  elevated  and  rapidly  returns  to  normal  after 
the  administration  of  vitamin  K. 

X-ray  examination  of  the  bile  ducts,  after  the 
icterus  has  cleared,  is  usually  within  normal  limits. 

If  stones  are  present  in  the  gall  bladder,  there 
should  lie  no  signs  of  bile  stasis  or  residual  inability 
to  excrete  the  contrast  medium. 


The  prognosis  for  mother  and  baby  is  excellent. 
The  only  reported  hazards  are  premature  labor  and 
postpartum  hemorrhage  due  to  untreated  increase 
in  the  prothrombin  time.7'8  Between  pregnancies 
there  is  complete  clinical  and  histological  remission. 

There  is  a high  incidence  of  recurrence  with  suc- 
ceeding pregnancies.  Svanborg  and  Ohlsson8  have 
seen  no  cases  in  which  pregnancy  with  jaundice  was 
followed  by  pregnancy  without  jaundice.  Thorling’s 
series7  included  five  cases  in  which  the  patients 
were  completely  healthy  during  a later  pregnancy. 
Another  striking  feature  of  the  disease  is  the  simi- 
larity of  the  course  in  the  individual  case  in  repeated 
pregnancies.  The  cause  of  the  disease  is  not  known. 

The  clinical,  laboratory  and  histologic  findings  in 
idiopathic  jaundice  of  pregnancy  are  identical  with 
intrahepatic  biliary  obstruction,  such  as  has  been 
found  in  drug-induced  jaundice.  No  mechanical 
obstruction  can  be  demonstrated  either  in  the  extra- 
hepatic  or  larger  intrahepatic  bile  ducts.17-22  The 
findings  in  intrahepatic  cholestasis,  drug-induced 
or  otherwise,  have  been  well  described.  Schaffner 
and  Popper18  have  shown,  under  the  conventional 
microscope,  that  both  intrahepatic  and  extrahepatic 
cholestasis  are  characterized  by  dilatation  of  the  bile 
canaliculi,  which  contain  bile  casts,  predominantly 
in  the  centrolobular  zone.  There  is  a feathery  degen- 
eration in  the  surrounding  liver  cells  due  to  the 
effect  of  bile.  Under  the  electron  microscope,  ultra- 
structural  changes  are  observed  in  the  bile  canali- 
culi  and  specifically  in  the  canalicular  membrane. 
The  microvilli  of  the  canalicular  membrane  are 
either  blunted  or  shortened  and  fewer  in  number. 
The  studies  suggest  that,  in  extrahepatic  biliary 
obstruction,  a primary  hydrostatic  effect  is  asso- 
ciated with  a secondary  intrahepatic  membrane 
lesion  involving  the  canaliculus  with  its  microvilli. 
In  intrahepatic  cholestasis,  they  feel  that  a similar 
membrane  effect  is  probably  primary,  with  stasis  of 
bile  resulting  as  a secondary  phenomenon. 

Differential  Diagnosis 

Idiopathic  jaundice  of  pregnancy  must  he  differ- 
entiated from  a variety  of  conditions  : ( 1 ) bile  duct 
calculi;  (2)  drug-induced  jaundice ; (3)  viral  and 
homologous  serum  hepatitis;  (4)  familial  non- 
hemolytic jaundice  (particularly  the  Dubiu-Johnson 
syndrome  and  that  described  by  Rotor  et  ah). 

Neither  the  history  nor  the  biochemical  tests  sug- 
gest any  of  the  more  severe  types  of  jaundice  met 
within  pregnancy  such  as  hemolytic  jaundice,  jaun- 
dice associated  with  hyperemis  or  eclampsia,  or 
obstetric  acute  yellow  atrophy. 

It  is  essential  to  differentiate  idiopathic  jaundice 
of  pregnancy  from  gall  stones  in  order  to  prevent 
unnecessary  surgery.  The  clinical  picture  and  chole- 
cystography (oral  and  intravenous)  are  helpful  in 
differentiating  the  two  conditions.  Fortunately, 
pain  does  not  occur  frequently  in  idiopathic 
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jaundice  of  pregnancy  ; but  when  it  does,  a difficult 
diagnostic  problem  may  arise. 

A careful  history  is  necessary  to  exclude  drug- 
induced  jaundice  such  as  has  been  found  as  a 
complication  following  the  administration  of  chlor- 
promazine,  methyltestosterone  or  their  derivatives. 
Commonly  in  pregnancy,  these  drugs  are  prescribed 
either  for  the  treatment  of  pruritus  or  vomiting, 
or  for  their  tranquilizing  effects.  This  tends  to 
complicate  the  diagnosis.  Confusion  may  also  be 
increased  if  methyltestosterone  or  norethandrolone 
is  given  to  relieve  the  itching,  because  the  serum 
bilirubin  level  rises  still  further  in  response  to  this 
fresh  icterogenic  drug.23  In  drug-induced  jaundice 
clinical  recovery  usually  ensues  after  the  drug  has 
been  withdrawn.  Read  et  al.22  reported  a case  of 
chlorpromazine  jaundice  which  took  three  years 
to  clear. 

The  onset  late  in  pregnancy,  the  long  preicteric 
phase  marked  by  pruritus,  tbe  negative  thymol 
turbidity,  and  tbe  rapid  improvement  following 
delivery,  all  help  to  differentiate  idiopathic  jaundice 
of  pregnancy  from  viral  hepatitis. 

Gilbert’s  disease  (constitutional  hepatic  dysfunc- 
tion) differs  from  idiopathic  jaundice  of  pregnancy 
in  that  tbe  increased  plasma  bilirubin  occurs  only  in 
tbe  free  unconjugated  form.24-25 

Defective  hepatic  excretion  of  conjugated  bili- 
rubin occurs  in  cases  of  chronic  idiopathic  jaundice 
(Dubin-Johnson  syndrome)  and  in  similar,  and 
perhaps  related  cases  named  familial  nonhemolytic 
jaundice  by  Rotor  and  colleagues  (cited  by  Schiff 
et  al.25  Rotor’s  syndrome  is  similar  to  the  Dubin- 
J ohnson  syndrome  except  for  (1)  the  absence  of 
the  peculiar  coarsely  granular  brown  pigment  in 
tbe  parenchymal  cells  in  the  centrolobular  area  and 

(2)  the  ability  of  the  gall  bladder  to  be  visualized  by 
oral  cholecystography.  In  both  conditions  there  is 
an  increase  in  the  total  and  direct  (conjugated) 
bilirubin  in  the  blood,  and  increased  bilirubin  and 
urobilinogen  in  the  urine.  The  conditions  have  a 
high  familial  incidence  and  are  aggravated  by  preg- 
nancy. Pruritus  is  usually  absent  and  the  alkaline 
phosphatase  is  usually  not  elevated. 

Summary 

(1)  A case  of  probable  idiopathic  jaundice  of 
pregnancy  has  been  reported. 

(2)  Clinical,  biochemical,  and  histological  find- 
ings in  this  disease  have  been  discussed. 

(3)  The  condition  is  striking  in  that  it  occurs  in 
the  last  trimester  of  pregnancy,  clears  up  completely 
after  delivery,  and  frequently  occurs  in  a high  per- 
centage of  cases  during  subsequent  pregnancies. 

(4)  It  is  important  that  this  disorder  be  differ- 
entiated from  extrahepatic  jaundice  due  to  gall- 
stones, so  that  unnecessary  surgery  be  avoided. 
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MALIGNANT  HYPERTENSION,  MALIGNANT  NEPHROSCLEROSIS, 

AND  SYSTEMIC  VASCULITIS* 

Malignant  Nephrosclerosis,  Decreasing  in  Incidence, 
and  Systemic  Vasculitis,  Apparently  Becoming  More  Common, 

Are  Separate  and  Distinct  Disorders 
That  Can  Be  Combined. 

H.  Edward  MacMahon,  m.d. 
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The  recent  opportunity  to  examine  the  kid- 
neys of  four  patients  within  a period  of  two 
weeks  showing  the  histological  characteristics  of 
both  malignant  nephrosclerosis  and  systemic  vascu- 
litis prompted  me  to  reinvestigate  the  pattern  of 
malignant  nephrosclerosis  in  the  light  of  recent 
advances  in  the  field  of  vasculitis.  With  the  recogni- 
tion in  recent  years  of  an  expanding  number  of 
inflammatory  diseases  related  to  the  original  peri- 
arteritis family,  it  is  becoming  increasingly  impor- 
tant from  the  standpoint  of  therapy  and  prognosis 
to  distinguish  cases  of  malignant  nephrosclerosis 
from  cases  of  systemic  vasculitis  with  or  without 
hypertension,  to  recognize  that  both  groups  of 
diseases  may  be  found  in  the  same  patient,  and  lastly 
to  consider  the  possibility  that  vasculitis  may  lead 
to  malignant  nephrosclerosis. 

In  1914  Volhard  and  Fahr  in  one  of  the  mile- 
stones of  medical  history,  divided  cases  of  hyper- 
tension, on  the  basis  of  prognosis,  into  a benign  and 
malignant  group.  Subsequently,  they  designated 
the  arteriosclerotic  kidneys  associated  with  each  of 
these  two  groups  as  benign  and  malignant  nephro- 
sclerosis respectively.  The  syndrome  of  benign 
hypertension  commonly  seen  in  the  elderly  patient 
was  simply  one  of  long-standing  hypertension 
usually  terminating  in  myocardial  failure,  or  some 
form  of  cerebro-vascular  accident.  The  urine 
offered  little  positive  information,  and  the  kidneys 
in  this  group  revealed  varying  degrees  of  arterio- 
and  arteriolosclerosis.  In  contrast  to  this,  the  syn- 
drome of  malignant  hypertension,  though  very 
much  less  common,  was  usually  seen  in  the  younger 
and  middle-aged  individuals.  The  course  was  more 
rapid,  the  blood  pressure  was  higher,  and  the  eye- 
grounds  were  severely  damaged  leading  to  disturb- 

*Read before  the  Providence  Surgical  Society,  at  Provi- 
dence, R.I.,  January  14,  1965. 


ances  in  vision.  Most  patients  succumbed  to  uremia. 
The  urine  contained  red  blood  cells,  albumin,  and 
cellular  casts ; and  terminally  there  was  a rapid  fall 
in  output.  While  borderline  cases  between  these  two 
syndromes  were  not  uncommon,  it  was  usually 
possible  to  distinguish  one  syndrome  from  the 
other.  Not  infrequently  the  malignant  phase  might 
be  superimposed  on  the  benign.  However,  the 
syndrome  of  malignant  hypertension  was  not  re- 
garded as  the  end  stage  of  the  benign,  nor  was 
malignant  nephrosclerosis  looked  upon  as  the  ter- 
minal stage  of  benign  nephrosclerosis.  Kidneys 
from  patients  belonging  to  the  malignant  hyper- 
tensive group  were  believed  to  show  a unique 
histological  pattern  that  could  be  distinguished 
from  other  diseases  of  the  kidney,  particularly 
benign  nephrosclerosis  and  chronic  glomerulo- 
nephritis — diseases  with  which  it  was  most  com- 
monly confused.  The  specific  features  of  malignant 
nephrosclerosis  were  seen  in  the  arteries  and  glo- 
meruli. Fahr  considered  the  changes  in  the  latter, 
which  he  interpreted  as  inflammatory,  to  be  the 
more  important  from  the  standpoint  of  diagnosis. 
The  vessels  were  the  seat  of  a severe  and  unusual 
form  of  arteriosclerosis.  It  is  very  important  to 
emphasize  these  two  basic  changes  characteristic  of 
this  disease,  since  they  alone  comprised  the  criteria 
upon  which  the  diagnosis  of  malignant  nephro- 
sclerosis was  originally  based.  Common  to  both 
benign  and  malignant  hypertension  was  hypertro- 
phy of  the  heart. 

Both  Volhard  and  Fahr  were  convinced  that 
malignant  nephrosclerosis  was  a new  entity,  but 
they  disagreed  quite  openly  over  the  problem  of 
etiology  and  pathogenesis.  Volhard  considered  the 
changes  in  the  kidneys  to  be  secondary  and  related 
to  the  hypertension.  Fahr  was  equally  certain  that 
the  hypertension  was  secondary  to  the  changes  in 
the  kidneys,  and  that  the  latter  were  initiated  by  a 
circulating  irritant. 

This  background  is  important  in  view  of  subse- 
quent events.  Meanwhile  it  should  be  pointed  out 
at  this  time  that  pathologists  as  a group  were  un- 
willing to  accept  the  concept  that  malignant  nephro- 
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sclerosis  was  a new  disease  entity.  Most  considered 
it  to  be  nothing  more  than  an  unusually  severe  form 
of  arteriosclerosis  of  the  kidney  complicated  by 
glomerulonephritis. 

In  the  course  of  time  this  original  concept  of 
malignant  nephrosclerosis  was  modified  by  Fahr. 
He  began  to  put  more  and  more  emphasis  on  the 
changes  that  were  found  in  the  arteries  and  regarded 
these  as  the  most  specific  features  of  the  disease. 
Furthermore,  he  revised  his  original  concept  con- 
cerning the  nature  of  the  changes  in  the  arteries. 
Formerly  he  had  interpreted  these  as  degenerative  ; 
now  he  considered  them  to  be  inflammatory.  So 
malignant  nephrosclerosis  came  to  be  regarded  as  a 
specific  disease  of  the  kidneys  showing  an  inflamma- 
torv  reaction  in  both  blood  vessels  and  glomeruli. 

In  spite  of  these  changes  most  pathologists  could 
not.  or  would  not,  be  convinced.  Fahr,  however, 
never  doubted  the  existence  of  this  disease  once  he 
had  described  it : but  with  the  introduction  of  these 
modifications,  even  though  they  were  little  more 
than  a revision  in  interpretation,  Fahr  had  changed 
the  original  criteria  upon  which  the  diagnosis  of 
malignant  nephrosclerosis  was  first  based.  This  led 
to  the  inclusion  of  cases  resembling  periarteritis 
nodosa  into  the  category  of  malignant  nephro- 
sclerosis, and  this  in  turn  broadened  the  spectrum 
of  changes  characteristic  of  this  disease. 

Such  was  the  status  of  malignant  hypertension 
and  malignant  nephrosclerosis  at  about  the  time 
when  Goklblatt  experimentally  reproduced  in  ani- 
mals the  original  histological  pattern  of  malignant 
nephrosclerosis.  It  will  be  recalled  that  by  placing  a 
clamp  on  the  renal  artery  he  was  able  to  produce 
for  the  first  time  a state  of  chronic  hypertension, 
thereby  indicating  the  importance  of  the  kidney  in 
hypertension  and  providing  a reasonable  explana- 
tion for  most  cases  of  hypertension  associated  with 
severe  renal  damage. 

The  immediate  effect  of  these  experiments  led  to 
a rebirth  of  interest  in  malignant  nephrosclerosis 
and  to  a general  acceptance  of  the  original  pattern 
as  the  distinguishing  feature  of  this  disease. 
Volhard  was,  of  course,  elated  that  his  personal 
concept  based  solely  on  clinical  grounds  had  been 
confirmed  by  experiment.  Fahr,  on  the  other  hand, 
though  accepting  the  results  of  these  experiments, 
was  now  unwilling  to  concede  that  the  full  spectrum 
of  changes  characteristic  of  malignant  nephro- 
sclerosis had  been  produced  in  the  course  of  these 
simple  experiments.  He  was  thinking  particularly 
of  those  cases  resembling  periarteritis  nodosa, 
which,  in  his  revised  concept,  he  had  included 
among  the  patterns  of  malignant  nephrosclerosis. 

The  possibility  that  such  cases,  dominated  by  an 
inflammatory  reaction,  might  belong  to  another 
category  had  been  entertained  but  not  adopted,  for 
once  Fahr  had  accepted  these  into  the  category  of 
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malignant  nephrosclerosis  in  his  revised  concept  of 
the  disease,  he  was  determined  that  they  were  to 
remain  there.  It  was  this  impasse,  combined  with 
the  recent  observations  mentioned  in  the  first  para- 
graph of  this  paper  — the  finding  of  a small  number 
of  cases  in  which  the  characteristic  changes  of 
malignant  nephrosclerosis  and  systemic  vasculitis 
were  found  in  the  same  kidney  - — that  led  to  a re- 
examination of  the  whole  problem  of  malignant 
nephrosclerosis.  Fortunately  it  was  possible  at  this 
time  to  review  again  many  of  the  sections  from 
Fahr's  personal  and  original  collection. 

This  unusual  opportunity  to  re-examine  this 
valuable  material  has  clearly  shown  that,  while  the 
great  majority  of  cases  conform  to  the  original 
description  of  malignant  nephrosclerosis,  there  are 
others  that  today  would  be  considered  to  be 
examples  of  vasculitis.  Furthermore,  and  this  is  of 
particular  interest,  there  are  cases  which  he  had 
regarded  as  malignant  nephrosclerosis  in  which  the 
characteristic  changes  of  this  disease  and  of  vascu- 
litis are  found  in  the  same  kidney.  The  presence  of 
two  separate  and  distinct  disease  entities  co-existing 
in  the  same  kidney  is  a very  common  finding.  When 
this  occurs,  such  diseases  may  or  may  not  be  related. 
In  chronic  pyelonephritis  which  may  be  found  in 
association  with  malignant  nephrosclerosis  — and 
this  is  a fairly  common  combination  — it  is  usually 
assumed,  on  the  basis  of  Goldblatt's  experiments, 
that  chronic  pyelonephritis  leading  to  ischemia  has 
played  a significant  role,  through  hypertension,  in 
producing  malignant  nephrosclerosis.  On  similar 
grounds,  since  vasculitis  may  quickly  lead  to  severe 
renal  ischemia,  it  seems  reasonable  to  assume  that 
vasculitis  too,  when  centered  in  the  kidney,  may 
proceed  and  initiate  the  vascular  and  glomerular 
changes  of  malignant  nephrosclerosis,  and  also  that 
this  secondary  hypertension  may  seriously  affect 
the  histology  of  vessels  already  damaged  by  vascu- 
litis. This  may  not  only  lead  to  very  atypical  and 
unusual  vascular  patterns,  but  may  also  lead  to  such 
complications  as  local  aneurysm  formation  and 
hemorrhage. 

This  combination  of  malignant  nephrosclerosis 
and  vasculitis  occurring  in  the  same  kidney  is  not 
only  of  academic  interest,  but  is  of  considerable 
clinical  importance  as  well  since  these  are  two 
distinctly  different  diseases  differing  in  etiology, 
pathogenesis,  and  prognosis ; and  from  a very 
practical  standpoint,  they  represent  two  groups  of 
diseases  requiring  different  types  of  therapy. 

Since  modern  therapy  has  in  part  at  least  met 
the  challenge  of  essential  hypertension,  fewer  cases 
of  uncomplicated  malignant  nephrosclerosis  are 
being  seen  at  the  autopsy  table.  In  fact,  it  is  rare 
today  for  a pathologist  to  see  a classical  case  of  this 
disease.  On  the  other  hand,  vasculitis  in  one  or 
other  of  its  many  patterns  is  an  entity  that  is  becom- 
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POTASSIUM  AND  SMALL  BOWEL  ULCERATION 

Report  of  First  Case  in  Rhode  Island  Area  of  Small  Bou  el 
Ulceration  Due  to  Thiazide  Tablets 
Containing  Enteric  Coated  Potassium 

Andrew  G.  Czekanski,  m.d.,  and  Orland  F.  Smith,  m.d. 
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Chlorothiazide,  a diuretic,  is  the  generic  name 
for  6-chloro-7-sulfamyl-l,2,4-benzothiadiazine 
1, 1 -dioxide.  Hydrochlorothiazide  is  a derivative  of 
the  above,  obtained  by  saturating  the  3-4  double 
bond  in  the  ring. 

Ford,  Moyer  and  Spurr4  reported  in  1957  on  the 
use  of  this  drug  in  10  men  in  compensated  heart 
failure,  and  also  in  hydrated  and  unhydrated  dogs. 
Thev  found  the  effective  dose  to  be  between  one  and 
two  grams  given  at  12-hour  intervals.  They  con- 
cluded, after  three  months  of  clinical  experience, 
that  this  drug  is  effective  in  replacing  current  oral 
and  parenteral  diuretic  agents  in  managing  chronic 
congestive  heart  failure. 

The  drug  acts  by  inhibiting  the  renal  tubular 
reabsorption  of  sodium  chloride  and  to  a smaller 
extent  potassium  without  apparent  effect  on 
glomerular  filtration.  The  action  begins  within  two 
hours  of  administration,  and  the  effect  lasts  twelve 
hours. 

W ith  the  passing  of  time  the  drug  was  found  to 
be  effective  in  edema  due  to  renal,  hepatic,  and 
drug-induced  edemas.  In  hypertension,  chlorothia- 
zide was  found  to  improve  and  simplify  treatment 
by  enhancing  the  effects  of  other  drugs,  whereby 
their  dosage  could  be  reduced. 

Within  a short  time,  chlorothiazide  was  joined 
by  its  analog,  hydrochlorothiazide,  which  was  found 
to  be  ten  times  as  potent  weight  for  weight.  With 
increasing  use  many  cases  of  hypokalemia  began  to 
appear.  This  prompted  the  manufacturers  in  1960 
to  incorporate  an  enteric  coated  core  of  potassium 
chloride  with  hydrochlorothiazide. 

Ulceration  of  the  small  intestine  beyond  the  duo- 
denum had  been  reported  138  times  in  the  world 
literature  up  to  1959.  By  1963,  the  number  had 
increased  to  170  cases.  Baker  and  his  group  saw 
twelve  cases  of  nonspecific  small  bowel  ulcers  from 


June  1963  to  August  1964. 2 Another  sixty-eight 
cases  are  to  lie  reported  by  groups  in  Los  Angeles, 
Detroit,  and  Brooklyn. 

In  Baker’s  group  an  apparent  correlation  between 
the  incidence  of  small  bowel  ulceration  and  the  use 
of  hydrochlorothiazide  containing  an  enteric  coated 
potassium  chloride  core  was  observed. 

CASE  REPORT 

E.C.  242673.  This  44-year-old  adult  married 
white  female  was  admitted  to  the  hospital  with  a 
chief  complaint  of  intermittent  abdominal  pain  of  a 
colicky  nature  of  one  month’s  duration.  For  seven 
weeks  prior  to  the  onset  of  symptoms  she  had  taken 
one  hydrochlorothiazide  tablet  containing  the 
enteric  coated  potassium  core  once  each  day.  The 
drug  was  given  for  a mild  hypertension  with  accom- 
panying  headaches.  Immediately  after  the  onset  of 
medication,  her  symptoms  completely  disappeared. 
Seven  weeks  after  starting  the  medication,  she 
began  to  experience  the  episodes  of  pain.  At  first 
she  thought  the  pain  was  related  to  her  menstrua- 
tion, but  its  intermittent  character  ruled  this  out 
very  quickly.  The  pain  was  always  located  at  about 
the  umbilicus,  would  become  quite  severe,  and  was 
relieved  as  soon  as  she  vomited. 

On  examination  during  one  of  the  several  attacks, 
the  abdomen  was  moderately  distended,  and  peri- 
stalsis was  active  and  high  pitched.  Barium  enema 
study  was  negative.  Small  bowel  studies  revealed  a 
smooth  filling  defect  in  the  lower  jejunum  or  upper 
ileum.  Follow-up  studies  of  the  small  bowel  showed 
a persistent  single  loop  of  dilated  intestine  on  three 
separate  occasions. 

Operation  was  performed  twelve  days  after  ad- 
mission to  the  hospital.  A constricted  area  in  the 
small  bowel  was  found  in  the  ileum  just  below  the 
jejunum.  The  small  bowel  was  markedly  dilated 
proximally  and  collapsed  distally.  The  appearance 
was  suggestive  of  recurrent  intussusception.  The 
bowel  was  resected,  and  an  end-to-end  anastomosis 
performed.  A gall  bladder  containing  stones  and  the 
appendix  were  removed  before  closing  the  abdomen. 
Patient  was  discharged  on  the  eleventh  post- 
operative day. 
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The  pathology  laboratory  reported  as  follows : 
"The  specimen  consists  of  a segment  of  small  bowel 
15  cm.  in  length.  The  serosa  is  slightly  hyperemic 
and  there  is  some  puckering  of  the  serosa  near  the 
mid  portion  of  the  specimen.  There  is  hyperemia  of 
the  corresponding  mesentery  in  which  four  en- 
larged lymph  nodes  measuring  up  to  0.9  cm.  in 
diameter  were  found.  On  opening  the  lumen  of  the 
bowel  at  the  mid  portion,  a circular  area  of  ulcera- 
tion is  seen  with  considerable  narrowing  of  the 
bowel  lumen  at  this  point.  The  area  of  ulceration 
has  a grayish  white  color  on  section.  There  is  no 
evidence  of  neoplasia.  The  microscopic  examina- 
tion reveals  a circumscribed  area  of  mucosal  ulcera- 
tion displaying  edema  and  abundant  lymphocytic, 
plasmacytic,  and  eosinophilic  leukocytic  exudate  at 
the  base  of  the  underlying  wall : the  surface  is 
covered  with  fibrinous  and  neutrophilic  leukocytic 
exudate  and  at  the  margins  appears  partially  re- 
epithelialized.  The  inflammatory  reaction  extends 
to  the  serosa.  Prominent  venules  and  arterioles  are 
noted  in  adjacent  submucosa  and  mesentery, 
displaying  patches  of  intimal  fibrosis  but  without 
evidence  of  vasculitis.” 

Discussion 

Chlorothiazide  and  hydrochlorothiazide  have 
been  used  with  great  benefit  to  many  patients  for 
several  years.  The  increase  in  the  incidence  of 
ulceration  of  the  small  intestine  since  1959  has 
been  notable.  As  this  has  been  observed  only  since 
the  addition  of  potassium  to  the  tablets,  it  is  logical 
to  suspect  that  the  potassium  could  be  the  cause. 
The  actual  construction  of  the  tablet  varies  among 
the  different  manufacturers’  brands.  For  example, 
the  enteric  coating  may  be  applied  to  the  entire 
tablet.  This  appears  not  to  matter,  as  ulceration  has 
been  observed  with  both  types  of  tablet. 

To  establish  the  exact  circumstances  under  which 
the  combination  of  medications  would  be  completely 
absorbed  would  be  very  difficult.  Until  this  is 
possible,  the  use  of  the  combination  of  drugs  should 
be  avoided  whenever  possible.  A convenient  way  to 
avoid  this  danger  is  to  give  with  the  thiazide  high 
potassium  foods  such  as  cranberry  juice  or  beef 
bouillon. 

Conclusion 

A case  of  small  bowel  ulceration  associated  with 
ingestion  of  hydrochlorothiazide  tablets  containing 
enteric  coated  potassium  is  presented.  This  is  the 
first  reported  case  in  the  Rhode  Island  area. 
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MALIGNANT  HYPERTENSION 
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ing  increasingly  common  ; hence  the  possibility,  and 
indeed  the  probability,  of  there  being  an  increase  in 
cases  of  vasculitis  with  hypertension  and  vasculitis 
with  malignant  nephrosclerosis  is  to  be  expected. 
When  these  two  diseases  are  combined  in  the  same 
kidney,  they  should  not  be  considered  as  a single 
disease. 

Summary 

In  1914  Yolhard  first  defined  the  clinical  syn- 
drome of  malignant  hypertension,  and  Fahr  at  the 
same  time  published  the  original  description  of 
malignant  nephrosclerosis  with  which  this  form  of 
hypertension  was  associated.  In  time  the  concept 
of  malignant  nephrosclerosis  was  broadened  by 
Fahr  to  include  cases  in  which  inflammatory  vascu- 
lar lesions  indistinguishable  from  those  of  peri- 
arteritis nodosa  were  found  in  the  kidney  and  in 
vessels  in  other  organs.  Later  the  classical  experi- 
ments of  Goldblatt  successfully  reproduced  in  detail 
and  for  the  first  time  the  original  pattern  of  malig- 
nant nephrosclerosis  as  it  was  described  in  1914. 
This  pattern,  however,  that  had  been  reproduced 
was  no  longer  the  only  accepted  pattern  of  this 
particular  disease.  An  opportunity  to  re-examine  in 
the  light  of  present  day  pathology  cases  from  the 
original  Fahr  collection  has  clearly  shown  that 
certain  cases  which  would  now  be  classified  in  the 
broad  category  of  systemic  vasculitis  were  included 
in  his  revised  and  broadened  spectrum  of  changes 
characteristic  of  malignant  nephrosclerosis.  There 
were  others  in  which  vasculitis  and  malignant 
nephrosclerosis  were  combined  in  the  same  kidney, 
and  similar  combinations  have  recently  been  found 
in  the  course  of  contemporary  pathology.  It  is  sug- 
gested that  vasculitis  through  ischemia  and  hyper- 
tension may  initiate  the  classical  pattern  of  malig- 
nant nephrosclerosis,  and  it  is  also  suggested  that 
hypertension  in  a particular  group  of  patients  may, 
as  a trigger  mechanism,  play  a significant  role  in 
determining  the  location  of  renal  lesions  in  systemic 
vasculitis.  Furthermore,  the  additional  suggestion 
is  offered  that,  since  vasculitis  is  increasing  in  fre- 
quency, combinations  of  these  two  diseases  will  be 
encountered  more  often.  Lastly,  when  these  two 
diseases  do  co-exist  in  the  kidney,  they  should  be 
recognized  as  such,  and  not  regarded  as  a single 
atvpical  disease  entity. 
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“My  mind  went  back  to  a day  in  1918  when 
I had  been  taken  by  a biological  friend  in  New 
York  to  see  the  famous  Rockefeller  Institute; 
and  at  the  word  tissue  culture  I saw  again 
before  me  Dr.  Alexis  Carrel  and  troops  of 
white-garbed  American  girls  making  cultures, 
sterilizing,  microscopizing,  incubating,  and  the 
rest  of  it.” 

Julian  Huxley,  The  Tissue-Culture  King 

In  1950,  a list  of  publications  concerning  tissue 
culture  work  was  compiled  by  Murray  and 
Kopech  in  “A  Bibliography  of  the  Research  in 
Tissue  Culture.”  The  collection,  which  numbered 
fifteen  thousand  original  articles,  included  pertinent 
material  published  between  1885  and  1950.  In  the 
next  ten  years,  more  than  seven  times  this  number 
of  papers  appeared  dealing  with  tissue  culture 
studies.  The  operation  of  Parkinson's  law  cannot 
he  entirely  responsible  for  the  growth  and  popu- 
larity of  tissue  culture  techniques.  In  vitro  study  of 
cells  and  tissues  has  brought  about  the  addition  of 
a new  dimension  in  biological  investigations.  In  this 
brief  and  highly  selective  exploration  of  the  tissue 
culture  field,  I will  try  to  touch  on  a few  of  the  lines 
of  work  which  are  most  closelv  related  to  medicine. 
Many  of  the  cardinal  advances,  particularly  in  the 
early  years,  were  made  by  physicians. 

Early  Concepts  of  Tissue  Culture 
White  and  others  have  pointed  out  that  tissue 
culture  studies  arose  as  a natural  outgrowth  of  the 
problems  facing  experimental  biologists  in  the 
nineteenth  century.32  Little  more  than  one  hundred 
years  ago,  the  concept  of  “the  cell”  in  the  first 
modern  sense  was  developed  by  Schwann  and 

* Portions  of  work  described  herein  have  been  supported 
by  U.S.P.H.S.  grants  Ca-05226-05,  CA  2926-09,  and  grants 
from  the  Leukemia  Fund  of  Rhode  Island  Hospital,  and 
the  Rhode  Island  Foundation. 


Schleiden.  Emerging  concern  for  the  potentialities 
of  differentiation  and  interactions  of  cells  led  to 
attempts  to  isolate  cells  and  tissues  outside  the  body 
for  study.  The  earliest  experiments  of  this  sort  were 
designed  to  answer  specific  questions  about  behavior 
of  specific  cells  and  tissues.  By  1902,  the  possible 
advantages  of  in  vitro  systems  as  experimental 
models  had  already  been  appreciated  by  Haber- 
landt,  a botanist,  but  no  true  cultivation  of  tissue 
had  been  carried  out  at  that  time.  Harrison’s  famous 
experiment  in  1907  was  performed  to  determine 
whether  fibrillae  originated  from  nerve  cells,  end 
organs,  or  ground  substance.14  By  the  use  of  lymph 
clot  preparations,  he  was  able  to  watch  the  out- 
growth of  fibrillae  from  the  central  bodies  of  cells, 
and  to  settle  a point  of  hot  dispute  among  his  con- 
temporaries. Twenty  years  later,  Harrison  reviewed 
the  progress  of  the  new  research  field,  and  admitted 
that  the  scope  of  literature  accumulating  in  certain 
areas  was  beyond  the  limits  of  his  discussion.15 

In  this  earliest  period  of  tissue  culture  work,  a 
surgeon  of  high  imagination  and  almost  incredible 
versatility  was  responsible  for  many  of  the  major 
contributions.  This  was  Alexis  Carrel,  who  won 
the  Nobel  prize  in  1912  for  his  work  in  blood  vessel 
transplantation,  was  honored  for  development  of 
antiseptic  techniques  which  saved  thousands  of 
lives  in  World  War  I,  and  became  well-known  for 
his  unorthodox  philosophical  and  sociological  no- 
tions. From  1910  until  the  late  1950s,  Carrel  and 
his  collaborators  applied  tissue  culture  techniques 
to  the  study  of  innumerable  problems  which  could 
he  approached  from  the  perspective  of  the  physiol- 
ogy  of  that  era.4,5  He  discovered  that  chick  embryo 
extract  possessed  growth  promoting  properties, 
and  initiated  the  growth  of  the  famous  chick  heart 
fibroblast  strain  at  the  Rockefeller  Institute.  This 
important  achievement  paved  the  way  for  future 
developments  of  cell  strains  and  lines.  Working 
with  Charles  Lindbergh,  he  developed  a method  for 
the  maintenance  of  organs  outside  the  body.  Among 
the  diverse  and  prophetic  lines  of  investigations 
pursued  by  Carrel  and  his  group  were  such  prob- 
lems as  antibody  production  in  vitro 7 and  vaccine 
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production  for  viruses  carried  in  tissue  culture.8 
Carrel,  whose  papers  are  still  classics  in  the  tissue 
culture  field,  always  emphasized  the  indissoluble 
relationship  between  the  behavior  of  cells  in  culture 
and  the  properties  of  the  in  vitro  environment.6 

Another  pioneer  whose  work  helped  to  form  the 
bulwark  of  present  day  methodolgv  was  Alexander 
Maximow.  a meticulous  and  engenious  histologist 
and  experimental  biologist.  His  approaches  to  the 
problems  of  cell  differentiation  resulted  in  the 
formulation  of  new  concepts  of  potentialities  of 
mammalian  cells.  He  was  interested  in  a variety 
of  cell  and  tissue  types,  including  mammary  gland, 
mesothelium,  connective  tissue,  and  haematopoietic 
cells. 19-22  Nearly  forty  years  ago  he  demonstrated 
that  peripheral  blood  cells  were  capable  of  trans- 
formation to  fibroblasts.  Relatively  recently,  the 
implications  of  these  findings  in  wound  healing 
have  received  new  attention  and  stimulated  further 
investigation.1 

One  of  the  most  serious  problems  confronting 
the  early  workers  was  the  problem  of  providing 
adequate  nourishment  for  their  cells.  Prior  to  1920, 
Warren  and  Margaret  Lewis  made  advances  in  this 
area.  They  established  the  role  of  glucose,  protein 
derivatives,  and  other  biologic  substances  in  tissue 
culture  media.17,18  In  recent  years,  a number  of 
sophisticated  media  have  been  designed  which  in- 
corporate not  only  staples  like  glucose  and  salt,  but 
balanced  electrolytes,  vitamins,  co-enzymes,  hor- 
mones, and  metabolic  intermediates. 

Tissue  Culture  in  Diagnosis 

Some  investigators  became  interested  in  using 
tissue  culture  preparations  as  a diagnostic  aid  in  the 
classification  of  malignant  cells.  Establishing  the 
in  vitro  characteristics  of  normal  cell  types  and 
tumors  of  various  types,  these  workers  moved  on  to 
study  tumors  which  defied  conventional  histologic 
diagnosis,  and  tumors  in  which  the  cell  of  origin 
was  debated.  They  found  that  cells  might  be 
identified  by  their  characteristic  growth  patterns  in 
culture,  even  when  the  histologic  appearance  was 
not  characteristic  in  the  tumor.  Murray  and  Stout 
developed  criteria  for  the  identification  of  several 
tumors  of  nervous  tissue  origin,  and  of  mesotheli- 
omas.24,26 Other  workers  applied  such  techniques 
to  cells  from  pleural  effusions.  Grand  found  that 
cells  from  the  lymph  nodes  of  patients  with  Hodg- 
kin’s disease  showed  reproducible  alterations  in 
growth  and  differentiation  which  differed  from 
normal  cells.13  Brooke  and  Osgood  applied  the 
same  principle  to  leukemic  blood  cells  in  vitro  and 
were  able  to  classify  leukemias  with  primitive  cell 
types  by  the  typical  growth  patterns  produced  by 
each  blood  cell  line.3 

The  production  of  chemically  defined  media  on  a 
commercial  basis  made  possible  the  maintenance  of 
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long-term  cell  lines  and  strains,  derived  from  a 
variety  of  animal  and  human  cell  types,  both  benign 
and  malignant.  Autonomous  cell  strains,  which  pro- 
liferate indefinitely  in  suitable  in  vitro  environ- 
ments, have  been  utilized  by  scores  of  investigators 
to  study  metabolic  characteristics  of  cultured  cells. 
From  the  days  when  Carrel,  in  mask  and  gown, 
divided  fragments  of  chick  heart  to  preserve  surviv- 
ing hits  of  tissue  from  contamination,  the  present 
facilities  allow  manipulations  which  could  hardly 
have  been  imagined  in  the  past.  The  use  of  trypsin 
to  disperse  cells  represented  an  important  advance.23 
Antibiotics  are  now  used  to  prevent  bacterial  con- 
tamination. Freezing  procedures  allow  long-term 
storage  of  cells,  which  are  capable  of  resuming  pro- 
liferation when  desired.  Cells  may  be  shipped  over 
long  distances  without  harm,  and  cell  “banks”  have 
been  established  to  standardize  strains  and  main- 
tain them  for  distribution. 

With  the  use  of  improved  techniques,  viral  diag- 
nostic studies  and  viral  cultivation  techniques  have 
been  achieved.  Recent  advances  in  this  field  include 
the  probable  identification  of  a virus  associated  with 
infectious  mononucleosis,30  and  the  possible  associ- 
ation of  a virus  with  Burkitt’s  tumor.9  The  recent 
development  of  human  diploid  cell  lines  has  resulted 
in  a new  sphere  for  investigation : viral  oncogen- 
esis,28 or  the  ability  of  viruses  to  “transform”  cells 
with  the  development  of  malignant  properties. 

Lymphocyte  "I  runs formation” 

One  of  the  most  practical  applications  of  tissue 
culture  to  the  medical  field  has  been  the  develop- 
ment of  techniques  for  chromosome  study  in  human 
subjects.  The  discover)'  that  human  peripheral 
blood  lymphocytes  could  be  transformed  into  primi- 
tive blast-like  cells  to  provide  mitotic  figures  for 
chromosome  analysis  became  the  basis  for  simple 
and  technically  feasible  study  of  human  chromo- 
somes in  normal  and  diseased  states.  But  the  impli- 
cations of  these  “transformations”  have  only  begun 
to  be  elucidated.  It  has  been  shown  that  such  cells 
can  produce  gamma  globulin,16  and  immunologic 
mechanisms  may  be  involved.31  The  relationship 
between  such  in  vitro  changes  and  the  possible 
genesis  of  neoplasia  has  been  suggested.29  “Trans- 
formation” of  lymphocytes  has  now  been  induced 
by  a variety  of  agents,  including  the  phytohemag- 
glutinin of  Phaseolus  vulgaris ,27  a number  of  anti- 
genic stimuli,16  and  a mitogenic  substance  from 
Phytolacca  americana,  discovered  last  year  in  our 
own  laboratory10  (Fig.  1).  Further  studies  on  this 
property  of  the  lymphocyte  could  lead  to  the  iden- 
tification of  the  long-sought-after  blood  stem  cell. 
This  represents  one  of  the  most  intriguing  areas  of 
present-day  tissue  culture  research. 

Models  for  Hormone  Effects 
Finally,  tissue  culture  studies  are  being  utilized 
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to  provide  information  about  the  mechanisms  of 
efifects  of  hormones,  antimetabolites,  and  other 
substances  on  the  biochemical  pathways  of  cells. 
Specific  actions  of  hormones  on  synthesis  of  mes- 
senger RNA  and  certain  enzyme  systems  have  been 
demonstrated  in  cells  in  vivo  and  in  vitro.  Bearing 
in  mind  the  limitations  of  the  tissue  culture  environ- 
ment, model  systems  resulting  from  this  sort  of 
work  provide  tools  for  investigations  of  factors 
which  stimulate  and  repress  synthesis  of  particular 
enzymes.  These  factors  include  hormones,  amino 
acids,  and  other  proteins  which  must  interact  in 
complex  ways  to  produce  their  efifects. 

In  our  laboratory,  two  interesting  morphologic 
efifects  of  hormones  have  been  observed  on  cultured 
cells  which  bear  further  investigation.  In  an  organ 
culture  system  devised  for  maintenance  of  human 
adult  tissue,  it  was  found  that  insulin  produced  a 
marked  hyperplasia  and  metaplasia  of  human  mam- 
mary ductal  cells2  (Fig.  2).  The  biochemical  mech- 
anisms associated  with  this  change,  and  the  possible 
in  vivo  implications  of  the  phenomenon  are  pres- 
ently under  study. 

In  human  bone  marrow  cultures,  prednisolone 
was  found  to  invoke  marked  hyperplasia  and 
morphologic  alterations  in  fibroblast-like  cells11 
(Fig.  3).  Efifects  of  glucocorticoids  upon  cells  are 
now  known  to  be  complex  indeed,  and  may  include 
efifects  on  cell  and  organelle  membranes,  as  well  as 
numerous  effects  on  a variety  of  specific  enzyme 
systems.  By  the  use  of  histochemical  and  other 
techniques,  we  hope  to  elucidate  the  mechanism  of 
this  morphologic  alteration. 

The  possible  significance  of  such  studies  carried 
to  a molecular  level  can  hardly  be  overestimated. 
If  the  mechanisms  which  stimulate  synthesis  or 
repress  production  of  certain  enzyme  systems  can 
be  elucidated  and  translated  to  in  vivo  situations, 
many  exciting  possibilities  may  be  envisioned  for 
application  to  the  medical  field. 

Tissue  culture  has  come  a long  way,  then,  from 
the  days  of  Flarrison’s  lymph  clots  and  Carrel’s 
“white-garbed  American  girls.”  The  relationships 
of  tissue  culture  investigation  to  medicine  have 
been  steadily  increasing,  and  there  is  every  reason 
to  believe  that  they  will  continue  to  do  so. 
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Figure  1.  Figure  2. 


Fig.  1.  Human  blood  cells  "transformed”  by  Phyto- 
lacca americana  root  extract.  A few  small  lymphocytes 
are  also  present.  Two  mitotic  figures  are  seen. 

Fig.  2 ( Courtesy  of  B.  E.  Barker  ) . Twelve  day  organ 
culture  of  human  mammary  tissue  slice  with  insulin 
added  to  standard  medium.  Hypertrophied  hyper- 
plastic cells  fill  the  duct,  and  changes  are  suggestive 
of  squamous  metaplasia. 


Figure  3a.  Figure  3b. 


Fig.  3a.  Human  bone  marrow  fibroblast-like  cell  in 
control  culture,  after  five  days  cultivation.  3b.  Sheets 
of  large  fibroblast-like  cells  with  prominent  nucleoli, 
from  the  same  marrow,  cultured  in  the  presence  of 
prednisolone. 
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ANTI -VIVISECTION— A ONE  PICTURE  ESSAY 


'YVT’hile  anti-vivisection  is  not  currently  in 
the  news,  the  cohorts  who  make  a career  of 
harassing  medical  research  are  never  asleep.  Perma- 
nent offices  are  maintained  in  Boston,  Massachu- 
setts, by  the  Anti-Vivisection  Society  of  America 
and  the  Anti-Vivisection  Societv  of  Xew  England. 
Regularly,  legislation  is  introduced  and  supported 
by  well-financed  lobbies  which  would  deny  the  use 
of  animals  to  medical  schools,  colleges,  and  hospi- 
tals for  experimentation.  Many  prominent  well- 
heeled  and  otherwise  rational  citizens  give  of  their 


treasure  to  support  this  specious  cause.  The  argu- 
ment that  most  important  medical  progress  has 
been  an  outgrowth  of  animal  experimentation  falls 
on  deaf  ears.  Without  animals  for  this  purpose, 
most  medical  research  would  grind  to  a halt.  The 
readers  of  this  publication  are  not  in  need  of  docu- 
mentation. The  stories  of  horrible  mutilation  and 
suffering  circulated  by  anti-vivisection  groups  are 
of  course  without  foundation.  Anaesthesia  is  used 
where  indicated,  and  the  animals  are  well  cared  for. 
Most  animal  laboratories  have  veterinarians  on 
their  staffs  or  available.  The  science  of  veterinary 
medicine  itself,  in  fact,  depends  heavily  upon  this 
same  type  of  animal  experimentation. 

We  have  been  inspired  to  write  these  words  by 
the  recent  publication  of  an  appealing  picture  show- 
ing the  affection  existing  between  a laboratory 
worker  and  one  of  his  animals.  Those  who  frequent 
such  laboratories  are  familiar  with  the  kindness 
shown  these  animals  and  the  friendliness  in  turn 
shown  by  them  to  their  masters  and  handlers.  This 
is  particularly  true  in  the  case  of  dogs,  which  are 
the  peculiar  focus  of  attention  by  anti-vivisection 
fanatics. 

We  are  indebted  to  Doctor  Arthur  W.  Silver  of 
the  City  of  Hope  Medical  Center  of  Duarte,  Cali- 
fornia, for  the  use  of  the  photograph.  It  shows  a 
dog  in  which  an  implanted  pacemaker  is  being 
recharged  by  induction.  The  technician  is  Mr.  Tom 
Amaral. 


DM  SO 


TV i methyl  sulfoxide  (DMSO)  is  the  chemical 
name  of  a remarkable  compound  whose  prop- 
erties were  first  reported  barely  a year  ago.  DMSO, 
a by-product  of  the  paper  pulp  industry,  comes 
from  the  lignin  in  wood,  a 35  pound  log  yielding 
about  120  ml.  of  the  clear  liquid.  Proposed  as  having 
possible  useful  medical  properties  by  the  investiga- 
tors of  the  great  Crown  Zellerbach  Corporation, 
paper  manufacturers  of  the  Pacific  Northwest,  six 
pharmaceutical  companies  have  been  licensed  to 
carry  out  testing  and  development  programs.  Recent 


disclosures  indicate  a bright  future  for  this  previ- 
ously useless  waste  product. 

According  to  Robert  J.  Herschler,  Crown  Zeller- 
bach chemist,  the  properties  of  this  substance  were 
first  observed  when  laboratory  workers  noticed  that 
dyes  dissolved  in  it  penetrated  their  skin  more 
quickly  than  when  dissolved  in  water  or  alcohol. 
Other  workers  suffered  temporary  toxic  effects 
when  a solution  of  an  insecticide  in  DMSO  readily 
penetrated  their  rubber  gloves.  Another  investiga- 
tor had  noticed  that  burned  rats  healed  more  rap- 
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idly  than  expected  and  appeared  more  comfortable 
when  DMSO  was  applied  to  their  burns.  He 
applied  it  to  himself  when  he  suffered  a chemical 
burn  and  experienced  almost  immediate  relief  of 
pain.  Another  laboratory  worker  then  was  inspired 
to  try  it  upon  a sprained  ankle  and  was  surprised 
by  the  relief  afforded.  These  informal  experiments 
led  Crown  Zellerbach  authorities  to  cooperate  with 
reputable  pharmaceutical  houses  for  its  further 
investigation  and  development. 

The  mechanism  of  its  unusual  properties  is  not 
vet  well  understood.  As  a solvent  it  is  second  only 
to  water  in  its  universality,  and  it  appears  to  have 
some  effect  on  the  permeability  of  membranes. 

It  is  reported  to  kill  pain,  speed  wound  healing, 
reduce  inflammation,  clear  up  bruises,  relieve 
certain  pollen  and  bacteria  caused  allergies,  relax 
muscles,  hasten  excretion  of  poisons  from  the  body, 
and  relieve  some  types  of  arthritis  and  bursitis. 

It  permits  absorption  of  drugs,  as  for  example 
insulin,  through  the  skin.  If  placed  on  the  skin, 
a subject  tastes  the  material  in  a few  seconds 
(DMSO  has  an  oyster-like  flavor). 

Its  potential  uses  have  spread  beyond  the  medical 
field.  Veterinarians  have  found  it  useful  in  the 
strains  and  sprains  of  race  horses.  It  was  found  to 
be  a valuable  solvent  in  textile  chemistry.  Agricul- 
tural experts  have  utilized  its  penetrating  prop- 
erties in  carrying  growth  promoters,  nutrients,  and 
pesticides  into  growing  plants  through  their  stems, 
leaves,  or  roots.  Thus  it  has  aided  the  growth  of 
strawberry  plants,  the  treatment  of  viral  and  bac- 
terial diseases  of  pear  trees,  the  control  of  ground 

PROMISE  OF  RAT 

From  the  point  of  view  of  all  other  living 
creatures,  the  rat  is  an  unmitigated  nuisance 
and  pest.  There  is  nothing  that  can  be  said  in 
its  favor.  It  can  live  anywhere  and  eat  any- 
thing. It  burrows  for  itself  when  it  has  to,  but, 
when  it  can,  it  takes  over  the  habitations  of 
other  animals,  such  as  rabbits,  and  kills  them 
and  their  young.  It  climbs  and  it  swims. 

It  carries  diseases  of  man  and  animals  — 
plague,  typhus,  trichinella  spiralis,  rat-bite 
fever,  infectious  jaundice, possible  trench  fever, 
probably  foot-and-mouth  disease  and  a form 
of  equine  “influenza.”  Its  destructiveness  is 
almost  unlimited. 

Hans  Zinsser  in  “Rats,  Lice  and  History" 

VVThile  the  goal  of  eradicating  one  of  man- 
kind’s  oldest  and  most  dreaded  enemies  may 
continue  to  he  elusive,  the  possibility  of  controlling 
this  pest  without  endangering  other  living  animals 
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rot  of  potatoes,  and  (of  great  local  interest)  the 
control  of  the  difficult  Dutch  elm  disease. 

Stanley  W.  Jacob  of  the  University  of  Oregon 
Medical  School  has  reported  dramatic  effects  with 
acute  musculoskeletal  injuries  of  the  fingers,  hands, 
wrists,  and  forearms.  Of  a total  of  88  patients, 
77  showed  objective  or  subjective  benefit  with 
DMSO,  as  evidenced  by  rapid  reduction  in  swell- 
ing, redness,  and  pain.  In  20  of  the  cases,  where 
the  injury  was  a thermal  or  chemical  burn  of  the 
hands,  relief  of  pain  was  striking.  No  serious  tox- 
icity was  experienced  in  this  group. 

Jacob  also  reported  local  topical  use  of  DMSO  in 
22  patients  with  rheumatoid  arthritis.  Within  24 
hours,  eight  of  the  patients  showed  increased  ability 
to  flex  the  proximal  interphalangeal  joints.  The 
substance  appears  most  promising  for  use  in  joints 
of  the  fingers,  hand,  and  wrist.  It  may  have  value  in 
preventing  deformities. 

No  contra-indications  have  yet  developed.  Toxic 
manifestations  have  been  mild,  such  as  a general- 
ized maculopapular  rash  which  subsided  after  dis- 
continuation of  medication,  wrinkled  palms  due  to 
the  drying  effect  of  the  solvent,  local  erythema,  and 
two  cases  of  increased  transaminase  levels  which 
returned  to  normal  even  though  the  substance  was 
continued. 

Although  the  solvent  is  readily  available  in  hard- 
ware stores,  and  has  been  procured  from  this  source 
by  some  eager  individuals,  it  has  not  yet  been 
released  by  the  Food  and  Drug  Administration. 
Despite  its  striking  properties  and  promising  future, 
general  use  of  DMSO  should  be  deferred  until  its 
benefits  and  dangers  have  been  fully  explored. 

CONTROL  AT  LAST 

seems  now  closer  at  hand  than  ever  before.  On 
April  24,  1964,  McNeil  Laboratories  announced  in 
Science  the  development  of  a complex  organic 
compound  (McN-1025,  SHOXIN®  norbormide) 
which  has  the  unusual  quality  of  being  highly  toxic 
to  rats  when  administered  orally  or  parenterallv, 
but  essentially  innocuous  to  common  house  pets 
and  commercially  useful  mammals  and  birds  even 
at  very  high  dosage.  After  oral  administration  to 
rats  of  an  overdose  of  the  material,  death  occurs 
within  15  minutes  to  four  hours,  apparently  through 
an  obscure  type  of  circulatory  impairment. 

The  surprising  feature  of  the  substance  is  its 
selective  toxicity  for  the  genus  Rattus.  The  speci- 
ficity is  of  a very  high  order.  Other  species  appar- 
ently handle  the  chemical  in  some  other  manner, 
suggesting  an  underlying  physiological  difference 
between  them  and  rats.  Tests  have  indicated  no 
effect  on  a wide  variety  of  species,  including  cattle, 
cats,  dogs,  horses,  monkeys,  sheep,  hogs,  chimpan- 

continued  on  next  page 


204 

zees,  chickens,  and  turkeys.  Very  high  doses  given 
experimentally  produced  some  deaths  in  rabbits 
and  guinea  pigs.  Bait  acceptance  by  rats  was  rated 
excellent,  tolerance  does  not  develop,  and  bait  shy- 
ness is  not  manifest  to  any  significant  degree. 

In  September  1964,  a demonstration  of  the 
material,  which  is  marketed  under  the  trade  name 
of  RATicate.®  was  staged  for  the  press  in  New 
York  Citv.  Six  rats,  six  mice,  a bowl  of  goldfish, 
and  some  dogs  and  chickens  were  given  the  poison 
in  food.  The  writers  for  their  own  lunch  chose 
dishes  from  the  regular  menu,  to  which  the  same 
material  was  added.  All  except  the  rats  survived 
completely  unharmed,  including  even  the  mice, 
although  in  every  instance  they  received  in  propor- 
tion 100  times  as  much  of  the  poison  as  had  the 
dead  victims. 

There  are  estimated  to  be  200  million  rats  in  the 
United  States  at  any  one  time.  They  cause  fire, 
fright,  and  embarrassment.  They  attack  children 
and  pets  and.  when  cornered,  may  be  dangerous. 
Thev  destroy  food,  damage  property,  cause  disease, 
start  fires,  and  waste  many  millions  of  dollars.  A 
rat  eats  five  dollars  worth  of  food  a year,  destroys 
production  equal  to  100,000  average  farms,  or 
enough  food  to  feed  one  person  out  of  every  15  in 
the  United  States.  One  rat  contaminates  10  times 
what  it  eats,  and  damages  property  at  the  rate  of 
one  dollar  per  rat  per  year  — a total  of  2y2  to  Al/2 
billion  dollars.  They  destroy  food  in  the  field,  eleva- 
tor, mill,  processing  plant,  restaurant,  store,  and 
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home,  and  in  transit.  They  are  omnivorous,  but  like 
man  they  prefer  clean  fresh  foods. 

They  pollute  food  by  dropping  pellets  at  the  rate 
of  one  per  hour,  void  about  a teaspoonful  of  urine 
per  day.  and  are  constantly  shedding  hairs  which 
are  carried  unseen  in  the  air.  Only  3 per  cent  of 
corn  shipped  to  terminal  markets  in  one  area  was 
free  of  rat  contamination.  Rat  hairs  have  been  found 
in  many  brands  of  canned  food.  They  attack  poultry 
and  livestock.  They  damage  property,  sometimes 
severely,  by  gnawing  and  by  burrowing.  They  have 
been  known  to  damage  clothing,  wood,  brushes, 
soaps,  lye.  lead  pipe,  tires,  books,  rugs,  tapestries, 
and  printing  press  rollers. 

Historically  rats  have  been  the  reservoir  of  plague 
and  typhus.  They  also  transmit  other  diseases  in 
man,  notably  the  Salmonella  infections,  but  also 
amebiasis,  infectious  hepatitis,  and  tapeworms.  To 
animals,  they  carry  distemper,  contagious  abortion, 
equine  influenza,  mange,  mastitis,  trichinosis,  and 
tuberculosis. 

It  is  not  surprising  that  farmers,  who  use  60  per 
cent  of  all  rodentieides.  have  evinced  great  interest 
in  the  new  product.  Tests  have  been  carried  out 
successfully  in  New  York,  Boston,  Philadelphia. 
Chicago,  and  other  large  cities. 

It  is  hoped  that  this  most  promising  and  safest  of 
all  rat  poisons,  now  commercially  available,  may 
lead  to  the  successful  control,  if  not  eradication  of 
this  age-old  plague. 
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“We’re  puzzled”*... 

• . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
• . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency — 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I "I 

| Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid  I 
| tablets  offered  on  your  new  continuous  Physicians  Personal  I 
| Use  Program.  | 


RELATED  ARMOUR  PRODUCTS: 

Thyrar®  (Beef  Thyroid)  Thytropar®  (Thyrotropin) 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


M.D. 


ADDRESS 

CITY  STATE  ZIP  CODE 

% gr.  'A  gr.  1 gr.  2 gr.  3 gr.  5 gr. 

I Please  circle  potency  requested. 

L I 
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PERIPATETICS 


Recent  staff  changes  at  the  Memorial  Hospital  in 
Pawtucket  have  been  announced.  STEPHEN  J. 
HOYE  has  been  appointed  Chief  of  Surgery,  fol- 
lowing the  resignation  of  ORLAND  SMITH.  A 
separate  Department  of  Neurosurgery  has  been 
established  with  HANNIBAL  HAMLIN  as  its  first 
Chief.  JOHN  J.  CUNNINGHAM  has  been  elected 
President  of  the  Staff  Association.  PHILIP 
LAPPIN  is  the  retiring  president. 

5{C  5jC  ^ 

At  the  last  election  of  the  American  College  of 
Physicians,  MAX  BLOOM  was  advanced  to 
Fellowship.  ALTON  J.  CURRAN  and  MARIO 
TAMI  were  elected  to  Associateship. 

^ ^ ^ 

The  American  College  of  Obstetricians  and 
Gynecologists  has  announced  the  election  of 
JOSEPH  A.  COFONE  as  a Fellow.  He  will  be 
inducted  at  the  annual  meeting  in  April  in  San 
Francisco. 

:fc  s»s  5$: 

The  new  Associate  Pathologist  at  Roger  Williams 
General  Hospital,  WILLIAM  A.  FETHIERE,  was 
recently  certified  as  a Diplomate  of  the  American 
Board  of  Pathology. 

sjc  Jjc 

VINCENT  I.  MacANDREW,  Chief  of  Staff  at 
St.  Joseph’s  Hospital,  helped  to  entertain  Governor 
John  H.  Chafee  and  Mayor  Joseph  A.  Doorley,  Jr. 
of  Providence  when  they  were  invited  to  inspect  the 
new  additions  at  St.  Joseph’s  Hospital. 

^ 5$:  ^ 

KENNETH  G.  BURTON,  Chief  of  Orthopedics 
and  Fractures  at  the  Rhode  Island  Hospital,  was 
honored  by  Brown  University  as  a distinguished 
alumnus  and  was  awarded  its  Bi-Centennial  Medal. 

jje 

DONALD  P.  FITZPATRICK  has  been 
appointed  Chief  of  Medicine  at  Our  Ladv  of  Fatima 
Hospital.  Fitzpatrick  is  a diplomate  of  the  Board  of 
Internal  Medicine.  He  received  his  residency  train- 
ing at  the  Veterans  Administration  Hospital  in 
Providence,  and  in  Richmond.  Virginia,  after  an 
internship  at  the  St.  Joseph’s  Hospital. 


The  Rhode  Island  Medical  History  Club  was 
recently  entertained  by  ALEX  M.  BURGESS,  SR., 
who  demonstrated  both  a phenomenal  memory  and 
a scholarly  knowledge  of  poetry  in  a recitation,  not 
a reading,  from  selected  poets  who  were,  first  and 
foremost,  physicians.  Beginning  with  John  Halle’s 
“Consultations."  recently  reprinted  in  the  Rhode 
Island  Medical  Journal,  he  quoted  representa- 
tive poems  in  their  entirety  from  early  through 
modern  times. 

:ji 

The  new  officers  of  the  Staff  Association  at  the 
Rhode  Island  Hospital  were  elected  at  the  first 
meeting  of  the  year.  CARL  S.  SAWYER,  Physician- 
in-Chief  of  the  Department  of  Dermatology,  is  the 
new  President.  Other  officers  are  President-elect, 
ELIHU  SAKLAD,  Chief  of  the  Anesthesiology  De- 
partment; FRANK  MERLINO,  Treasurer;  and 
WILLIAM  J.  H.  FISHER,  JR.,  Vice  President. 

3-C  J»C 

The  newly  elected  officers  of  the  Miriam  Hospital 
Staff  Association  are  SEEBERT  J.  GOLDOWSKY, 
President;  ABRAHAM  HORVITZ,  Vice  Presi- 
dent; ROBERT  GORFINE,  Secretarv;  and 
GUSTAF  SWEET,  Treasurer. 

S-J  5*C 

At  a recent  meeting  of  the  Corporation  of  the 
Rhode  Island  Medical  Society  Physicians  Service 
ARTHUR  E.  HARDY  was  elected  to  his  first  term 
as  a member  of  the  Board  of  Directors  of  the 
Corporation.  Hardy,  a Past  President  of  the  Rhode 
Island  Medical  Society,  is  Chief  of  the  Department 
of  Surgery  at  Kent  County  Memorial  Hospital. 
Re-elected  to  membership  on  the  Board  were  Rhode 
Island  State  Representative  WILLIAM  A.  REID, 
President-elect  of  the  Rhode  Island  Medical  Soci- 
ety : FRANCIS  B.  SARGENT,  Past  President  of 
the  Rhode  Island  Medical  Society;  and  SEEBERT 
J.  GOLDOWSKY,  Editor  of  this  Journal. 

5-C  5jC  jjc 

STANLEY  D.  SIMON,  Chairman  of  the  Medical 
Economics  Committee  of  the  Rhode  Island  Medical 
Society  and  a member  of  the  Board  of  Directors  of 
the  Rhode  Island  Medical  Society  Physicians,  was 
elected  President  of  the  Rhode  Island  Medical  Eco- 
nomics Council  at  its  recent  annual  meeting. 

5»C  * * 
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PULVULES 

ILOSONE 

ERYTHROMYCIN  ESTOIATE 
CAPSULES  U.S.P. 

2 50  mg. 


margin 


to  meet  an 

extra 

challenge 


Test-tube  activity  of  a drug  is  only  one  indication  of  its  effectiveness.  More  im- 
portant is  the  amount  of  antibacterial  activity  at  the  site  of  infection. 

Ilosone®  produces  peak  levels  of  antibacterial  activity  two  to  jour  times  those  of 
other  erythromycin  preparations.  Furthermore,  it  attains  them  earlier  and  main- 
tains them  longer. 

Contraindications:  Ilosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver 
disease  or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug 
idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported. 

There  have  been  no  known  fatal  or  definite  re- 
sidual effects.  Gastro-intestinal  disturbances  not 
associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local 
stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  un- 
common with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds — 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis  6,  Indiana. 
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11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK ® 


things  go 

better,! 

^with 

Coke 


Wherever  you  go 
forget  your  telephone 
calls.  We#ll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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Stelazine"  brand  of  trifluoperazine 

will  calm  your  anxious  working  patient — 
with  little  or  no  drowsiness 

When  anxiety  interferes  with  work,  your  patient  needs 
a drug  that  will  calm  without  causing  undue  drowsiness. 
With  Stelazine  (trifluoperazine,  sk&f),  you  can  promptly 
control  the  anxiety  without  producing  the  sedation  seen 
with  certain  other  agents.  Anxious  patients  can  remain 
active  during  therapy. 

Stoll1  used  the  drug  in  50 
patients  with  anxiety,  and 
noted:  “There  was  no  drowsiness 
in  this  group  of  patients  and, 
because  of  their  alertness  and 
less  impaired  concentration, 
they  were  able  to  continue  with  and,  in  some  cases, 
return  to  their  daily  work.” 

Stelazine  (trifluoperazine,  sk&f)  produces  a fast 
therapeutic  response — often  within  24  to  48  hours. 

The  convenient  b.i.d.  regimen  frees  patients  from  the 
need  for  a midday  dose. 

Principal  side  effects,  usually  dose-related,  may  include 
mild  skin  reaction,  dry  mouth,  insomnia,  fatigue, 
drowsiness,  dizziness,  amenorrhea  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness, 
anorexia,  rash,  lactation  and  blurred  vision  may  also  be 
observed.  Blood  dyscrasias  and  jaundice  have  been  rare. 

Use  with  caution  in  patients  with  impaired  cardio- 
vascular systems.  Contraindicated  in  comatose  or  greatly 
depressed  states  due  to  CNS  depressants  and  in  cases  of 
existing  blood  dyscrasias,  bone  marrow  depression  and 
pre-existing  liver  damage. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
Photograph  professionally  posed. 

1.  Stoll,  L.  J.:  The  Use  of  Trifluoperazine  [‘Stelazine’]  in  General 
Practice,  M.  Press  243:578  (June  29)  1960. 

Smith  Kline  & French  Laboratories,  Philadelphia 


210 


RHODE  ISLAND  MEDICAL  JOURNAL 


BOOK  REVIEW 

PEDIATRIC  PROCEDURES.  By  Walter  T. 

Hughes,  Jr.,  m.d.  W.  B.  Saunders  Company, 

Philadelphia,  1964.  $7.50 

This  is  a 200  page  handbook  which  describes  all 
of  the  common  pediatric  techniques  and  procedures 
which  are  used  in  the  hospital.  The  necessary  equip- 
ment for  the  procedure  is  listed,  as  well  as  an  exact 
description  of  the  technique,  and  in  many  instances 
illustrations  accompany  the  description.  The 
illustrations  are  good  and  where  used  they  are 
informative. 

I think  “Pediatric  Procedures”  would  be  very 
useful  to  nurses  and  house  officers.  Nurses  could 
quickly  learn  just  what  equipment  is  needed  to  do 
a specific  job  as  well  as  what  might  be  expected  of 
them  as  assistants.  Schools  of  nursing  might  well 
have  this  book  available  for  their  students.  In  the 
same  manner  house  officers  could  quickly  find  the 
proper  technique  for  many  treatments  and  diagnos- 
tic tests  concisely  described  and  carefully  illus- 
trated. Of  course  there  is  no  substitute  for  on  the 
job  experience  guided  by  a good  teacher,  but  it  is 
much  easier  to  learn  if  one  has  had  a chance  to  read 
about  it  first. 

Robert  M.  Lord,  Jr.,  m.d. 


Curran  <Sl  Burton 

DIVISION  OF  TEXACO  INC. 
1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE  FUEL  OILS 


E.  P.  Anthony,  Inc. 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  #225 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
HY-3417 


Hygroton 

brand  of 
chlorthalidone 

The  long-acting 
diuretic 
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vho  needs  it? 


Patients  with  edema. 

Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 
Edema  in  pregnancy...or  obesity. 
Patients  you  want  to  bring  to  dry  weight. 
And  those  you  want  to  keep  at  dry  weigh 
Those  you  want  on  single  daily  doses. 
And  those  requiring  even  fewer  doses. 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies. 

And  those  who  can  afford  the  best. 
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in 

private 

practice 


TUBERCUUNJINETEST 

(Rosenthal)  Lederle 


ideally  suited  for  routineTB  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 

practical— can  be  administered  by  nurses  or  other  personnel 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


tutazolidin 

and  of 

tenylbutazone 


in  rheumatoid  Geigy 

arthritis 


ierapeutic  effects 

number  of  workers  have  reported  ma- 
r improvement  in  50-75%  of  cases,  with 
me  successful  cases  going  into  com- 
ste  remission. 

responsive  cases,  improvement  is  gen- 
ally  seen  within  a week,  so  that  trial 
erapy  need  seldom  be  continued  be- 
md  this  period.  Alleviation  of  pain  is  fol- 
wed  quickly  by  improvement  of  function 
id  resolution  of  effusion  or  other  signs 
active  inflammation.  Relief  of  arthritic 
mptoms  is  quite  frequently  accompa- 
ed  by  increased  appetite,  gain  in  weight 
id  an  improved  sense  of  well-being. 

ie  initial  response  is  usually  maintained 
ithout  dosage  increases;  indeed,  ini- 
Jl  dosage  is  often  reduced  for  mainte- 
ince  purposes. 

alicylate  or  steroid  therapy  can  usually 
2 diminished  or,  in  some  instances, 
iminated. 

soriatic  arthritis  responds  in  the  same 
ay  as  rheumatoid  arthritis  but  the  skin 
sions  are  usually  not  affected  either  fa- 
orably  or  adversely  by  treatment. 


Precautions 

Before  prescribing,  the  physician  should 
obtain  a complete  history  and  perform  a 
complete  physical  and  laboratory  exami- 
nation, including  a blood  count. 

The  patient  should  be  kept  under  close 
supervision  and  should  be  warned  to  re- 
port immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dys- 
crasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 

If  coumarin-type  anticoagulants  are 
given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time. 

Side  effects 

The  most  common  side  effects  are  nau- 
sea, edema  and  drug  rash.  Infrequently, 
agranulocytosis,  generalized  allergic  re- 
action, stomatitis,  vertigo  and  languor 
may  occur.  Leukemia  and  leukemoid  re- 
actions have  been  reported  but  cannot 
definitely  be  attributed  to  the  drug. 

Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  his- 


tory or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of 
drug  allergy;  history  of  blood  dyscrasia. 
The  drug  should  not  be  given  when 
other  potent  chemotherapeutic  agents 
are  given  concurrently  because  of  the 
increased  possibility  of  toxic  reactions; 
when  the  patient  cannot  be  seen  regu- 
larly; when  the  patient  is  senile. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3479 


Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects 
and  contraindications  as  contained  in 
the  complete  prescribing  information. 


Butazolidin^  alka 

Each  capsule  contains: 


phenylbutazone 

100  mg. 

dried  aluminum 

hydroxide  gel 

100  mg. 

magnesium  trisilicate 

150  mg. 

homatropine 

methylbromide 

1.25  mg. 

Butazolidin^  brand  of  phenylbutazone 

Tablets  of  100  mg. 


1308  PHENIX  AVE.  CRANSTON,  R.  I.  02910 


THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  M ilk 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use-Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  tor 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines: 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


) Squibb  Qualify-the  Priceless  Ingredient 
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REPORTS  OF  COMMITTEES 
to  the 

HOUSE  OF  DELEGATES,  R.  I.  MEDICAL  SOCIETY 

January  20.  1965 


REPORT  ON  THE  AMA  BLOOD  BANK 
MEETING 

Held  at  the  Drake  Hotel,  Chicago, 
December  11-12,  1964 

This  AMA  sponsored  conference  on  Blood  and 
Blood  Banking  was  organized  to  “motivate  the 
medical  profession,  to  evaluate  and  implement 
blood  banking  requirements  and  to  participate  gen- 
erally in  local  blood  banking  affairs.”  A news 
release  publicized  the  conference,  and  invitations 
were  sent  to  state  and  county  societies.  The  response 
was  encouraging.  Over  400  physicians  made 
advance  registration  from  43  states.  Twenty-five 
excellent  speakers,  each  having  knowledge  and 
experience  to  qualify  as  an  expert  in  blood  bank 
affairs,  addressed  the  conference. 

Dr.  R.  L.  White,  Director,  Division  of  Environ- 
mental Medicine  and  Medical  Services  of  the 
American  Medical  Association,  welcomed  the  audi- 
ence and  stated  that  one  of  the  functions  of  the 
AMA  is  to  keep  physicians  informed  of  the  newer 
developments,  changing  concepts  and  growth  of 
blood  banking  systems  and  also  to  educate  and 
inform  the  public  in  health  matters.  This  conference 
is  designed  to  not  only  inform,  but  to  motivate 
physicians  to  initiate  and  implement  adequate  blood 
programs  in  their  respective  communities. 

Blood  banking  grew  in  a dramatic  fashion  and 
thus  presents  many  questions  and  often  emotionally 
charged  problems  of  moral,  religious  and  legal 
nature.  Concepts  of  procurement,  philosophies  of 
economics,  methods  of  administration  show  a great 
variety  throughout  the  country  and  the  world.  The 
conflicts  arisen  therein  are  often  a fertile  field  of 
sensational  public  news.  Therefore,  the  problem 
areas  need  to  be  searched  out  and  subjected  to 
critical  review  by  knowledgeable  and  responsible 
persons.  The  AMA  traditionally  encourages  the 
solution  of  problems  at  the  local  level ; if  the  prob- 
lems are  of  higher  level,  the  cooperation  and  volun- 
tary coordination  of  the  blood  banking  systems  and 
the  medical  profession  should  be  sought  for. 

Dr.  Gunnar  Gundersen,  Chairman,  Committee 
on  Blood  of  the  American  Medical  Association, 
pointed  out  the  vested  interest  of  the  AMA  in  blood 
banking,  transfusion,  with  all  its  related  activities 
this  being  a medical  service.  This  influence  and 


advice  was  exercised  ever  since  the  Committee  on 
Medico-Legal  Blood  Grouping  Tests  was  appointed 
in  1936.  At  the  present  this  is  done  through  the 
Committee  on  Blood  of  the  AMA.  In  his  speech 
entitled  “Objectives  and  Activities  of  AMA  Com- 
mittee on  Blood.”  he  points  out  “we  want  to 
acquaint  the  medical  profession  with  the  programs 
and  problems  of  blood  banking  in  the  United  States  ; 
to  motivate  the  profession  to  take  an  active  leader- 
ship role  in  this  field,  and  to  encourage  local  medical 
societies  to  provide  medical  participation  for  the 
direction  and  supervision  of  blood  banking  services 
and  facilities.  Every  state  and  county  medical  society 
should  have  an  active  Committee  on  Blood  that  is 
responsive  to  the  local  blood  needs.  These  com- 
mittees should  be  the  channels  for  informational 
and  educational  material  to  the  profession.”  He 
further  expressed  hope  that  the  Committee  will 
visit  local  blood  banking  facilities  throughout  the 
country  to  determine  the  extent  of  the  medical 
leadership  and  other  activities  of  blood  banking  at 
the  local  levels. 

He  also  announced  that  “the  AMA  is  compiling 
data  on  all  blood  banking  services  and  facilities  in 
the  United  States  in  1964.  The  data  will  be  pub- 
lished early  in  1965  in  a directory  form.” 

Dr.  J.  Richard  Czajkowski.  Director  of  the  King 
County  Central  Blood  Bank  in  Seattle,  spoke  about 
the  advantage,  the  effectiveness,  the  excellence  and 
cost-cutting  way  of  the  central  typing  and  cross- 
matching, using  his  own  laboratory,  the  King 
County  Central  Blood  Bank,  as  an  example,  his 
reasoning  being,  “It  would  not  be  realistic  to  expect 
the  majority  of  hospitals  to  employ  an  adequate 
staff  capable  of  coping  with  more  sophisticated  and, 
at  times,  highly  complex  phases  occurring  in  hemo- 
iinmunological  problems.”  In  this  laboratory  com- 
plete processing  of  blood  for  transfusion  is  carried 
out,  practically  all  problems  of  immunohematologi- 
cal  nature  are  referred  to  and  a central  depository 
for  donors  is  maintained.  They  perform  around 
65,000  cross-matches  a year  and  13,000  antibody 
studies  connected  with  pregnancies.  The  blood  bank 
is,  in  a true  sense,  a community  blood  bank,  having 
as  a governing  body,  eighty  people  as  general 
members  and  a Board  of  T rustees  of  twenty,  repre- 
senting all  strata  of  the  community,  medical  and 
non-medical. 
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Dr.  C.  Y.  Gates,  President  of  the  Blood  Bank 
Commission  of  the  San  Francisco  Medical  Society, 
demonstrated  a similar  form  of  centralized  commu- 
nity operation:  The  Irwin  Memorial  Blood  Bank, 
serving  58  hospitals  in  750  communities  of  northern 
California.  They  have  45%  replacement  donors, 
38%  pre-deposit  donors,  1 1 % future  credit  donors 
and  6%  paid  donors.  Never  is  there  any  blood  pur- 
chased from  a commercial  supplier.  The  hospitals 
they  serve  are  routinely  stocked  with  daily  consign- 
ment of  blood  of  all  groups  and  types.  Blood  on 
consignments  is  the  property  of  the  blood  hank  until 
used,  and  can  be  rotated  from  hospital  to  hospital 
to  prevent  out-dating.  The  blood  bank  is  licensed  by 
the  National  Institute  of  Health  and  the  California 
State  Department  of  Public  Health  and  is  accred- 
ited by  the  American  Association  of  Blood  Banks. 
It  is  also  incorporated  as  a nonprofit  corporation  in 
the  state  of  California.  The  corporate  powers  are 
vested  in  a hoard  of  twelve  commissioners  with  a 
three-year  term.  They  are  members  of  the  Medical 
Society  and  have  one  hospital  administrator,  recom- 
mended by  his  own  organization.  They  have  a 
Technical  Committee  comprised  of  pathologists, 
hematologists  and  immunohematologists  appointed 
by  the  Commission.  The  day  by  day  operations  are 
handled  by  the  Managing  Director. 

They  have  four  auxiliary  blood  centers  and  blood 
depots  endorsed  by  the  local  medical  societies  to 
serve  the  outlying  areas. 

Its  excellence  is  demonstrated  that  it  is  one  of 
nineteen  AABB  regional  reference  laboratories, 
one  of  twenty-five  schools  approved  by  the  AABB 
for  technologist-training,  and  it  sponsors  an  annual 
symposium  and  workshop  for  hospital  pathologists. 

There  are  twelve  similar  nonprofit,  medically 
sponsored  community  blood  banks  known  as  the 
California  Blood  Bank  Systems.  They  collect  about 
one-half  million  units  of  blood  annually.  Their  aim  is 
total  blood  service.  There  are  only  twenty-five 
hospital  blood  banks  in  the  state  of  California,  as  a 
result  of  the  effectiveness  of  this  California  Blood 
Bank  Systems. 

Dr.  Charles  C.  Lund,  Chairman  of  the  Medical 
Advisory  Committee  of  the  Massachusetts  Red 
Cross  Blood  Program,  believes  that  the  Massachu- 
setts Regional  Blood  Program  of  the  American 
National  Red  Cross  provides  an  excellent  supply  of 
blood  as  a supplement  to  the  hospitals.  Most  of  the 
blood,  however,  is  collected  by  the  hospitals  them- 
selves ; the  fresh  blood  almost  exclusively.  The 
cooperation  between  the  Medical  Society,  Regional 
Program,  the  Massachusetts  Department  of  Public 
Health  and  the  hospitals  has  been  excellent  most  of 
the  time.  Stress,  though,  occurred  in  the  relation- 
ship which  Dr.  Lund  believes  to  be  remedied  by 
change  in  personnel. 

The  Knoxville,  Tennessee  Program  was  insti- 


tuted because  the  hospitals  could  not  supply  the 
required  amount  of  blood.  It  is  a composite  of  hos- 
pital blood  banks,  commercial  blood  center  and 
MEDIC  (Medical  Emergency  Donors  Indemnity 
Committee,  Incorporated).  The  facilities  are  pro- 
vided by  the  Knoxville  Blood  Center  which  is  a 
commercial  blood  bank.  It  supplies  about  150  hos- 
pitals averaging  13,000  units  of  blood  annually.  It 
is  operated  by  a Board  of  Directors,  and  is  a mem- 
ber of  the  AABB,  licensed  by  the  National  Institute 
of  Health  and  approved  by  the  Knoxville  Academy 
of  Medicine. 

MEDIC  is  a chartered,  nonprofit  community 
service  and  has  over  20,000  active  members.  The 
governing  body  is  a nine  member  executive  hoard 
consisting  of  physicians,  hospital  administrators,  an 
attorney  and  a certified  public  accountant.  There  is 
also  an  advisory  board  of  125  to  150  members  of 
leading  citizens. 

The  enrollment  fee  is  $2.00  for  the  first  and  $1.00 
for  each  year  thereafter  and  it  guarantees  blood  to 
the  member  and  immediate  family  as  determined  by 
internal  revenue  forms,  in  a specified  way.  Old  and 
temporarily  incapacitated  people  may  send  a substi- 
tute donor  or  pay  $5.00.  The  Blood  Center  charges 
$6.50  per  unit  of  processing. 

The  hospital  programs  were  elaborated  upon  by 
Dr.  Robert  F.  Norris,  Director,  Pepper  Laboratorv 
of  Clinical  Medicine  of  the  University  of  Pennsvl- 
vania,  emphasizing  the  complexity  of  the  blood 
banks  and  its  professional-technical  and  adminis- 
trative facets.  An  efficient,  pleasant  and  tactful  tele- 
phone service,  correct  bookkeeping  and  skillful 
interviewing  of  prospective  donors  is  a definite 
asset.  The  hospital  blood  bank  is  to  serve  the 
patient  with  safe  blood  of  required  amount,  to  train 
and  teach  personnel  and  do  research  if  the  circum- 
stances warrant. 

To  stay  up-to-date  in  regard  to  scientific  advance- 
ment is  imperative ; as  more  and  more  people  are 
transfused,  the  greater  the  number  of  immunohema- 
tological  incompatibilities. 

The  lecture  of  Dr.  G.  W.  Miller,  National  Direc- 
tor of  the  Canadian  Red  Cross  Blood  Transfusion 
Service,  was  most  entertaining  and  informative, 
giving  the  audience  a round-the-world  trip,  blood 
bank-wise.  The  objectives  and  difficulties  to  estab- 
lish blood  banks  are  often  overwhelming  in  the 
developing  countries.  The  incentives  to  obtain 
donors  show  great  range,  from  a free  meal  to  a 
week  off  from  work  with  pay,  not  strictly  volunteer 
donors.  Disproportionately  less  blood  is  used  in 
Europe  than  in  the  North  American  continent,  and 
even  less  in  the  rest  of  the  world.  In  Canada  the 
Blood  Transfusion  Service  is  completely  integrated 
as  a national  service : All  blood  is  procured  by  the 
Red  Cross.  About  one  million  units  of  blood  are 
collected  per  year  and  650,000  are  transfused  in 
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1 .200  hospitals. 

Almost  all  of  the  hlood  collected  by  hospitals, 
community  hlood  hanks  and  Red  Cross  is  obtained 
from  voluntary  donors.  Dr.  William  M.  Markel, 
Medical  Director.  Xew  York  Regional  Blood  Pro- 
gram of  the  American  National  Red  Cross,  agrees 
to  the  various  degrees  of  volunteering.  By  defini- 
tion. a nonpaid  donor  is  a volunteer.  Our  concern  is 
with  the  different  theories  and  philosophies  that  we 
hold  with  regard  to  soliciting,  satisfying  and  hold- 
ing on  to  the  volunteer  blood  donor.  An  appeal  to 
the  group  such  as  union,  lodge,  church  or  fraternity 
is  often  successful,  more  so  than  appeal  to  the  indi- 
vidual. The  physical  set-up  is  an  important  factor, 
such  as  comfortable,  clean  donor  room,  with  a 
pleasant,  personable  and  efficient  staff.  The  psycho- 
logical factors  are  most  difficult  to  identify  and 
evaluate.  Fear  is  the  greatest  deterrent  and  help  to 
save  lives  the  greatest  motivator  for  donations  as 
compiled  through  13,533  questionnaires  in  this 
countrv.  Similar  findings  were  obtained  in  France. 

Dr.  Markel  concludes  that  “the  volunteer  donor 
program  will  probably  expand  and  grow  in  direct 
relation  to  the  progress  made  in  understanding  the 
psychological  motivations  of  the  donor." 

The  backbone  of  our  blood  banks  is  the  replace- 
ment donor.  There  are.  however,  situations  when 
the  usual  reward  factors  are  not  enough,  and  one 
has  to  resort  to  a paid  donor.  The  had  reputation 
derives  from  the  fact  that  some  of  them  are  “skid- 
row  derelicts"  and  may  falsify  information.  The 
main  concern,  however,  is  the  quality  of  the  hlood 
and  standard  of  collecting  and  processing.  Mr. 
Richard  E.  Dice,  Executive  Director,  Community 
Blood  and  Plasma  Service.  Inc.  of  Birmingham, 
Alabama,  feels  proper  identification  can  be  made  by 
a photo,  paper  credentials  and  physical  description  ; 
fluorescent  dye,  lasting  about  eight  weeks  on  the 
hands,  is  used  to  prevent  too  frequent  donations. 
Exchange  of  information  between  hlood  banks 
serves  as  an  additional  safeguard.  The  question- 
naires are  constructed  to  make  false  statements 
difficult.  By  strict  screening  39.3%  of  donors  are 
rejected  in  Mr.  Dice’s  hlood  bank.  The  repeat  donor 
rate  is  86.2%.  Positive  serology  was  found  in  0.9% 
and  irregular  antibodies  in  0.5%.  The  serum  hepa- 
titis rate  was  0.14%  per  100  units  transfused,  lower 
than  that  of  the  Red  Cross  and  other  commercial 
hlood  banks  in  the  area.  He  concludes  “the  quality 
of  service  rendered  by  any  bank  is  dependent  upon 
the  medical  supervision  and  integrity  of  the 
personnel.” 

In  the  course  of  hlood  bank  operations  shortages 
and  surpluses  do  occur,  often  resulting  in  needless 
outdating  of  hlood.  In  1963,  219  hlood  banks  re- 
ported 13.979  units  of  outdated  blood.  To  remedy 
'itch  situations,  the  National  Clearinghouse  Pro- 
gram was  instituted  by  the  AABB  “with  a funda- 
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mental  principle  of  ( 1 ) furthering  the  exchange  of 
blood-replacements  between  banks,  and  (2)  facili- 
tating the  borrowing  and  lending  of  blood  to  alle- 
viate unavoidable  shortages  and  surpluses.” 

The  program  is  nationwide,  the  entire  country 
being  divided  into  five  districts  with  the  national 
headquarters  in  San  Francisco.  The  district  clear- 
inghouse is  primarily  a bookkeeping  organization 
with  credits,  debits  and  daily  transactions  recorded. 
They  have  719  participating  hlood  banks,  used 
2.541.641  units  of  blood  in  1963  and  served  patients 
in  2,800  hospitals  throughout  the  countrv.  This 
program  helps  patients  fulfill  their  replacement 
responsibilities  by  enabling  them  to  recruit  replace- 
ment-donors living  in  distant  parts  of  the  countrv 
or  even  overseas  in  case  of  the  Armed  Forces 
personnel. 

Credits  are  forwarded  for  each  blood  donation 
made  for  a specific  patient,  in  contrast  to  Red  Cross 
which  forwards  only  one  replacement  for  each 
transfusion  provided,  regardless  of  the  number  of 
donations  given  for  a patient.  Also,  in  the  case  of 
Red  Cross  or  commercial  hlood  banks,  the  hlood  is 
not  returnable.  If  this  blood  is  not  used  for  any 
reason  at  a particular  time,  it  may  go  wasted.  A 
clearinghouse  concept  is  a blessing  in  the  ever 
increasing  demand  of  modern  medicine. 

Dr.  Rosser  L.  Mainwaring.  Immediate  Past 
President  of  the  American  Association  of  Blood 
Banks  in  Dearborn,  Michigan,  gave  some  pertinent 
facts  and  figures  about  the  hlood  banks  economics. 
The  procurement  of  blood  from  voluntary  rather 
than  paid  donors  results  in  a lower  total  cost  to  the 
patient,  hut  all  types  of  blood  banks  are  involved  in 
finances ; without  money  a blood  bank  is  unable  to 
meet  its  basic  cost. 

Expenditures  came  under  the  heading  of  donor 
recruitment,  collection,  processing,  storage,  ship- 
ping. salaries,  equipment,  supplies,  depreciation, 
rent,  maintenance,  utilities,  accounting  and  educa- 
tion and  research. 

Most  blood  banks  operate  on  a two  for  one  ratio 
concerning  collection,  the  reason  being  loss 
occurred  by  outdating.  positive  serology,  hemolysis, 
increased  chyle,  increased  bilirubin  levels  and  lab- 
oratory accidents. 

The  mean  processing  fee  throughout  the  country  's 
blood  bank  is  $9.17  (range  $2.50  to  $30.00)  ; the 
mean  blood  replacement  fee  is  $22.46  (range  $7.00 
to  $50.00  ). 

The  Blood  Assurance  Programs  of  Scottsdale. 
Arizona,  were  organized  in  response  to.  among 
other  factors,  the  monetary  coverage  for  blood  by 
health  insurances.  The  principle  is  distributing  the 
economic  hazard  of  transfusion  cost  over  large 
groups  of  people.  By  statistical  analysis,  the  annual 
predicted  transfusion  need  is  1 1 per  100  families 
(the  average  family  is  computed  as  3.4  persons). 

continued  on  page  220 
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disability  without  debilitation 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 


Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a “wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROU  brandof  STANOZOLOL 


...a  new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

•The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  7 
tablet  t.i.d.;  children  (pre-school  age),  V2  tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  7 00. 

W/nfhrop 

Winthrop  Laboratories,  New  York,  N.  Y. 
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Eighty-nine  of  the  100  families  will  also  secure  their 
protection  by  payment  of  money.  This  proportion 
of  the  population  could  include  the  minors,  the 
temporarily  incapacitated  and  the  old.  The  ability 
of  the  blood  blank  to  supply  blood  will  thus  not  he 
damaged. 

The  Xational  Red  Cross  Program  now  includes 
56  Regional  Blood  Centers  and  collected  2.7  million 
units  of  blood  in  1963.  It  operates  in  43  states, 
District  of  Columbia  and  Puerto  Rico.  Two  thou- 
sand five  hundred  hospitals  obtained  their  entire 
supply  of  blood  from  the  Red  Cross  and  1.700  use 
Red  Cross  blood  as  a supplement.  The  Red  Cross 
supplies  40%  of  the  blood  used  in  the  military  and 
U.S.  Public  Health  Service  hospitals  and  65%  to 
the  V.  A.  hospitals.  All  the  donors  are  volunteers. 
Some  of  the  service  is  also  met  by  volunteers  ; to  be 
sure,  paid  employees  are  also  used.  The  operation 
costs  are  met  by  the  annual  Red  Cross  Fund  Cam- 
paign. The  blood  it  supplies  is  called  ‘‘free.”  The 
operations  of  the  Red  Cross  increase.  Their  goal 
is  total  blood  supply  for  the  communities. 

The  American  Association  of  Blood  Banks  pub- 
lished standards  for  Blood  Transfusion  Service  to: 


RHODE  ISLAND  MEDICAL  JOURNAL 

1.  Protect  the  donor  and  recipient  as  well  as  the 
physician  and  hospital  and. 

2.  To  serve  as  a source  of  authoritative  informa- 
tion and, 

3.  To  form  a basis  on  which  the  Inspection  and 
Accreditation  Program  of  the  A ABB  is 
established. 

The  latter  began  in  1958  and  to  date  about  1.000 
blood  banks  and  transfusion  services  have  been 
accredited.  The  accreditation  is  for  three  years, 
unless  there  is  a change  in  key  personnel. 

The  Federal  Government  is  a partner  in  about 
two-thirds  of  U.  S.  blood  banking  through  the  exist- 
ing law  ( 1 902 ) ; the  biological  products  control 
provisions  of  the  PHS  Act.  This  act  also  provides : 

1.  Licensing  of  establishments. 

2.  Issuance  of  specific  product  license. 

3.  Information  which  must  appear  on  the  label 
of  the  product. 

It  does  not  regulate  typing,  crossmatching,  trans- 
fusions. etc.  This  law  is  administered  by  the  Divi- 
sion of  Biological  Standards,  a part  of  the  National 
Institute  of  Health  (XIH),  through  (a)  preparing 
technical  standards  for  products,  (b)  testing  sam- 
ples, (c)  inspecting  at  yearly  intervals,  and  (d) 
research. 


when  abnormal  capillary 
permeability  and  fragility  are 
factors  in 


in  such  conditions  as: 

habitual  abortion 

threatened  abortion 
purpura  (nonthrombocytopenic) 

gingivitis 
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The  Red  Cross  operates  on  standards  established 
by  the  National  Research  Council.  All  Regional 
Blood  Centers  adhere  to  them  as  an  integral  part 
of  the  national  organization.  The  term  Accredita- 
tion is  thus  not  applicable. 

The  Joint  Commission  on  Accreditation  of  Hos- 
pitals (JCAH)  is  a rather  active  organization.  In 
1963  it  surveyed  1,622  hospitals  of  which  320  were 
given  a one-year  probationary  accreditation  and  67 
were  refused.  At  present,  it  does  not  accredit  hos- 
pital blood  banks.  If  it  did.  the  criteria  could  not  be 
as  strict  as  those  of  the  AABB  or  NIH ; or  the 
inspection  would  he  costlier.  At  the  present  only 
fifteen  full-time  surveyors  are  employed. 

There  are  few  state  laws  in  existence  concerning 
blood  banks  directly.  Still,  several  states  are 
inspecting  and  licensing  blood  banks  on  minimal 
nationwide  standards : The  job  often  delegated  to 
laymen  and  paramedical  persons,  another  aspect  of 
changing  the  physician-patient  to  state-patient  level. 

The  physicians  should  resist  such  state  licensure 
program,  because  the  procurement  of  human  blood 
and  its  transfusion  to  patients  are  medical  proced- 
ures which  require  the  direction  and  supervision  of 
a physician.  The  medical  profession  has  primary 
responsibility  for  the  care  and  treatment  of  patients, 
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and  therefore  has  a paramount  interest  in  evaluat- 
ing facilities  and  procedures  for  blood  procurement, 
storage  and  use.  This  responsibility  can  be  best 
discharged  by  medical  societies  at  the  local  level. 

A high  incidence  of  single  unit  transfusion  is 
more  often  than  not  poor  medical  practice,  although 
indications  for  a single  unit  transfusion  do  exist. 
A single  unit  transfusion  is  one  given  for  one  inter- 
val of  hospitalization  for  an  acute  condition.  The 
percentage  can  lie  computed  : 

1.  Relative  to  total  number  of  transfusions  per 
unit  of  time  and, 

2.  Relative  to  the  number  of  patients  receiving 
blood  per  unit  of  time  in  a given  transfusion 
service. 

A single  unit  of  transfusion  has  a special  position 
in  relation  to  serum  hepatitis,  namely  the  ease  of 
determination  of  the  virus  carrier  which  should  be 
removed  from  the  donor  list. 

The  overall  rate  of  serum  hepatitis  is  usually 
quoted  as  0.2-3%  of  those  transfused  with  blood ; 
beyond  the  age  of  40,  the  rate  is  20%.  Do  not  trans- 
fuse unnecessarily. 

Tacked  cells  with  glycerol  added  and  frozen, 
thawed,  sugar  washed  and  in  saline  resuspended 
have  a prolonged  shelf  life  and  certain  immnno- 

continued  on  next  page 


Each  duo-C.V.P. 
capsule  provides: 


Each  C.V.P.  capsule,  or  5 cc. 

(approx.  1 teaspoonful)  syrup  provides: 


200  mg. 


CITRUS  BIOFLAVONOID 

COMPOUND 100  mg. 


200  mg. 


bottles  of  50,  100 

anH  Rnn 


ASCORBIC  ACID 

(vitamin  C) 100  mg. 


C.V.P.  and  duo-C.V.P.  are  believed  to  act  by  decreasing 
abnormal  permeability  and  fragility  of  capillaries,  and  thereby 
reducing  bleeding  or  diapedesis  from  these  vessels. 

C.V.P.  and  duo-C.V.P.  provide  the  original  and  exclusive 
bioflavonoid  compound  from  citrus,  which  is  a 
specially  processed  concentrate  of  the  biologically 
active  water-soluble  factors. 


capsules— bottles  of  100  and  500 

c\/rnn — hn+tloc  An7  1fin7  anH  oallnn 
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logical  advantages.  The  equipment  used  for  this 
procedure  was  devised  by  Dr.  Charles  E.  Huggins, 
Clinical  Associate  in  Surgery  at  Harvard  Medical 
School.  Up  to  mid-November,  1964,  450  units  of 
frozen  blood  have  been  given  to  73  patients  in  the 
Massachusetts  General  Hospital. 

The  group  O blood  is  only  a qualified,  universal 
donor.  The  anti-A  and  anti-B  iso-agglutinins  can 
be  neutralized  by  the  Witebsky  substance ; the 
anti-A  and  anti-B  “immune”  antibodies  cannot. 
According  to  the  present  concept,  if  an  O blood  is 
given  to  other  than  O recipient,  it  shall  have  a titer 
of  anti-A  and  anti-B  antibodies  of  less  than  1 : 50 
in  saline  system  or  less  than  1 :20  in  “immune” 
system.  About  20%  of  random  O bloods  qualify. 

In  the  blood  processed  by  Huggins  Cytoglomera- 
tor,  both  types  of  antibodies  have  a titer  1 :4  or  less. 

A scientific-technical  part  of  blood  banking  is 
unquestionably  a part  of  medicine.  In  the  area  of 
blood  procurement,  however,  the  physician  meets 
his  greatest  challenge  by  facing  and  working  with 
civic  groups  and  he  must  exercise  his  leadership 
and  responsibility. 

Active  Blood  Bank  Committees  are  necessary  at 
the  hospital  and  medical  society  level,  and  a Blood 
Bank  Council  involving  knowledgeable  physicians 
and  responsible  community  leaders  is  appropriate 
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at  the  community  level. 

Joseph  Hansagi,  m.d..  Pathologist, 
Director  of  Laboratories,  KCMH 

COMMITTEE  ON  MEDICAL  ASPECTS 
OF  SPORTS 

The  Committee  on  the  Medical  Aspects  of  Sports 
of  the  Rhode  Island  Medical  Society  has  agreed  to 
co-sponsor  another  two-day  meeting  on  the  Medical 
Aspect  of  Sports  with  the  University  of  Rhode 
Island  on  August  19  and  20  at  the  University  of 
Rhode  Island. 

Plans  are  already  under  way  in  lining  up  the 
speakers  for  the  program.  Every  attempt  will  be 
made  to  obtain  the  services  of  America’s  leading 
figures  in  the  world  of  sports  medicine. 

A.  A.  Savastano,  Chairman 

COMMITTEE  ON  MENTAL  HEALTH 

On  November  5 to  7.  1964  the  American  Medical 
Association  held  its  Second  National  Congress  on 
Mental  Health.  Its  aim  was  to  find  means  by  which 
non-psychiatric  physicians  could  be  mobilized  to 
assume  the  leadership  so  sorely  needed  in  commu- 
nity health  planning.  The  general  feeling  of  the 
Congress,  which  was  made  up  of  many  non-psychi- 
atric physicians  as  well  as  psychiatrists,  was  that 
the  general  medical  profession  has  a great  stake  in 
this  area  of  health,  and  also  a great  opportunitv  to 
assume  an  important  role  in  the  overall  planning  to 
improve  the  care  of  the  mentally  ill. 

It  was  generally  agreed  that  this  must  be  done  at 
the  community  level  and  that  the  leadership  must 
come  from  the  local  or  county  medical  societies. 
The  Committee  on  Mental  Health  respectfully  re- 
quests that  the  delegates  to  this  Society  endorse 
these  principles  and  inform  its  member  societies 
that  it  will  aid  in  implementing  programs  that 
improve  the  care  of  the  mentally  ill  wherever 
possible.  This  Committee  wishes  to  call  attention 
to  the  excellent  work  of  Drs.  Peirce  and  Farley, 
who  in  their  respective  communities  have  mobilized 
public  and  private  help  in  establishing  community 
mental  health  centers. 

Members  of  this  Committee  are  now  working 
with  the  Governor’s  Council  on  Mental  Health,  the 
Legislative  Committee  Studying  Drugs  and  Nar- 
cotics, and  the  Committee  studying  revision  of  the 
Criminal  Code.  The  findings  of  these  Commissions 
will  be  submitted  for  your  consideration  as  soon  as 
the  work  is  completed. 

Respectfully  submitted, 

David  J.  Fish,  m.d.,  Chairman 

PUBLICATIONS  COMMITTEE 

The  Publications  Committee  has  made  every 
effort  possible  during  the  past  year  to  attract  adver- 
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NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


_ As  a doctor,  you  are  invited  to  take  advantage  of  a 
Csts/ln  ■ professional  discount  on  the  Sealy  Posturepedic. 

■ We  believe  your  personal  use  will  convince  you 

■ of  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets.  To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 


Retail  Professional 

Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 

Dr - 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 

Sealy  Posturepedic  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


(ft  ho 
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Mr.  T. 
Santa  Mon 


A.  H.  \ 
ica,  Calif.  / 


□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 

indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.)  Residence 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


Zone 


State 


City 

SEALY  MATTRESS  CO.,  OAKVILLE,  CONN. 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat.  Off. 
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IDIOPATHIC  JAUNDICE  OF  PREGNANCY 

concluded  from  page  194 

26Dubin,  I.  N. : Chronic  Idiopathic  Jaundice.  A Review  of 
Fifty  Cases.  Am.  J.  Med.  24:268,  1958 
27Dubin,  I.  X.,  and  Johnson,  F.  B. : Chronic  Idiopathic 
Jaundice  With  Unidentified  Pigment  in  Liver  Cells.  A 
Xevv  Clinicopathological  Entity  With  a Report  of  12 
Cases.  Medicine  33  : 1 55,  1954 

179  Elmwood  Avenue 
Providence,  R.I.  02907 

MALIGNANT  HYPERTENSION 

concluded  from  page  198 
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2Goldblatt,  H. : The  Production  of  the  Malignant  Phase  of 
Hypertension.  I.  Experimental  Med.  67  :809,  1938 
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Med.  255:251.  1956 


DERMAQUIZ 
(See  Page  182) 

Diagnosis:  Herpes  simplex  (cold  sore,  fever  blis- 
ters ) plus  dermatitis  medicamentosa. 


DARTING 


into  the  street,  the  young 
man  masterfully  subdued 
the  runaway  horse.  "Bully 
for  you!”  shouted  J.  P. 
Richly,  the  town  banker 
who  had  watched  the  brave 
deed  from  the  porch  of  his 
stately  home.  "Step  up  here, 
my  boy,  and  let  me  tell  you 
about  a highly-paid  position 
in  my  bank  that  needs  a lad 
of  your  pluck.  And  while 
we  talk,  we’ll  enjoy  a spar- 
kling glass  of  Warwick  Club 
Pale  Dry  Ginger  Ale,  avail- 
able in  the  full  32-ounce 
quart  bottle.  It  sings  in  the 
glass!  Here  . . 
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tisers  to  our  Journal.  In  spite  of  our  best  efforts  the 
volume  of  advertising  has  not  been  sufficient  to 
meet  the  overall  costs  of  publication,  and  again  we 
have  had  to  utilize  the  appropriation  from  the 
Society. 

However,  effective  January  1,  1965  our  Journal 
became  a member  of  the  newly  reorganized  State 
Medical  Journal  Advertising  Bureau  which  has 
sales  representatives  in  New  York.  Chicago  and 
San  Francisco.  As  a result  of  our  joining  with  the 
other  state  journals  we  are  hopeful  that  our  volume 
of  advertising  will  increase  substantially  in  1965 
and  that  a year  hence  we  will  be  able  to  report  that 
the  Journal  is  self-supporting. 

The  Committee  has  met  with  the  editorial  board 
regularly  during  the  year  and  it  has  worked  towards 
improvements  in  the  publication.  Several  new  fea- 
tures will  be  introduced  in  the  coming  months  that 
we  hope  will  make  for  added  reader  interest.  The 
editorial  staff  is  to  be  congratulated  for  its  service 
to  the  Society  in  producing  such  an  excellent  maga- 
zine each  month. 

One  of  our  aims  is  to  publish  as  many  worthwhile 
papers  by  Rhode  Island  physicians  as  possible. 
Members  are  urged  to  submit  original  articles,  case 
reports,  or  other  data  of  general  interest  to  the 
membership. 

Alex  M.  Burgess,  Sr.,  m.d.,  Chairman 
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Distress  for  Allergic  Patients 


Silver  Maple 

(Acer  saccharinum) 


Kapseals® 


Benadryl 

(diphenhydramine  hydrochloride) 


PARKE-DAVIS 


To  Combat  Symptoms  of  Tree-Pollen  Allergy 


This  time-tested  agent  provides  two  actions  that  effectively 
combat  symptoms  of  seasonal  allergy:  Antihistaminic  — 
relieves  sneezing,  nasal  congestion,  itching,  and  lacrima- 
tion.  Antispasmodic— relieves  bronchial  and  gastrointes- 
tinal spasm.  Precautions:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage 
in  other  activities  requiring  keen  response  while  using  this 
product.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with 
BENADRYL,  should  be  prescribed  with  caution  because 
of  possible  additive  effect.  Diphenhydramine  has  an 


atropine-like  action  which  should  be  considered  when 
prescribing  BENADRYL. Side  Effects:  Side  reactions, com- 
monly associated  with  antihistaminic  therapy  and  gener- 
ally mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions  are  drowsi- 
ness, dizziness,  dryness  of  the  mouth,  nausea,  and  nervous- 
ness. BENADRYL  is  available  in  several  forms  including 
Kapseals  containing  50  mg. 

The  pink  capsule  with  the 
white  band  is  a trademark  of 


PARKE-DAVIS 


Parke,  Davis  Ik  Company,  mu  papkp  davis  t company  on-a 


IN  THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 


AND  THREATENED 


AND  HABITUAL  ABORTION 


in  vivo  measurement 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscle 


utrexiri 


H.  W.&D.  BRAND  OF  LUTUTRIN 

3000  UNIT  TABLETS 

The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor"  for  Lutrexin  (Lututrin). 

Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity — 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

']g^>  BALTIMORE,  MARYLAND  21201 
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PSI* 

it’s  soon 
to  become  a 
reality  in 
Rhode  Island 


j 


The  Professional  Services  Index  (PSI)  method  of  establishing  Physicians 
Service  payments  to  physicians  will  go  into  effect  July  1,  1965. 


Of  course,  there  will  be  many  things  you  and  your  medical  assistant  will 
want  to  know  about  PSI  and  its  effect  on  your  office  routine.  Physicians 
Service  is  now  working  on  a complete  PSI  information  program,  which  will 
include: 


• A new  manual  describing  the  PSI  concept  and  giving 
a complete  listing  of  the  new  fee  schedule.  This  will 
be  distributed  as  soon  as  possible  before  July  first. 

• Seminars  for  physicians  and  for  medical  assistants. 

Dates,  times  and  locations  will  be  announced. 

The  Physicians  Service  Professional  Relations  Department  will  be  at  your 
service,  too,  to  answer  any  questions  and  provide  any  assistance  you  might 
require.  Please  don't  hesitate  to  call! 


PHYSICIANS  SE II VICE 

31  Canal  Street,  Providence,  R.  I.  02901  • TEmple  1-7300 
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THE  POWER 
OF  NEGATIVE 
THINKING 


No  doubt  you  have  attached  diagnostic  importance  to  negative  findings  for 
years.  When  you  apply  your  stethoscope,  all  is  usually  normal.  When  you  test 
for  reflexes  you  generally  find  them  normal,  too.  In  your  routine  urine  checks 
with  dip-and-read  HEMA-COMBISTIX  Reagent  Strips,  you  generally  discover 
that  urinary  blood,  protein,  and  glucose  are  absent,  and  pH  normal. 

But  when  you  discover  an  abnormal  finding  you  may,  within  60  sec- 
onds, have  detected  pathology  well  in  advance  of  the  appearance  of 
related  symptoms.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  «..<4  ames 
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ANNUAL  DINNER  and  GOLF  TOURNAMENT 
PROVIDENCE  MEDICAL  ASSOCIATION 
WEDNESDAY  . . . JUNE  30 
At  the  Metacomet  Golf  Club,  East  Providence 

SAVE  THE  DATE  ...  Details  Later 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’bLo 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown*  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miitown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown* 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


i Wallace  Laboratories  / Cranbury,  N.J. 


CM-45J4 
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When  you  put  patients  on“speciarfat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
inpolyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert's 
Corn  Oil  Margarine. 

Andoncethey’vetried  it, they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert's  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fattyacid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 


and 


Robaxiri-750 

/ .1  I I — 7 I — \ (CAPSULE-SHAPED  TABLETS) 

(methocarbamol  750  mg.) 


brand  of 

Methocarbamol 

750  mg. 

in  each  tablet 
federal  law  prohibjtJ 


It  has  been  noted  that  low-back  disorders  fre- 
quently . . are  caused  by  truly  mechanical  condi- 
tions which  yield  to  conservative  treatment.”1  Basic 
to  this  conservative  treatment  are  bed  rest,  a board  for 
the  bed,  and  applied  heat.  In  addition,  a good  muscle 
relaxant  is  often  helpful,  as  “. . .muscle  relaxants  are 
useful  in  chronic  as  well  as  acute  low  backaches.”4 

Robaxin  (methocarbamol)  has  relieved  spasm  and 
pain  in  cases  where  the  patient  “had  not  responded  to 
conservative  measures  prior  to  drug  therapy.”6  A 100- 
patient  study  showed  that  Robaxin  provided  greater 
relief  of  muscle  spasm  for  a longer  period  of  time 
without  adverse  reactions  “than  any  other  commonly 
used  relaxants ”6 

A well-tolerated7  skeletal  muscle  relaxant  with 
“specificity  of  action,”7  methocarbamol  leaves  normal 
muscle  tone  unaffected.  Moreover,  there  is  little  like- 
lihood of  sedation7— a considerable  advantage  for  the 
patient  who  must  remain  active  and  alert  on  his  job. 

Significantly,  clinicians  advise  using  a muscle  re- 
laxant “early  and  in  adequate  dosage.”8  In  this 
regard,  Robaxin  (methocarbamol)  — particularly  in 
the  750  mg.  dosage  (2  tabs,  q.i.d.)  — offers  optimal 
therapeutic  benefits  without  a significantly  increased 
incidence  of  side  effects.  And  just  as  it  works  well  as 
part  of  the  basic  regimen  for  low-back  pain,  so  also 


does  Robaxin  (methocarbamol)  often  provide 
muscle  relaxation  in  such  conditions  as  mus- 
culoskeletal injury,  chronic  neurological  disorders, 
and  orthopedic  situations. 

BRIEF  SUMMARY— Robaxin  (methocarbamol) 
Tablets:  Contraindicated  in  hypersensitive  patients. 
Side  effects  (light-headedness,  dizziness,  drowsiness, 
nausea)  may  occur  rarely,  but  usually  disappear  on 
reduced  dosage.  Hypersensitivity  reactions  develop 
infrequently. 

ALSO  AVAILABLE:  Robaxin®  Tablets  (methocar- 
bamol, 500  mg.)  Robaxin  Injectable  (methocarbamol, 
1 Gm./lO  cc.) 

Robaxisal®  (methocarbamol  with  aspirin)  and 
Robaxisal-PH  Tablets  (methocarbamol  with 
Phenaphen®). 

REFERENCES:  1.  Soto-Hall,  R.:  Med.  Sci.  11,: 23,  1963. 
2.  McCarrol,  H.R.:  Paper  read  at  the  Annual  Meeting  of  the 
American  Medical  Association,  Atlantic  City,  June  16-20,  1963. 
See  Medical  News:  J.A.M.A.  185: 39  (July  13),  1963.  3.  Gordon, 
E.J.:  Med.  World  News  5:54,  1964.  4.  Cozen,  L.:  GP  26: 82, 
1962.  5.  Larson,  C.B.:  Postgrad.  Med.  25:142,  1959.  6.  Forsyth, 
H.F.:  J.A.M.A.  157:163,  1958.  7.  Weiss,  M.,  and  Weiss,  S.:  J. 
Amer.  Osteopath.  Ass.  62: 142,  1962.  8.  Rowe,  M.L.:  J.  Occup. 
Med.  2:219,  1960. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA  23220 
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Qflemanial  Sanitarium 

Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


“BUT 

MAESTRO 


all  those  people  out  there! 
I’m  scared!”  The  young 
soprano,  waiting  for  the 
curtain  to  rise  on  her 
New  York  dehut,  trembled. 
"Now,  now,  my  dear,” 
soothed  the  great  impre- 
sario, "never  mind  all  those 
people.  I shall  be  in  the  back 
row.  Just  walk  out  there 
and  sing  to  me!  Keep  cool!  ” 
Ah,  she  thought,  that  was  it! 
Cool  — like  Warwick  Club 
Pale  Dry  Ginger  Ale,  avail- 
able in  the  full  32-ounce 
quart  bottle!  It  sings  in  the 
glass  . . . 


Psychiatric  Branch 

Tt  has  been  my  practice  to  jot  down  the  “gems 
of  wisdom"  spoken  by  patients  during  the  course 
of  an  interview,  giving  credit  to  the  origination  of 
such  expressions.  To  be  sure,  some  are  quite  humor- 
ous. others  garbled  speech  and  Freudian  slips,  and 
still  others  an  attempt  to  impress  the  doctor.  Then 
too.  there  are  those  words  and  phrases  which  have 
poignant  meaning  and  add  spice  to  the  doctor's 
busy  day. 

The  initial  interview  may  produce  some  inter- 
esting statements : such  as  that  of  a recent  bride. 
“Xow  we  are  having  our  indifferences."  and  another 
who  said.  “If  my  husband  would  fertilize  me  as 
much  as  he  does  the  lawn.  I’d  be  o.k.” 

An  elderly  lady  said  she  was  troubled  with 
"emotional  upsetness  and  chronical  asthma."  One 
lady  told  me.  in  all  seriousness,  that  the  doctor  told 
her  to  put  “some  tincture  of  mirth  on  her  lips.” 
Such  symptoms  as  "he  has  a guitar”  (goiter). 
“I  have  a congenial  hernia,”  "she  has  anxiety  cir- 
rhosis." or  “an  incarnate  hemorrhoid”  are  but  a 
few  samples  of  symptoms  not  mentioned  in  medical 
textbooks. 

A nervous  patient  came  out  with  this  unusual 
symptom.  "Doctor,  I’m  an  anxotic  patient.”  and  a 
paranoid  patient  complained  that  she  had  a“kevhole 
ear."  An  elderly  patient  complained  that  she  had 
"so  much  unslept  sleep  in  her  head”  it  caused  her 
nervousness.  The  obese  patient  stated,  quite  frankly 
and  without  any  sign  of  humor,  that  “My  feet  are 
giving  me  away.”  and  another  said.  "I’m  hiding 
in  fat.” 

Sometimes  it  is  interesting  to  note  what  the 
patient  will  have  to  say  about  another  member  of 
the  family  or  the  spouse.  A recently  pregnant  wife 
made  the  following  remark  about  her  ardent  hus- 
band. "I'm  going  to  castorize  him.”  A middle-aged 
wife  complained.  "I've  been  a toy  wife  all  my 
married  life.”  A good  laugh  came  when  a French 
Canadian  man  said,  with  all  his  love  and  affection. 
“My  wife,  she  has  the  most  beautiful  set  of  buses." 

A rather  vivacious  woman  said  this  about  her 
husband,  and  with  considerable  feeling,  “My  hus- 
band is  one  of  those  kind  who  is  dead  but  who 
doesn’t  stiffen  up.” 

A nice  elderly  lady  told  me,  apologetically  and 
with  all  seriousness  and  pathos,  after  our  initial 
interview,  "Doctor.  I'm  on  old  age  resistance." 

A gentleman  whose  worst  complaint  about  his 
wife  was,  “She  has  a lot  of  nice  faults;”  a service- 
man who  complained  that  he  had  a "service  dis- 
connected disability,”  and  then  there  was  a male 
alcoholic  who  asked.  "Are  you  giving  me  an  attri- 
bute (Antabuse)  each  day.'” 

Alcoholics  have  made  some  interesting  observa- 
tions that  I’ve  felt  were  really  worthwhile.  One 

continued  on  page  236 
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One  antibiotic  superior  to 
Tetracycline 
Chloramphenicol 
Streptomycin 
Kanamycin 
Polymyxin  B 
Penicillin  G 

against  Proteus  mirabilis  and  E.coli 


Proteus  mirabilis  is  not  only  the 
most  common  cause  of  Proteus 
infections  of  the  urinary  tract, 
but  such  infections  are  often 
resistant  to  other  antibiotics.1"4 
According  to  Anderson  et  al .,5 
“When  assessed  in  terms  of  serum 
levels  attainable  with  usual  dosage 
regimens,  ampicillin  was  the  most  effec- 
tive drug  tested  against  E.  coli  and  P.  mira- 
bilis.” These  authors  found  Klcbsiella-Aero- 
bacter  and  Pseudoynonas  organisms  relatively 
insusceptible  to  ampicillin.  With  its  broad- 
spectrum  coverage  of  many  gram-positive  and 
gram-negative  bacteria,  absence  of  toxicity, 
and  slow  emergence  of  resistant  strains, 
PENBRITIN  (ampicillin)  is  a most  beneficial 
and  safe  drug  in  treating  urinary  tract  infec- 
tions— killing  the  pathogens,  not  just  suppress- 
ing them. 


Dosage:  Adults  — 500  mg.  every  six  hours 
(higher  doses  may  be  required  for  severe  in- 
fections). Children— (under  13  years,  whose 
weight  will  not  result  in  a dosage  higher  than 
that  recommended  for  adults)  100  mg. /Kg./ 
day  in  divided  doses  every  six  or  eight  hours 


for  moderately  severe  infections;  200  mg./ 
Kg. /day  in  divided  doses  every  six  hours  for 
severe  infections. 

Contraindications:  (1)  Hypersensitivity  to 

penicillin.  (2)  Infections  by  penicillinase- 
producing  staphylococci  and  other  penicillinase- 
producing  organisms.  Aerobacter  aerogenes, 
Pseudomonas  pyocyanea,  and  Proteus  mor- 
ganii  are  resistant  to  PENBRITIN  (ampicillin). 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting,  have  occasion- 
ally appeared. 

Precautions : As  with  other  antibiotics,  pre- 
cautions should  be  taken  against  gastrointesti- 
nal superinfection.  To  date,  safety  for  use  in 
pregnancy  has  not  been  established. 

Supplied:  No.  606—  Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References : 1.  Hanson,  R.  J.,  et  al.:  J.  Urol. 
7.9:1016  (July)  1958.  2.  Middletown,  J.  E.: 
Brit.  M.  J.  ti:497  (Aug.  31)  1957.  3.  Today’s 
Drugs,  Brit.  M.  J.  i :1475  (May  26)  1962.  4. 
Brumfitt,  W.,  et  al.:  Lancet  i:130  (Jan.  20) 
1962.  5.  Anderson,  K.  N.,  et  al.:  J.A.M.A. 
187: 87  (Feb.  22)  1964. 


Kills  bacteria— does  not  just  suppress  them 


PENBRITIN 


Brand  of  Ampicillin 


® 


AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 
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continued  from  page  234 

particularly  severe  alcoholic  who  had  lost  his  fam- 
ily. his  home,  his  job.  and  his  friends  said,  reflect- 
ingly.  “How  can  one  give  up  so  much  for  so  little?" 
Another  alcoholic,  attempting  to  maintain  his  sobri- 
ety, said  about  his  wife.  “She  damned  me  with 
faint  praise."  A recovering  alcoholic  who  hadn’t 
had  a drink  in.  he  couldn't  remember  how  long,  said 
about  his  marital  situation.  “We  haven't  even  had  a 
regular  quarrel  lately.” 

During  the  course  of  the  physical  examination, 
one  is  often  rewarded  by  listening  to  the  patient’s 
spontaneous  remarks,  such  as,  "Doctor,  how  are  mv 
reflections?"  (reflexes),  or.  “My  prospect  gland 
awakens  me  at  night.”  A nervous  young  lady  com- 
plained that  “I  have  a rash  on  my  face,  neck,  and 
where  the  sun  doesn't  show.” 

Explanations  for  one's  symptoms  can  really  bring 
a chuckle  and  make  a day’s  work  worthwhile. 
“Doctor,  my  stomach  gets  scared."  or.  “A  big  nerve 
in  my  head  moves,"  are  but  a few  such  remarks. 
Another  said.  “The  doctor  told  me  I had  atmos- 
pheric reflexes.”  One  particularly  nervous  woman 
said,  in  all  seriousness.  “It  was  worth  one  indiges- 
tion to  prove  to  them  that  food  would  upset  my 
stomach."  Another  complained  that  he  had  drunk 
some  lemon  juice  and  hot  water  and  “it  may  con- 
geal the  blood  in  my  brains.”  Lamented  an  elderly 
woman  during  an  examination,  “I'm  as  miserable 
as  purgatory.” 

Being  in  the  specialty  of  psychiatry  can  be 
rewarding,  especially  when  one  is  alert  to  the 
subtle  humor  noted  in  the  distressed  patients  who 
weave  some  really  homespun  philosophy  in  their 
unguarded  remarks. 

The  unwed  expectant  mother  said,  “Is  it  my 
fault,  doctor,  that  I'm  predicament  prone?” 

A neurotic  male  made  this  slip  of  the  tongue, 
“I  used  to  do  everything  with  a lust"  (zest).  One 
more  along  this  line,  “I  give  my  wife  plenty  of 
infection.” 

A young,  pretty  but  somewhat  careless  appearing 
lady,  who  was  having  problems  with  a successful 
husband,  said.  “He  expects  me  to  keep  my  home 
partyfied  all  the  time.” 

A lady  who  had  considerable  insight  about  her 
husband's  close  attachment  to  his  mother  com- 
plained. “The  Biblical  cord  hasn’t  been  cut  with  his 
mother.” 

An  admiring  patient  who  was  particularly  pleased 
with  her  own  progress  said  she  had  been  instructed 
to  ask  me  for  a prescription  for  “Millstones” 
(Miltown)  for  a nervous  friend. 

An  irate  relative  expressed  her  indignation  in  no 
uncertain  tones  when  she  accused  me  of  sending  her 
aunt  to  “the  State  Constitution”  (State  Hospital 
for  Mental  Diseases). 


Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

:5Swartz,  C.,  et  al.:  Circulation 
28:1042, 1963. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3515 
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In  terms  of  sodium  excretion,  2 tablets  of  Hygroto 
brand  of  chlorthalidone,  are  significantly  more 
potent  than  4 tablets  of  chlorothiazide,  and  also 
more  potent-though  not  significantly-than  4 
tablets  of  hydrochlorothiazide.  " Thus,  tablet  for 
tablet,  you  can  expect  more  from  Hygroton,  branc 
of  chlorthalidone.  Especially  since  it  acts  for  up 
to  72  hours.  You  can  prescribe  fewer  tablets  at 
wider  intervals  than  with  any  other  diuretic. 


roton 

of  chlorthalidone 
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Doctor ! 


Here's  A 
New  Car 
Leasing  Service 
With  Special 
Advantages 
for  Physicians  A 


Convenience  — Peace  of  Mind  — You 
will  always  have  a car  when  you  lease 
with  us.  We  will  loan  you  a new  car 
when  your  regular  leased  car  is  getting 
maintenance  or  repair  service.  And 
maintenance  is  provided  free  under 
your  lease.  That’s  not  all.  Your  new, 
1965  car  comes  complete  with  registra- 
tion. plates  and  insurance  ($100,000/ 
$300,000).  Your  only  expense  is  gas. 

Tax  Advantages  — completely  tax 
deductible  for  professional  use.  Other 
advantages  too.  Let  us  explain  details 
to  you  personally. 

Frees  Capital  Need  funds  for  equip- 
ment, new  office  space?  No  capital 
investment  needed  when  you  lease 
from  us.  Monthly  payments  are  low. 

Widest  Model  Selection  — Any  Buick, 
Cadillac,  Chevrolet,  Oldsmobile,  Pon- 
tiac, Any  Ford  or  Chrysler  product. 
Even  more  . . . you  can  select  any  other 
make  and  model  car.  Immediate  availa- 
bility. 

For  more  information  phone,  or  have  a 
representative  call  on  you.  Or,  visit  us 
yourself.  See  our  wide  selection  of  cars 
and  get  full  details  at  the  same  time. 

* Testimonials  from  doctors  already  leasing 
from  us  are  available  for  your  inspection. 


ELLIOTT 

ieaMi  CetA4,  //VC. 


635  Elmwood  Avenue,  Providence 
Phone:  467-6610 
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at  Merck  Sharp  & Dohme... 


precedes  development 


understanding... 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  mightcomeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems - 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

f$MERCK  SHARP& DOHME  Division  of  Merck  & Co.,  Inc  . Wes!  Point,  Pa. 

where  today's  theory  is  tomorrow’s  therapy 
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DERMAQUIZ 

Conducted  by  Francesco  Ronchese,  m.d. 


CASE  I.  Bilateral  irregularly  shaped  swelling,  firm, 
not  pitting  on  pressure,  a pigskin  appearance,  thick 
shinguard-like.  Patient  has  exophthalmos. 


Case  II.  Firm,  flat,  reddish  plaques  with  yellowish 
centers.  No  itching  or  discomfort. 

(See  Page  250  for  answers) 


NOTHING  SCIENTIFIC 

concluded  from  page  236 

I never  resent  this  opening  question  from  an 
apprehensive,  nervous,  and  somewhat  bewildered 
new  patient : “Are  you  a neurotic  doctor  ?” 


One  quip  that  amused  me  greatly  came  after  a 
rather  lengthy  discussion  with  detailed  cataloguing 
of  her  many  symptoms,  minutely  reciting  her  many 
real  but  distorted  and  greatly  expanded  list  of 
troubles:  “Doctor,  don’t  just  sit  there  — worry!” 


“ M A C ” 

john  r.  McDonald 

CRISS  CADILLAC  CO.,  INC. 

555  ELMWOOD  AVENUE 
PROVIDENCE,  R.  I. 

n<rr-  j HO  7-6600  Home 

entice  si  ] -9500  WI  1-0639 

“Available  To  Satisfy  Any  of  Your  Motoring  Needs” 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 
1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE  FUEL  OILS 


After  Surgery:  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B i (Thiamine Mononitra 

te)  10  mg. 

Vitamin  B?  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  86  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 

ficiencies.  Supplied  in  decorative  “re* 

minder”  jars  of  30  and  100;  bottles  of  500. 

)LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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"T 

INITIAL  LOMOTIL  LIQUID  DOSAGE* 

Age 

36m0  1/2  tsp.  t.i.d.  (3  mg.)  . - »>- 

642  mo Va  tsp.  qXd.  (4  mg.) 

i/2  tsp.  5 times  daily  (5  mg.)  4 

2 5yr 1 tsp.  t.i.d.  (6  mg.)  « • • 

5 g 1 tsp.  q.'.d-  (8  mg.)  * * • • 

8_12yr 1 tsp.  5 times  daily  (10  mg.)  * * * * * , . 

2 tsp.  5 times  daily  (20  mg.)^  n a#  ••  •• 

A u (0r  2 tablets  q.i.d.)  ee  s“  ““ 



LOMOTIL  tablets/liquid 

Each  tablet  and  each  5 cc.  of  liquid  contains:  2 5 mg 

diphenoxylate  hydrochloride  

(Warning:  May  be  habit  forming)  0.02S  mg. 

atropine  sulfate 

| Z S?  T-  exempt 

Cautions  and  Side  Effects  those  reported  are  gastrointestinal  irrita- 

1 Pr—  — :&-POPt.se— etaosase. 

Research  in  the  Service  of  Medicine 


The  RHODE  ISLAND  MEDICAL  JOURNAL 

VOL.  XLVIII  MAY,  1965  NO.  5 


COMPARISON  OF  SERUM  LIPIDS  IN  THE 
PREDICTION  OF  CORONARY  HEART  DISEASE* 

Framingham  Study  Indicates  that  Cholesterol  Level 
and  Blood  Pressure  Are  Major  Factors  in  Coronary  Heart  Disease; 
Effect  of  Obesity  and  Cigarette  Smoking  Also  Noted 

William  B.  Kannel,  m.d.;  Thomas  R.  Dawber,  m.d.; 

H.  Emerson  Thomas,  Jr.,  m.d.,  and  Patricia  M.  McNamara 


William  B.  Kannel,  M.D.,  Associate  Director,  Heart 
Disease  Epidemiology  Study,  Framingham,  Mass., 
Associate  in  Preventive  Medicine,  Harvard  Medical 
School,  and  Medical  Director  in  U.S.  Public  Health 
Service,  presented  paper  as  the  Annual  Kiven  Memorial 
Lecture,  at  The  Miriam  Hospital,  Providence,  R.I., 
December  14,  1964. 


Since  it  was  first  discovered  a century  ago  that 
cholesterol  was  the  major  constituent  of  the 
atheromatous  plaque,1  an  explosive  expansion  of 
research  concerned  with  lipid  metabolism  has  taken 
place  in  an  efifort  to  establish  the  precise  relation- 
ship between  serum  lipids  and  the  development  of 
coronary  heart  disease  (CHD).  As  a result,  a 
better  understanding  of  lipid  metabolism  has  been 
achieved.  Unfortunately,  another  less  desirable 
by-product  of  the  intense  activity  in  this  field  has 
been  the  appearance  of  many  apparently  conflicting 
reports  which  have  tended  to  create  confusion  re- 
garding the  role  of  lipids  in  general,  and  cholesterol 
in  particular  in  atherogenesis  and  development  of 
overt  coronary  heart  disease.  This  has  led  some  to 
express  considerable  doubt  as  to  whether  lipids 
play  any  primary  role  in  atheroma  formation. 

To  date,  virtually  every  lipid  which  has  been 
identified  in  the  blood  has  been  implicated  in  some 
way  in  the  pathogenesis  of  coronary  heart  disease 
and  atheroma  formation. 

As  a result  of  animal  experiments,  clinical 
observations,  laboratory  research,  and  epidemio- 
logical investigation,  a formidable  array  of  evidence 
has  accumulated  linking  lipids  to  the  atherosclerotic 
process  and  its  clinical  manifestations.  A remark- 
able similarity  between  the  kinds  and  relative 
amounts  of  lipids  in  the  blood  and  in  the  athero- 

*From  the  Heart  Disease  Epidemiology  Study,  Framing- 
ham, Massachusetts,  and  the  National  Heart  Institute, 
National  Institutes  of  Health,  Public  Health  Service, 
U.S.  Department  of  Health,  Education  and  Welfare, 
Washington,  D.  C. 


sclerotic  plaque  has  been  demonstrated.2  Indi- 
viduals with  certain  diseases  associated  with  lipid 
aberrations3  ° and  those  with  certain  inborn  errors 
of  lipid  metabolism6,7  have  been  demonstrated  to 
develop  premature,  accelerated,  and  profound 
atherosclerosis.  Experimentally,  atheromatous  le- 
sions have  been  produced  in  animals  by  inducing 
elevation  of  blood  lipids,  with  the  extent  and  sever- 
ity of  the  lesions  a function  of  the  duration  and 
magnitude  of  the  induced  alteration  in  lipid  con- 
centration.8 It  has  been  demonstrated  repeatedly 
that  serum  lipid  levels  in  human  victims  of  athero- 
sclerotic disease  (most  notably  coronary  heart 
disease  ) are.  on  the  average,  higher  than  in  suitable 
controls.9-11  International  epidemiologic  studies 
have  demonstrated  a close  relationship  between  the 
mean  level  of  lipid  in  a population  and  reported 
CHD  death  rates.12  Prospective  epidemiologic 
studies  of  a variety  of  population  samples  have 

continued  on  next  page 


Abbreviations 

S.D Standard  deviation 

Sf  Svedberg  flotation  units 

P-L  and  Phos.  Phospholipids 

Choi Cholesterol 

U.A Uric  Acid 

Obs Observed 

Exp.  Expected 

Sys.B.P.  Systolic  blood  pressure 

A. I.  Atherogenic  index 

LVH  Left  ventricular  hypertrophy 

IVB  Intraventricular  block 

NS  A Non-specific  abnormality 

AP  Angina  pectoris 

SBP  Systolic  blood  pressure 

FRW  Framingham  relative  weight 

MI  ...Myocardial  infarction 

Cl  Coronary  insufficiency 

SD  (Figure  16)  Sudden  death 
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without  exception  conclusively  demonstrated  that 
subsequent  rates  of  development  of  CHD  are 
closelv  tied  to  antecedent  blood  lipid  levels.1314  The 
only  lipid  thus  far  to  which  all  this  formidable  evi- 
dence applies  is  cholesterol,  the  first  of  the  lipids 
implicated  in  this  disease. 

Intense  investigation  of  the  details  of  the  rela- 
tionship between  atherosclerotic  disease  and  lipids 
(particularly  cholesterol)  has  been  undertaken  to 
determine  whether  the  association  is  causal  or  only 
an  indicator  of  some  other  more  basic  process. 
Basically,  all  scientific  investigation,  experimental 
or  otherwise,  deals  with  associations.  Whether  or 
not  two  phenomena  observed  to  occur  together  with 
uncommon  frequency  are  causally  related  is  often 
difficult  to  assess.  Associations  are  more  likely  to  be 
causal  if  they  are  strong,  temporally  related  in 
appropriate  chronological  sequence,  and  most 
important,  if  the  association  makes  sense  in  terms  of 
reasonable  hypothetical  pathogenetic  mechanisms. 
The  association  between  cholesterol  and  athero- 
sclerotic disease  meets  these  criteria. 

Since  the  clinical  and  pathological  findings  of 
CHD  involve  thrombus  formation  as  well  as  forma- 
tion of  the  atheromatous  plaque,  perhaps  a better 
term  for  the  basic  lesions  is  “thrombo-athero- 
sclerosis.”  The  close  association  of  these  two  compo- 
nents has  led  some  to  offer  the  hypothesis  that  the 
initiating  more  basic  process  is  actually  the  deposi- 
tion of  fibrin  with  lipid  accumulation  secondary  to 
it.15  Also,  lipids  have  been  shown  to  alter  the  clot- 
ting properties  of  blood. 16-18 

W hile  there  is  no  doubt  that  thrombus  formation 
plays  a cardinal  role  in  the  precipitation  of  the  clini- 
cally overt  evil  consequences  of  the  disease  process, 
as  regards  the  initiation  of  the  process,  there  is  not 
nearly  the  same  amount  of  persuasive  evidence  for 
it  as  for  the  lipid  hypothesis.  Thrombus  formation 
undoubtedly  plays  a significant  contributory  role, 
but  apparently  only  in  subjects  predisposed  by 
atherosclerotic  or  other  damage  to  the  intima. 

While  as  yet  no  single  essential  factor  respon- 
sible for  CHD  has  been  discerned  at  the  high  level 
of  lipids  observed  in  LT.  S.  populations,  lipids  more 
than  any  other  factor  remain  foremost  as  the  thread 
that  runs  through  the  web  of  “causative  factors” 
identified  as  contributing  to  development  of  CHD. 
They  appear  to  represent  the  least  common  denom- 
inator and  the  final  common  pathway  in  the  patho- 
genesis of  the  atheromatous  lesion. 

Many  questions  remain  to  be  answered  concern- 
ing the  regulation  of  lipids  in  the  blood,  the  biolog- 
ically normal  range  of  blood  lipids,  the  usual  cause 
of  elevated  lipid  levels,  and  the  details  of  the  patho- 
genesis of  atherosclerosis.  Conflicting  reports  con- 
cerning these  questions  have  tended  to  contaminate 
the  fact  of  the  firmly  established  association  between 
lipid  levels  and  the  rate  of  development  of  CHD. 
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Evidence  that  lipids  are  in  some  fundamental  wav 
related  to  development  of  atherosclerosis  and  coro- 
nary heart  disease  is  overwhelming  and  should  not 
be  ignored.  Reasonable  pathogenetic  mechanisms 
consistent  with  the  facts  have  been  hypothesized. 
Subjects  highly  susceptible  to  development  of  CHD 
can  be  readily  identified  by  taking  into  account, 
among  other  things,  their  serum  lipid  levels. 

An  epidemiologic  approach  to  the  investigation 
of  the  role  of  lipids  in  coronary  heart  disease,  by 
studying  the  circumstances  under  which  the  disease 
arises  and  flourishes,  provides  clues  to  pathogenesis. 
From  a study  of  the  antecedent  lipid  attributes  of 
subjects  who  subsequently  went  on  to  develop  the 
disease  in  comparison  to  those  who  have  remained 
free  of  it.  some  insight  into  the  relative  importance 
of  the  various  lipids  in  the  development  of  the 
disease  may  be  gleaned.  By  more  detailed  analysis 
of  the  independent  contribution  of  each  of  the 
lipids  in  relation  to  each  other  and  to  the  other 
major  interdependent  factors  shown  to  be  asso- 
ciated with  excess  development  of  CHD,  possible 
pathogenetic  mechanisms  may  be  discerned. 

Such  a study  has  been  carried  out  in  Framing- 
ham. Massachusetts,  where  5,127  men  and  women 
30-60  years  old  initially  free  of  CHD  have  been 
examined  biennially  for  the  development  of  CHD 
and  other  cardiovascular  disease  (Table  1 ).19 

Derivation  of  Framingham  Study  Group 


Total 

Men 

Women 

Random  sample 
Respondents 

6507 

4469 

3074 

2024 

3433 

2445 

Volunteers 

740 

312 

428 

Respondents  free  of  CHD 
Volunteers  free  of  CHD 

4393 

734 

1975 

307 

2418 

427 

Total  free  of  CHD: 
Framingham  Study  Group 

5127 

2282 

2845 

Table  1. 


The  possible  existence  of  a relationship  between 
the  various  lipids  and  coronary  heart  disease  can  be 
tested  by  comparing  their  distribution  in  cases  of 
CHD  with  that  in  controls.  Such  a comparison, 
however,  does  not  provide  a clear  assessment  of 
the  relative  potency  of  each  lipid  as  a predictor  of 
CHD.  While  the  means  of  the  distributions  of  each 
of  these  lipids  in  the  cases  were  distinctly  different 
from  those  of  the  controls  in  a statistical  sense,  the 
marked  overlap  of  the  distributions  prevents  a clear 
evaluation  of  the  potency  of  these  lipids  in  relation 
to  the  attendant  rate  of  development  of  coronary 
disease  ( Figs.  1 , 2,  3,  4) . The  degree  of  overlapping 
of  the  distribution  is  so  extensive  that  no  lipid  value 
has  been  noted  which  is  clearly  within  the  distribu- 
tion of  one  group  and  not  the  other.  Consequently 
no  level  of  any  lipid  will  clearly  discriminate  be- 
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tween  the  case  and  the  control.  This  is  not  surpris- 
ing when  cognizance  is  taken  of  the  fact  that  both 
groups  contain  subjects  who  are  atherosclerotic 
and  most  of  those  free  of  the  atherosclerotic  diseases 
are  destined  to  develop  it.  In  short,  it  has  not  been 
possible  to  establish  diagnostic  levels  of  lipids  in 
atherosclerosis  in  general,  and  in  coronary  heart 
disease  in  particular. 

Examination  of  the  incidence  of  disease  develop- 
ing in  the  population  classified  according  to  the 
antecedent  level  of  lipid  observed  in  the  blood,  gives 
a more  satisfactory  appraisal  of  the  potency  of  the 
various  lipids.  Prospective  study,  by  estimating  the 
risk  associated  with  a particular  lipid  level,  pro- 
vides a more  sensitive  evaluation  of  the  relative 
potency  of  the  various  lipids  in  relation  to  develop- 
ment of  coronary  heart  disease.  At  the  present  time 
only  a limited  number  of  the  various  lipids  have 
been  evaluated  prospectively.  The  risk  of  develop- 
ing disease  has  been  determined  in  subjects  classified 
according  to  the  non-fasting  levels  of  their  serum 
cholesterol,  the  various  beta  lipoprotein  fractions, 
and  phospholipids.  No  prospective  data  are  thus 
far  available  for  evaluating  the  relative  potency  of 
serum  triglycerides  and  fatty  acids  as  predictors  of 
coronary  heart  disease. 

When  the  incidence  rates  of  coronary  heart 
disease  subsequently  developing  among  subjects 
classified  according  to  their  antecedent  lipid  levels 
were  examined,  a striking  and  clear-cut  relation- 
ship of  lipid  level  to  the  rate  of  development  of 
disease  could  he  discerned.  The  rate  of  development 
of  disease  was  very  definitely  related  to  the  concen- 
tration of  each  of  the  lipids  determined  in  these 
subjects  on  the  initial  examination.  It  is  quite  clear 
that  each  of  these  lipids  could  be  used  as  predictors 
of  coronary  heart  disease  (Fig.  5).  Furthermore, 
it  is  of  interest  that  no  “safe”  or  “abnormal”  levels 
could  be  identified.  At  the  levels  of  lipid  noted 
in  this  population,  a gradient  of  risk  could  be 
demonstrated  from  the  lowest  to  the  highest  levels 
observed. 


The  various  fats  in  the  blood  are  carried  about  in 
this  aqueous  solution  in  conjunction  with  various 
protein  substances.20  The  non-esterified  fatty  acids 
are  carried  largely  in  conjunction  with  albumin; 
cholesterol,  phospholipids,  and  triglycerides  are 
carried  predominantly  in  conjunction  with  various 

continued  on  next  page 
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PHOSPHOLIPID  LEVEL 

Figure  2. 


DISTRIBUTION  OF  Sf0-l2  p- LIPOPROTEIN  IN  SUBJECTS  FREE  OF  CHD 
VERSUS  THOSE  DEVELOPING  CHD  IN  12  YEARS 


DISTRIBUTION  OF  TRIGLYCERIDES  IN  SUBJECTS  FREE  OF  CHD 
VERSUS  THOSE  DEVELOPING  CHD  IN  12  YEARS 
MEN  30*59  AT  ENTRY'.  FRAMINGHAM  HEART  STUDY 


FASTING  TRIGLYCERIDES 

Figure  4. 


SERUM  CHOLESTEROL  LEVEL 

Figure  1. 
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RISK  OF  DEVELOPING  CHD  IN  12  YEARS  ACCORDING  TO 
CHOLESTEROL.  PHOSPHOLIPID  AND  Sf  0-  12  ^-LIPOPROTEIN  LEVELS 
MEN  30  - 59  AT  ENTRY  FRAMINGHAM  HEART  STUDY 

CHOLESTEROL 

_ PHOSPHOLIPID 
Sf  O-  12.  p- LIPOPROTEIN 


<3 

K 
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QUARTILES 

Figure  5. 

RISK  OF  DEVELOPING  CHD  IN  12  YEARS 
ACCORDING  TO  VARIOUS  0-  LIPOPROTEIN  FRACTIONS 
MEN  30- 59  AT  ENTRY  FRAMINGHAM  HEART  STUDY 
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— Sf  12-20 
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Figure  6. 
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which  is  most  highly  correlated  with  the  cholesterol 
level  (Sf0-20 ) turned  out  to  be  the  best  lipoprotein 
predictor  of  coronary  heart  disease.  In  general,  in 
the  usual  coronarv-prone  individual  as  cholesterol 
goes,  so  go  the  other  lipids.  This  applies  to  triglvc- 
eride  as  well  as  the  other  lipids. 

Some  assessment  of  the  independent  effect  of 
each  lipid  in  the  presence  of  the  others  can  be 
obtained  using  a statistical  approach  called  “dis- 
criminant function  analysis.”  Using  this  technique 
cholesterol  was  found  to  rank  first  as  a discrimina- 
tor of  those  remaining  free  of  the  disease  from  those 
developing  it  during  the  period  of  observation 
(Table  3). 

It  is  therefore  not  surprising  that  as  predictors  of 
coronary  heart  disease  various  indices  derived  from 
lipids  are  not  better  than  the  individual  lipids  from 
which  they  are  derived  (Fig.  7).  In  the  usual  candi- 
date for  CHD.  indices  derived  from  the  various 
lipids  appear  to  offer  no  special  advantage  in  pre- 
dicting the  disease  over  the  use  of  the  serum  choles- 
terol level  alone.  One  lipid  index  widely  accepted  as 
a good  indicator  of  atherosclerosis  proved  to  be 
almost  worthless  in  estimating  propensity  to  devel- 
opment of  CHD.  The  cholesterol : phospholipid 
ratio  made  up  of  two  highly  correlated  lipids  both 
of  which  are  associated  with  the  development  of 
CHD  becomes  almost  useless  when  expressed  as  a 

CORRELATION  3ETWEEN  SERUM 
CHOLESTEROL  LEVELS  AND  OTHER  LIPIDS 
MEN  AND  WOMEN  30-59  AT  ENTRY 


beta  lipoprotein  fractions.  Some  lipid  is  also  carried 
in  the  alpha  lipoprotein  fractions.  When  the  risk  of 
development  of  CHD  is  examined  according  to  the 
concentration  of  the  various  beta  lipoprotein  frac- 
tions measured  in  these  subjects,  it  is  of  interest 
that  those  fractions  which  carry  the  most  cholesterol 
(Sf0-20)  showed  the  steepest  gradients  of  risk 
when  compared  with  those  fractions  carrying  the 
least  (Sf 100-400  ) (Fig.  6).  This  is  consistent  with 
the  hypothesis  that  the  beta  lipoproteins  are  asso- 
ciated with  the  development  of  coronary  heart 
disease  only  to  the  extent  to  which  they  carry  cho- 
lesterol. Subjects  with  high  total  serum  cholesterol 
levels  almost  invariably  had  high  beta  lipoprotein 
levels,  and  in  particular  high  Sf0-20  beta  lipoprotein 
levels.  Since  the  levels  of  the  “passengers”  and 
“vehicles”  were  highly  correlated  it  is  difficult  to 
determine  whether  it  is  the  concentration  of  the 
lipid  (passenger)  or  how  it  is  carried  about 
(vehicle)  which  is  primarily  at  fault. 

Because  the  various  lipids  are  all  highly 
correlated  (Table  2)  it  is  difficult  to  assess  their 
independent  contribution  to  the  development  of 
coronary  heart  disease.  It  is  of  interest  that  among 
the  various  beta  lipoprotein  fractions,  the  fraction 


Simple  Correlation  Coefficients 


Variables 

Men 

Women 

30-29 

43-49 

50-59 

30-39 

40-49 

50-59 

Cholesterol  and 

Phospholipid 

0. 57 

0.  59 

0.58 

0.57 

0. 59 

0.57 

SjO-12 

0.  59 

0. 56 

0.61 

0.  72 

0.  69 

0.59 

Sfl2-20 

0.  €6 

0. 56 

0.62 

0.  64 

0.  66 

0. 59 

Sf 20-100 

0.  54 

0. 39 

0.42 

0.33 

0. 43 

0. 39 

Sfl00-400 

0.  49 

0. 35 

0.34 

0.26 

0.31 

0. 23 

Table  2. 


RELATIVE  STANDING  OF  IIEIDS  AS  FACTORS  OF  RISK  IN  CHD 
ACCORDING  TO  DISCRIMINANT  FUNCTION  WEIGHT 


8 YEAR  FOLLOW- 

UP:  MEN  30-59  AT 

ENTRY 

Lipid 

Relative  Discriminant  Function  Weights 

Age: 

30-39 

40-49 

50-59 

Cholesterol 

18* 

26* 

51* 

Sf  0-12  B-  Lipoproteins 

12 

-3 

7 

Phospholipids 

xi 

-13 

-13 

Sf  12-20  B- Lipoproteins 

-3 

15 

22 

Sf  20-100  B- Lipoproteins 

2 

-21 

10 

Sf  100-400  B- Lipoproteins 

-i 

9 

-6 

• Significantly  different  from  zero  at  ?=  . 05  leveL 

Table  3. 


COMPARISON  OF  SERUM  LIPIDS  IN  THE  PREDICTION  OF  CORONARY  HEART  DISEASE 


247 
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Figure  7. 
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ratio.  Dividing  one  by  the  other  tends  to  extinguish 
the  effect.  The  theory  that  an  elevated  cholesterol 

level  is  better  tolerated  the  higher  the  phospholipid 
level  is  evidently  not  borne  out.  Subjects  with  ele- 
vated cholesterol  levels  (or  low  cholesterol  levels) 
who  had  lower  phospholipid  levels  were  no  worse 
off  than  those  with  higher  levels  (Fig.  8).  If  any- 

thing, the  risk  was  noted  to  rise  with  the  phospho- 

lipid level  in  such  individuals.  The  hypothesis  that 

the  ratio  of  cholesterol  to  phospholipid  in  the  blood 

has  any  special  significance  over  the  levels  of  each 

of  the  lipids  themselves  has  never  been  supported 
by  convincing  evidence. 

Batteries  of  these  lipids  as  well  as  lipid  indices 

were  also  not  especially  informative  (Fig.  9).  The 

excess  risk  associated  with  an  elevated  cholesterol 

level  was  not  too  different  from  the  excess  risk 

noted  in  subjects  who  had  elevation  of  all  three  of 

the  lipids. 

While  unusual  lipid  patterns  have  been  observed 

to  occur  in  genetic  lipid  disorders,  thus  far  there  has 

been  no  convincing  evidence  that  the  usual  coronary 

heart  disease  victim  is  suffering  from  a forme-frust 

or  heterozygous  state  for  these  inborn  errors  of 

metabolism.  The  best  evidence  to  date  indicates  an 


overloading  of  an  essentially  normal  metabolic 
pathway  for  lipids  in  the  pathogenesis  of  CHD 
rather  than  a genetic  metabolic  defect.  Study  of  the 
inborn  errors  of  lipid  metabolism  are  important  and 
provide  insight  into  normal  lipid  metabolism,  de- 
tails of  atheroma  formation,  and  clues  to  effective 
methods  of  treatment  for  lipid-related  disorders. 
To  date,  such  lipid  studies  clearly  indicate  that 
subjects  with  lipid  metabolic  disorders  associated 
with  marked  elevation  of  serum  cholesterol  levels 
show  a marked  tendency  to  the  premature  and  pro- 
found development  of  atherosclerotic  lesions.  It  is 
of  interest,  however,  that  genetically  determined 
isolated  hyper-triglyceridemias  have  not  been 
show’ll  to  be  associated  with  an  unusual  propensity 
of  atheroma  formation.  Only  those  familial  hyper- 
triglyceridemias associated  with  marked  elevations 
of  cholesterol  level  have  been  demonstrated  to  be 
associated  with  premature  development  of  athero- 
sclerosis in  the  individual  and  his  family.2 * * * * * * * * * * * * * * * * * * 21  It 
appears  that  it  is  the  hypercholesterolemia  (with  or 
without  hypertriglyceridemia)  that  is  associated 
with  accelerated  atheroma  formation.  It  has  been 
claimed  that  the  triglyceride  level  is  an  important 
determinant  of  the  serum  cholesterol  level  and  also 
influences  its  partition  among  the  various  beta  lipo- 
protein vehicles.22  This  has  been  based  on  the  study 
of  a small  number  of  very  unusual  subjects  having- 
profound  lipid  disorders,  and  generalization  to  the 
ordinary  individual  in  the  population  is  somewhat 
hazardous.  A basic  question,  however,  requires 
clarification  of  w’hether  it  is  the  concentration  of 
lipid  or  how  it  is  carried  about  that  is  more  impor- 
tant in  atherogenesis.  Animals  carrying  the  bulk  of 
cholesterol  in  the  alpha  lipoprotein  fraction  have 
always  proved  to  be  quite  resistant  either  to  the 
inducement  of  atherosclerosis  or  to  its  natural 
occurrence.  Conversely,  those  carrying  the  bulk  of 
cholesterol  in  the  beta  lipoprotein  fraction  are 
readily  susceptible  to  the  inducement  of  and  are 
prone  to  the  spontaneous  development  of  athero- 
matous disease.23 

continued  on  next  page 
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Meanwhile,  cholesterol  still  appears  to  be  the 
best  predictor  of  CHD  of  established  value,  and 
must  at  present  be  considered  as  good  as  any  other 
lipid  determination  for  this  purpose.  The  signifi- 
cance of  any  given  serum  cholesterol  level,  however, 
depends  upon  a number  of  factors  in  addition  to  the 
absolute  level  of  the  lipid. 

The  age  and  sex  of  the  patient  proved  to  be  of 
major  importance  in  assessing  the  prognostic  sig- 
nificance of  any  particular  serum  cholesterol  level. 
The  gradient  of  risk  was  steeper  when  the  choles- 
terol level  was  determined  early  in  life.  A less 
impressive  gradient  was  noted  in  men  over  50, 
while  none  at  all  was  observed  in  women  over  50 
(Fig.  10). 
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oma  formation.  Also,  at  any  given  serum  cholesterol 
level  cigarette  smokers  ran  a higher  risk  of  “heart 
attacks”  than  nonsmokers  (Fig.  12).  The  serum 
cholesterol  level  becomes  progressively  more  omi- 
nous. the  more  “abnormalities’’  associated  with 
risk  that  are  present.  Cigarette  smoking  becomes  a 
particularly  pernicious  habit  if  the  individual  is  pre- 
disposed to  atherosclerosis  by  both  an  elevation  of 
the  blood  pressure  and  cholesterol  level  (Fig.  13). 
Such  individuals  ran  a striking  risk  of  fatal  heart 
attacks.  If  in  addition  to  an  elevated  cholesterol 
level,  an  abnormal  electrocardiogram  was  present, 
the  presence  of  an  elevated  cholesterol  level  was 
indeed  ominous  in  subjects  who  also  had  hyper- 
tension (Fig.  14).  Such  individuals  probably  were 
already  victims  of  occult  disease.  Subjects  predis- 
posed to  atherosclerosis  by  hypertension  and  ele- 
vated serum  cholesterol  levels  who  had  in  addition 
a low  vital  capacity  were  similarly  coronary  prone, 
exhibiting  a prominent  excess  risk  (Fig.  15). 

Overweight,  by  increasing  the  cardiac  work  load, 
predisposed  to  angina  pectoris  and  sudden  death 
independently  of  the  lipid  and  blood  pressure  level. 
But  those  predisposed  to  atherosclerosis  by  an 
elevated  blood  pressure  and  cholesterol  level  who 
were  overweight  ran  an  inordinately  high  risk  of 
developing  angina  pectoris  and  sudden  death 

(Fig.  16). 


SERUM  CHOLESTEROL  LEVEL 

Figure  10. 

The  blood  pressure  profoundly  influenced  the 
prognostic  significance  of  the  serum  cholesterol 
concentration.  Blood  pressure  and  lipid  levels 
appear  to  be  key  factors  in  estimating  risk  of  CHD. 
Hypertension  appears  to  accelerate  the  athero- 
sclerotic process.  At  any  serum  cholesterol  level 
the  risk  rose  precipitously  with  the  blood  pressure 
(Fig.  11).  This  confirms  the  experience  in  human 
subjects  and  in  animal  experiments,  and  is  quite 
consistent  with  the  perfusion  hypothesis  of  ather- 
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Figure  14. 
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Figure  15. 

Thus,  since  no  "safe  levels”  of  cholesterol  have 
been  identified  in  this  population,  and  a gradient  of 
risk  is  observed  from  the  lowest  to  the  highest 
levels,  judgment  as  to  when  to  become  concerned 
must  depend  very  much  on  the  presence  or  absence 
of  these  other  factors.  Using  ordinary  office  pro- 
cedure. the  physician  can  identify  coronary  prone 
individuals  and  estimate  the  magnitude  of  the  risk 
they  run.  This  can  he  done  many  years  before  the 
onset  of  overt  disease,  hopefullv  in  time  to  institute 
effective  preventive  measures. 

The  need  for  a preventive  approach  in  this 
disease  is  the  chief  lesson  learned  from  study  of  the 
natural  history  of  the  disease.  Prevention  and  not 
further  innovations  in  treatment  will  be  required  if 
a significant  reduction  in  the  morbidity  and  mortal- 
ity from  this  disease  is  to  he  achieved.  The  critical 
period  in  a heart  attack  appears  to  be  the  first  few 
minutes  (Fig.  17).  Approximately  55  per  cent  of 
all  the  deaths,  in  the  acute  phase  ( first  three  weeks) , 
occurred  in  these  first  few  minutes  after  the  onset 
of  the  attack.  In  about  65  per  cent  of  these  sudden 
deaths  there  was  no  overt  preceding  hint  of  impend- 
ing disaster.  The  over-all  case  fatality  rate  in  the 
acute  stage  in  subjects  having  a "heart  attack"  was 
an  appalling  35  percent.  In  spite  of  impressive  inno- 
vations in  diagnosis  and  treatment  over  the  past 
century,  the  case  fatality  rate  in  this  disease  has  not 
been  substantially  reduced  because  of  the  occur- 
rence of  sudden  unexpected  death  in  apparently 
well  individuals.  The  importance  of  coronarv  heart 
disease  as  a cause  of  death  and  disability  is  so  widely 
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recognized  that  it  hardly  needs  emphasis.  In 
Framingham,  where  5,127  men  and  women  aged 
30-60  years  have  been  followed  for  more  than 
twelve  years,  one  in  every  20  women,  and  one  in 
every  ten  men  have  developed  this  disease  in  the 
period  of  observation.  Even  though  the  incidence  in 
the  females  lags  10  years  behind  that  of  men 
(Fig.  18),  it  is  not  rare  even  in  the  female.  An 
attitude  towards  disease  similar  to  that  taken  by 
the  pediatrician  or  obstetrician,  in  which  preventive 
maintenance  is  given  top  priority,  will  he  required 
if  inroads  are  to  he  made  against  this  number  one 
killer  in  the  U.S.A.  In  the  development  of  a pre- 

continued  on  next  page 
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ventive  approach  to  this  disease,  the  serum  lipids 
will  play  a dominant  role  in  identifying  the  highly 
susceptible  individual  for  whom  an  effective  pro- 
gram of  prevention  is  imperative.  However,  in  this 
endeavor  it  is  important  that  a sense  of  perspective 
he  maintained.  If  one  accepted  everything  reported 
concerning  factors  of  risk  in  the  development  of 
coronary  heart  disease,  one  would  end  up  with 
Gordon  Myers’  sketch  of  the  least  likely  candidate. 

"Thumbnail  Sketch  Of  Man  Least  Likely 
To  Have  Coronary  Heart  Disease 

"An  effeminate  municipal  worker  or  embalmer, 
Completely  lacking  in  physical  and  mental  alert- 
ness and  without  drive,  ambition  or  competitive 
spirit,  who  has  never  attempted  to  meet  a dead- 
line of  any  kind. 

A man  with  poor  appetite,  subsisting  on  fruits 
and  vegetables  laced  with  corn  and  whale  oil. 
Detesting  tobacco. 

Spurning  ownership  of  radio,  TV,  or  motor  car, 

With  full  head  of  hair  and 

Scrawny  and  unathletic  in  appearance  ; 

Yet  constantly  straining  his  puny  muscles  by 
exercise. 

Low  in  income,  blood  pressure,  blood  sugar,  uric 
acid,  and  cholesterol, 

Who  has  been  taking  nicotinic  acid,  pyridoxine. 
and  long-term  anticoagulant  therapy  ever  since 
his  prophylactic  castration."24 

A reasonable  goal  in  the  prevention  of  the  nation’s 
leading  killer  lies  somewhere  between  the  extremes 
of  a composite  portrait  of  the  coronary  prone  indi- 
vidual and  that  of  the  least  likely  candidate  as  in 
this  sketch.  While  it  is  wise  to  teach  moderation  in 
all  things,  it  is  also  important  to  point  out  that  one 
cannot  for  reasons  of  practicality  avoid  many  of  the 
hazards  that  are  so  much  a part  of  modern  living ; 
nor  should  one  completely  abstain  from  those  things 
in  life  which  are  worthwhile. 

References 

1 Virchow,  R. : in  Cowdry,  E.  V.,  Editor  : Artheriosclero- 
sis : A Survey  of  the  Problem.  A Publication  of  the 
Tosiah  Macv,  Jr.  Foundation.  The  Macmillan  Company, 
New  York,' 1933 

2Weinhouse,  S.,  and  Hirsch,  E.  F. : Chemistry  of  Athero- 
sclerosis. Arch.  Path.  29:31,  1940 

3Stearns,  S. ; Schlesinger,  M.  J.,  and  Rudy,  A. : Inci- 
dence and  Clinical  Significance  of  Coronary  Artery 
Disease  in  Diabetes  Mellitus.  Arch.  Int.  Med.  80 :463, 
1947 

4Steiner,  A.,  and  Domanski,  B.:  Serum  Cholesterol  and 
Atherosclerosis  in  Chronic  Glomerulonephritis.  Am.  J.M. 
Sc.  204 :79,  1942 

■"'Bruger,  M.,  and  Rosenkrantz,  J.  A.:  Arteriosclerosis 
and  Hypothyroidism ; Observations  on  Their  Possible 
Interrelationship.  J.  Clin.  Endocrinol.  2:176,  1942 

•'Epstein,  F.  H. : Block,  W.  D. ; Hand,  E.  A.,  and  Francis, 
T.,  Jr. : Familial  Hypercholesterolemia.  Xanthomatosis 
and  Coronary  Heart  Disease.  Am.  J.  Med.  26:39,  1959 


RHODE  ISLAND  MEDICAL  JOURNAL 

'Brown,  D.  F. : IdiopathieoHyperlipemia  and  Ischemic 
Heart  Disease.  Ann.  Int.  MM.  54:646,  1961 
8Felch,  W.  C. : Dotti,  L.  B. ; Reisner,  D.  J.,  and  Keating, 
J.  H.:  The  Time  Factor  in  Atherosclerosis:  I.  Lab.  & 
Clin.  Med.  43:914,  1954 

°Lawry,  E.  Y. ; Mann,  G.  V. ; Peterson,  A. ; Wysocki, 

A.  P. : O’Connell.  R.,  and  Stare,  F.  J.:  Cholesterol  and 
Beta  Lipoproteins  in  the  Serums  of  Americans.  Am.  T. 
Med.  22  :605’,  1957 

D’Albrink,  M.  J.,  and  Man,  E.  B. : Serum  Triglycerides  in 
Coronary  Artery  Disease.  Arch.  Int.  Med.  103:4,  1959 
"Gofman,  J.  \V. ; Lindgren,  F. ; Elliott,  H.;  Mantz,  W. ; 
Hewitt,  J. ; Strisower,  B. : Herring,  V..  and  Lyon,  T.  P. : 
The  Role  of  Lipids  and  Lipoproteins  in  Atherosclerosis. 
Science  111  :166:  186,  Feb.  17,  1950 
12Keys,  A. ; Kimura,  N. ; Kusukawa,  A. ; Bronte-Stewart, 

B.  ; Larsen,  N.,  and  Keys,  M.  H. : Lesson  from  Serum 
Cholesterol  Studies  in  lapan,  Hawaii  and  Los  Angeles. 
Ann.  Int.  Med.  48:83,  1958 

13Doyle,  J.  T. ; Heslin,  A.  S. ; Hilleboe,  H.  E. ; Formel, 
P.  F.,  and  Korns.  R.  F. : A Prospective  Study  of  Degen- 
erative Cardiovascular  Disease  in  Albany : Report  of 
Three  Years  Experience — 1.  Ischemic  Heart  Disease. 
Am.  J.  Pub.  Health  47  (Supp.  April)  : 25,  1957 
14Dawber,  T.  R. ; Moore,  F.  E.,  and  Mann,  G.  Y. : Coro- 
nary Heart  Disease  in  the  Framingham  Study.  Am.  J. 
Pub.  Health  47  (Supp.  April)  : 4,  1957 
13Duguid,  J.  B. : Thrombosis  as  Factor  in  Pathogenesis  of 
Coronary  Atherosclerosis.  J.  Path.  & Bact.  58:207,  1946 
16Hashim,  S.  A.,  and  Clancy,  R.  E. : Dietary  Fats  and 
Blood  Coagulation.  New  England  J.  Med.  259  : 1 1 1 5.  Dec. 
4,  1958 

170'Brien,  J.  R. : Fat  Ingestion,  Blood  Coagulation  and 
Atherosclerosis.  Am.  J.  M.  Sc.  234  :373,  1957 
18Greig,  H.  B.  W. : Inhibition  of  Fibrinolysis  by  Alimen- 
tary Lipaemia.  Lancet  2:16,  July  7,  1956 
19Kannel,  W.  B. ; Dawber,  T.  R. ; Friedman,  G.  D. ; Glen- 
non,  W.  E.,  and  McNamara,  P.  M. : Risk  Factors  in 
Coronary  Heart  Disease.  An  Evaluation  of  Several 
Serum  Lipids  as  Predictors  of  Coronary  Heart  Disease — 
The  Framingham  Study.  Ann.  Int.  Med.  61  :888,  1964 
20Eder,  H.  A. : The  Lipoproteins  of  Human  Serum.  Am.  J. 
Med.  23  :269,  1957 

21Soffer,  A.,  and  Murray,  M. : Prolonged  Observations  of 
the  Cardiovascular  Status  in  Essential  Hyperlipemia. 
Circulation  10  :255,  1954 

22Albrink,  M.  J.:  Lipoprotein  Pattern  as  a Function  of 
Total  Triglyceride  Concentration  of  Serum.  J.  Clin. 
Invest.  40:536,  1961 

23Barr,  D.  P. : Some  Chemical  Factors  in  the  Pathogenesis 
of  Atherosclerosis.  The  George  E.  Brown  Memorial 
Lecture.  Circulation  8:641,  1953 
24Hurst,  J.  W.,  and  Schlant,  R.  C. : Coronary  Athero- 
sclerosis and  Its  Management.  DM  1960:1-47,  Jan. 


DERMAQUIZ 
( See  Page  240  ) 
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LEUKEMIA  AND  PREGNANCY 

Clinical  Course  of  Leukemia  Not  Affected  by  Pregnancy; 
Effects  on  Offspring  Not  Known 
Gerhard  Meier,  m.d.,  and  Ahmed  Mohiuddin,  m.d. 


The  Authors.  Gerhard  Meier,  M.D.,  of  Munich, 
Germany.  Member  of  Staff  of  the  Department  of 
Pathology,  Newport  Hospital,  Nezvport,  R.I.  Ahmed 
Mohiuddin, M.D., of  Hyderabad,!  ndia.  Intern, Newport 
Hospital,  Newport,  R.I. 


'T*  hat  the  concurrence  of  leukemia  and  preg- 
nancy  is  relatively  uncommon  is  evidenced  by 
the  fact  that  only  some  140  cases  are  reported  in  the 
literature.  Its  importance,  however,  is  increasing 
since  antileukemic  agents  are  now  available  and 
since  the  problem  of  transmission  of  diseases  from 
mother  to  fetus  in  general  is  under  more  intensive 
study. 

About  60  per  cent  of  the  reported  cases  had 
chronic  leukemia  and  about  40  per  cent  had  acute 
leukemia.  An  extensive  and  detailed  survey  is  that 
of  Ask-Upmark.1  In  approximately  two  thirds  of 
the  patients  with  chronic  leukemia,  onset  of  the 
disease  is  prior  to  pregnancy  and  in  one  third  during 
pregnancy.  In  a few  cases  several  pregnancies  are 
reported.  Acute  leukemia  usually  develops  during 
pregnancy. 

This  is  a report  of  a case  of  chronic  myelogenous 
leukemia  which  was  diagnosed  prior  to  pregnancy. 
It  is  hoped  that  a report  of  follow-up  studies  of  the 
offspring  will  he  possible.  Long  term  follow-up  and 
research  in  view  of  possible  transmission  is  sug- 
gested by  Ask-Upmark,1,2  Bierman,3  Cramblett  et 
al., 4 and  other  authors. 

CASE  REPORT 

J.R.  (Newport  Hospital  No.  66  008),  23  year 
old  white  female,  was  admitted  on  December  23, 
1963  with  the  chief  complaint  of  cough  and  fever  of 
one  day’s  duration.  She  gave  a history  of  a nose- 
bleed about  a week  prior  to  admission.  At  the  time 
of  admission  she  also  complained  of  some  bruises 
over  her  body.  The  tendency  to  bruising  had  been 
present  for  three  weeks.  There  was  no  history  of 
bleeding  gums  or  previous  attacks  of  recurrent 
cough  or  colds.  The  past  history  was  not  relevant 
except  for  the  fact  that  she  had  had  rheumatic  fever 
early  in  life.  Further,  there  was  no  history  of 
exposure  to  radiation  or  cyclic  organic  compounds. 


Physical  examination  revealed  a well  developed, 
well  nourished  white  female  who  appeared  pale  and 
had  several  ecchvmoses  over  her  right  upper  arm. 
Throat  was  not  congested.  Lungs  were  clear  to 
percussion  and  auscultation.  The  heart  borders 
were  within  normal  limits,  and  the  heart  sounds 
were  normal.  Examination  of  the  abdomen  revealed 
the  spleen  to  be  enlarged  down  to  the  iliac  fossa. 
The  liver  was  not  palpable.  There  was  no  lymph- 
adenopathy. 

Laboratory  data:  Hemoglobin  10.1  grams  per 
cent : red  blood  count  4.01  million  ; white  blood  cell 
count  (UBC)  131,000  with  60.5  per  cent  neutro- 
phils, 3 lymphocytes,  0.5  eosinophils,  1 basophil, 
35  myelocytes,  and  2 normoblasts.  LTinalysis 
showed  14-  albumin  with  9-12  white  blood  cells 
per  high  power  field.  The  blood  urea  nitrogen  was 
1 1 .0  mg.  per  cent.  X-ray  examination  of  the  chest 
was  reported  as  normal. 

On  the  basis  of  the  physical  findings  and  labora- 
tory data  a diagnosis  of  subacute  myelogenous 
leukemia  was  made.  Radiation  therapy  was  started. 
During  the  period  of  hospitalization  lasting  two 
weeks  she  was  given  a total  radiation  of  190  r in  air 
to  the  spleen,  the  field  size  being  8 x 10  cm.  The 
WBC  at  the  time  of  discharge  was  86,500  with 
73  per  cent  neutrophils,  7 lymphocytes,  2 basophils, 
and  18  myelocytes.  The  spleen  showed  slight  reduc- 
tion in  size.  Radiation  therapy  was  continued  on  an 

continued  on  next  page 


Fig.  1.  White  blood  cell  count  (WBC)  from  Decem- 
ber 1963  until  March  1965. 
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outpatient  basis.  A follow-up  of  the  WBC  count  is 
shown  in  Figure  1.  Meanwhile  the  patient  had 
become  pregnant  (last  menstruation  on  February 
24.  1964).  Radiation  was  continued  until  May  18, 
1964,  at  which  time  the  W BC  count  was  34,000. 
The  patient  had  received  a total  radiation  of  1 300  r. 
Her  spleen  was  found  to  be  considerably  smaller. 

Radiation  was  started  again  on  September  22. 
1964.  and  was  continued  all  through  the  remainder 
of  the  pregnancy.  The  patient  had  received  227  r 
up  to  November  24.  1964,  when  a full  term  normal 
and  healthy  male  baby  was  delivered  by  low  forceps. 
There  was  no  excessive  bleeding.  Macroscopic  and 
microscopic  examination  of  the  placenta  was  nor- 
mal. At  that  time  a WBC  count  revealed  a total  of 
70.000  with  86  per  cent  neutrophils,  5 lymphocytes. 
1 basophil,  and  8 myelocytes.  The  hemoglobin  was 
12.8  grams  per  cent  with  a red  blood  count  of 
5.43  million. 

The  patient  was  discharged  on  November  29, 
1964,  in  good  general  condition  ; however,  radiation 
therapy  was  continued  on  an  outpatient  basis.  From 
September  22.  1964.  until  February  23.  1965,  the 
patient  had  received  a total  radiation  of  431.3  r.  At 
that  time  the  WBC  count  was  132.400.  She  reported 
that  she  felt  worse,  and  examination  showed  an 
enlargement  of  the  spleen. 

T berapeutic  Considerations 

Leukemia  in  pregnancy  has  the  same  manifesta- 
tions as  in  non-pregnant  patients.  There  is  no  con- 
vincing evidence  that  the  course  of  the  disease  is 
influenced  by  pregnancy.  In  acute  leukemia  nearly 
all  gravid  women  die  before,  or  shortly  after,  deliv- 
ery ; the  time  interval,  however,  from  establishment 
of  the  diagnosis  to  death  shows  no  significant  differ- 
ence from  that  in  non-pregnant  women. 

Management  of  pregnant  patients  with  leukemia 
depends  upon  the  type  and  stage  of  leukemia  as  well 
as  upon  the  time  in  pregnancy  at  which  leukemia  is 
diagnosed.  Relatively  gentle  procedures  such  as  the 
use  of  blood  transfusions,  administration  of  small 
doses  of  steroids,  antibiotics,  and  symptomatic  care 
are  recommended  by  a few  authors ; the  more  com- 
mon management  of  acute  leukemia  consists  of 
steroids  and  6-mercaptopurin.  In  chronic  granulo- 
cytic leukemia  Myleran®  and  radiation  are  used, 
while  in  chronic  lymphocytic  leukemia,  radiation 
therapy  and  Leukeran®  are  preferred. 

The  influence  of  conventional  roentgen  therapy 
or  specific  antileukemic  chemotherapy  during  the 
critical  period  of  differentiation  and  organogenesis 
on  the  fetus  along  with  the  abortifacient  properties 
of  antimetabolites  are  widely  discussed.  Primarily 
on  the  basis  of  experiments  with  rats  and  some 
clinical  experience,  the  application  of  6-mercapto- 
purin seems  contraindicated  during  the  first  tri- 
mester. Other  reports,  however,  indicate  that  the 
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administration  of  this  agent  during  the  first 
trimester  of  pregnancy  is  not  injurious  to  the  fetus 
in  utero  as  had  been  feared.  At  any  rate,  more 
observations  appear  to  be  necessary  before  firm 
conclusions  can  be  reached.  The  need  for  proper 
shielding  of  the  uterus  during  roentgen  therapy  is 
self-evident. 

Interruption  of  pregnancy  is  not  indicated  and 
Caesarean  section  is  not  employed  other  than  for 
obstetrical  reasons.  Premature  labor  and  excessive 
bleeding  at  or  shortly  after  delivery,  especially  in 
cases  of  acute  leukemia,  represent  the  two  major 
problems.  In  general,  patients  tolerate  the  delivery 
well.  The  infant  should  be  observed  for  adrenal 
atrophy  and  may  require  appropriate  treatment  for 
a short  period. 

Summary 

A case  of  chronic  myelogenous  leukemia  and 
pregnancy  is  presented.  The  basic  therapy  is  men- 
tioned. Follow-up  studies  of  such  infants  should  be 
carried  out. 
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PHYSICIANS  SERVICE  IN  1964 
REPORT  OF  THE  PRESIDENT 

Address  by  Doctor  Charles  J.  Ashworth,  President,  at  the 
1 6th  Annual  Meeting  of  the  Corporation  of  the  Rhode  Island 
Medical  Society  Physicians  Service,  March  1 5,  1965 


This  Ides  of  March  presents  a real  temptation 
to  make  a serious  speech,  but  I am  not,  either 
serious  or  otherwise.  We  are  here  primarily  to 
receive  reports  of  officers  on  this  occasion  of  the 
16th  Annual  Meeting  of  the  Corporation  of  Rhode 
Island  Medical  Society  Physicians  Service. 

Sometimes  one  shows  a fine  command  of  lan- 
guage to  say  nothing.  But  both  custom  and  experi- 
ence justify  the  risk  of  expression  when  such  an 
opportunity  is  at  hand.  Dedicated  as  we  are  in  this 
Blue  Shield  Plan  to  the  betterment  of  humanity, 
the  protection  and  perfection  of  the  liberties  it 
espouses,  nothing  is  more  obvious  than  the  fact  that 
to  achieve  these  objectives,  a freedom  of  thought, 
purpose,  creation,  and  expansion  must  prevail  if 
we  are  to  succeed  in  always  providing  adequate 
benefits  and  an  ever-increasing  opportunity  for  all 
our  people  to  share  in  these  benefits. 

History  cannot  offer  a more  fascinating  story 
than  the  emergence  of  scientific  medicine  and  its 
art  from  an  era  of  mystery  and  superstition  beset, 
as  it  was,  with  ignorance  and  quackery.  It  must 
now  embrace  an  economic  aspect  with  equal 
importance  to  a threefold  division,  the  doctor,  the 
Plan,  and  the  public. 

Perhaps  it  is  the  American  genius  for  brevity 
and  simplicity  of  expression,  but  in  a comparatively 
few  years  the  emblem  and  the  words  Physicians 
Service  have  become  all  that  is  necessary  in  Rhode 
Island  to  express  the  concept  of  financial  protection 
against  the  cost  of  surgical  services  — and,  with 
the  advent  of  our  major  medical  program — greater 
assistance  in  meeting  the  cost  of  medical  care. 

Physicians  Service  has  become  a household  ex- 
pression in  Rhode  Island.  Our  emblem,  our  name, 
has  become  so  intertwined  with  medical  care  that 
the  two  are  now  inseparable. 

Reviewing  the  progress  made  by  this  Plan  in 
15,  or  even  10  years,  and  with  even  greater  accel- 
eration in  recent  years,  my  thoughts  go  back  to  the 
cornerstone  on  which  Physicians  Service  was  built 
— physician  participation.  Without  doctors,  we 
would  not  enjoy  the  synonymity  with  medical  care 
that  is  ours  today. 

Without  the  Rhode  Island  Medical  Society,  there 
would  be  no  such  plan  as  Physicians  Service  today, 


at  least  not  as  we  know  it.  The  Medical  Society 
membership  voluntarily  co-operated  to  develop 
realistic  coverage  for  the  public  it  serves.  Hundreds 
of  physicians  have  served  on  committees  over 
the  years,  contributing  to  the  policy  decisions  of 
Physicians  Service.  Their  common  effort  not  only 
required  attendance  at  committee  meetings,  but 
additional  long  hours  of  consultation  with  allied 
groups,  and  continual  counsel  with  our  staff  in  the 
administration  of  the  complex  network  of  benefits 
they  provide  our  subscribers. 

The  efforts  of  our  committees  would  be  futile 
without  the  active  support  of  individual  physicians 
who  participate  in  the  Plan,  assuring  surgical  and 
medical  care  without  worry  or  concern  about  pay- 
ing the  bill.  The  number  of  participating  physicians 
is  steadily  increasing.  In  1964  we  passed  the  1,000 
mark. 

When  I became  your  president  in  1955,  our 
income  for  that  year  was  $4  million.  Today,  after 
10  years  of  sound  fiscal  progress,  our  annual  income 
has  reached  $1 1.6  million  a year,  and  is  still  increas- 
ing. This  is  almost  triple  the  1954  figure. 

Membership  was  442,800  subscribers  in  1954. 
Today  we  have  some  635,000  members  — an  in- 
crease of  almost  50  per  cent. 

We  paid  some  $3.7  million  for  physicians’  serv- 
ices to  our  subscribers  in  1954.  Last  year  the 
amount  was  more  than  $10 y2  million,  or  almost 
triple  the  1954  figure. 

These  figures  speak  for  themselves.  They  portray 
in  a very  meaningful  way  the  confidence  that  the 
people  of  Rhode  Island  have  in  our  Physicians 
Service. 

Plan  “A”  was  the  only  plan  available  at  that 
time,  together  with  the  diagnostic  benefits  of  EKG 
and  X-ray.  Since  then,  the  benefits  have  been  ex- 
panded in  many  directions,  and  jointly  underwritten 
— such  as  full  payment  for  out-patient,  and  labora- 
tory procedures.  The  higher  benefits  of  Plan  “B”, 
first  made  available  in  1959.  now  provide  added 
financial  security  for  more  than  one  third  of  our 
subscriber  body.  Our  major  medical  provides  sub- 
stantial financial  protection  against  catastrophic 
illness,  and  is  now  a basic  part  of  our  over-all 
benefit  structure.  Home  Care  also  is  a reality.  A 
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pilot  program  between  our  Plan  and  the  Kent 
Countv  Hospital  has  worked  exceptionally  well 
during  its  first  year  of  operation,  and  promises 
further  expansion  in  the  future. 

Xot  one  of  us  connected  with  the  formation  of 
this  Plan  could  have  foreseen  or  predicted  its  tre- 
mendous impact  on  the  medical  care  of  our  citizens, 
or  the  many  influences  which  would  directly  bear  on 
its  destiny. 

A strong  influence  in  the  success  of  our  Plan  has 
been  the  support  of  management  and  labor.  The 
State  and  National  Governments  have  also  been  a 
factor  in  the  development  of  the  Plan.  In  addition 
to  the  recent  MAA  Program,  the  State  and  National 
Government  groups  now  account  for  some  62.000 
of  our  Physicians  Service  subscribers. 

The  purchaser  of  medical  care  is  more  sophisti- 
cated today.  He  recognizes  the  value  of  protecting 
his  health,  looking  forward  to  a longer  and  more 
fruitful  life,  and  consequently  expecting  more  from 
the  Plan  than  ever  before. 

Rhode  Island,  as  have  many  other  communities 
across  the  nation,  has  placed  its  trust  and  confi- 
dence in  Blue  Shield  Health  plans,  under  the  guid- 
ance of  both  doctors  and  lay  members  of  Board  of 
Directors. 

Physicians  Service,  through  efficient  manage- 
ment. sound  planning,  and  practical  vision,  is  doing 
its  job  in  an  exemplary  manner,  realizing  that 
there  is  still  much  more  to  he  done.  A review  of  last 
year  alone  shows  that  we  set  new  records  in  every 
direction,  while  laying  the  groundwork  for  con- 
tinued improvement  and  stability  in  the  future. 

The  big  step  forward  during  1964  was  the  adop- 
tion of  the  principle  of  the  PSI  method  of  setting 
doctor  fees.  This  represents  a significant  achieve- 
ment for  the  present,  and  an  incalculable  aid  for 
the  future. 

The  Professional  Services  Index  is  a mechanism 
that  assures  a logical  and  equitable  formula  for 
determining  payments  for  physicians’  services. 
The  PSI  is  as  scientific  and  uniform  as  possible, 
and  will  establish  the  basis  for  equitable  and  reason- 
able payments  to  physicians  in  the  years  ahead.  All 
doctors  should  he  congratulated  for  lending  their 
support  to  this  hallmark  of  progress  for  the  Plan. 

Last  year  we  ended  our  financial  operations  by 
rebuilding  our  reserves,  a pleasing  experience.  We 
also  set  a new  record  of  claims  processed  — 345,000 
claims,  or  an  increase  of  about  45.000  claims  over 
the  previous  year. 

Enrollment  hit  a new  peak.  Membership  in- 
creased by  13,500  subscribers.  Over  28,000  mem- 
bers upgraded  to  Plan  “B"  during  the  year,  raising 
membership  in  this  plan  to  a new  high  of  247,000 
subscribers.  Over  one  third  of  the  total  Physicians 
Service  subscriber  bodv  now  is  enrolled  under 
Plan  “B”. 
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Our  major  medical  program  gained  impetus  also. 
We  now  have  over  60.000  members  enrolled  in 
some  87  group  plans.  It  will  soon  he  possible  to 
lower  the  enrollment  requirement  from  groups  of 
25  to  groups  of  10  employees,  and  eventually  open 
membership  rolls  to  all  Rhode  Islanders  individ- 
ually. who  wish  major  medical  coverage. 

Communications  with  doctors  and  medical  assist- 
ants during  the  year  has  been  improved  and  orien- 
tation is  now  offered  new  participating  doctors  and 
secretaries  by  our  professional  relations  staff  per- 
sonnel. This  new.  personalized  service,  available  to 
an}-  and  all  doctors  associated  with  the  Plan,  will 
acquaint  them  and  their  secretaries  with  claims 
procedures  and  benefit  variations.  Many  have  taken 
advantage  of  this  service,  that  can  be  provided  in 
the  doctor’s  office,  at  his  or  his  secretary's  conven- 
ience. Medical  assistants  have  been  provided  with  a 
reference  handbook  that  explains  the  mechanics 
and  policies  of  the  Plan.  \\  e also  inform  doctors  of 
changes  in  the  Plan,  through  progress  reports  in 
monthly  Briefs  and  A 'eves  For  Medical  Assistants 
publications. 

The  claim  form  was  again  revised,  in  a contin- 
uing effort  to  reduce  claims  reporting  to  a minimum, 
while  keeping  the  format  as  understandable  and 
basic  as  possible. 

This  service  to  doctors  is  vital  in  view  of  the 
expanding  complexities  of  the  administration  of 
health  care  benefits. 

The  enactment  of  the  Medical  Assistance  For 
The  Aged  Program  in  Rhode  Island  has  benefited 
by  our  advice,  experience,  and  professional  know- 
how made  available  to  the  administrators  of  our 
local  MAA. 

We  have  advised  our  subscribers  to  join  should 
they  be  eligible,  for  the  benefits  are  realistic  and 
the  program  is  provided  to  them  at  no  cost.  Should 
they  ever  become  ineligible,  we  have  guaranteed 
immediate  restoration  of  their  Physicians  Service 
membership. 

The  value  of  the  services  that  doctors  and  this 
health  plan  provide  the  community  is  deep  rooted 
in  the  hearts  and  minds  of  all  Rhode  Islanders. 
Where  there  is  a choice,  we  are  first.  The  public  has 
demonstrated  this  through  the  sheer  numbers  who 
have  voluntarily  chosen  our  method  of  financing 
health  tare  protection. 

Let  us  make  the  past  a prelude  to  the  future.  Let 
us  face  the  years  ahead  with  the  same  pioneer  spirit, 
courage,  and  determination  that  characterized  the 
earlv  days  of  Physicians  Service. 

The  challenge  of  changing  conditions  and  prac- 
tices in  the  health  field  demands  greater  flexibility, 
and  the  public  looks  to  us  to  deliver. 

Physicians  Service  can  do  the  job  of  health  care 
financing  for  the  people  of  our  State  best  — not 
only  in  the  best  interests  of  the  public  — but  also 
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Report  of  Meetings  of  the  Corporation 
Special  Meeting,  January  20,  1965 
16th  Annual  Meeting,  March  15,  1965 


SPECIAL  MEETING  OF  THE  CORPORATION 

A special  meeting  of  the  Corporation  of  the 
Rhode  Island  Medical  Society  Physicians 
Service  was  held  at  the  Rhode  Island  Medical 
Society  Library,  in  Providence,  on  Wednesday, 
January  20,  1965.  The  meeting  was  called  to  order 
at  3:05  p.m.  by  the  President.  Dr.  Charles  J. 
Ashworth. 

The  following  members  of  the  Corporation 
answered  the  roll  call  of  the  Secretary : 

Rocco  Abbate,  m.d.,  Samuel  Aclelson,  m.d.,  Free- 
man P).  Agnelli,  m.d.,  Charles  J.  Ashworth,  m.d.. 
Paulo  A.  Botelho,  m.d.,  J.  Robert  Bowen,  m.d., 
Bertram  H.  Buxton,  Jr.,  m.d.,  Mr.  J.  Austin  Carroll, 
Joseph  Caruolo,  m.d.,  Mr.  George  W.  Chaplin, 
Nathan  Chaset,  m.d.,  John  J.  Cunningham,  m.d., 
John  A.  Dillon,  m.d.,  Michael  DiMaio,  m.d.,  Robert 
W.  Drew,  m.d.,  Henry  B.  Fletcher,  m.d.,  Roger 
Fontaine,  m.d.,  Warren  W.  Francis,  m.d.,  John 
F.  W.  Gilman,  m.d.,  Seebert  J.  Goldowsky,  m.d., 
Stanley  Grzebien,  m.d.,  Edmund  T.  Hackman,  m.d., 
Herbert  Hager,  m.d.,  John  C.  Ham,  m.d.,  Robert 
C.  Hayes,  m.d.,  Waldo  O.  Hoey,  m.d.,  Joseph 
Lambiase,  m.d.,  Thomas  Littleton,  m.d.,  William 
MacDonald,  m.d.,  Earl  J.  Mara,  m.d.,  William 
McDonnell,  m.d.,  James  B.  Moran,  m.d.,  Gustavo 
A.  Motta.  m.d.,  Edwin  B.  O'Reilly,  m.d.,  Arnold 
Porter,  m.d.,  William  A.  Reid,  m.d.,  Ralph  Richard- 
son, m.d.,  Joseph  Ruisi,  m.d.,  Francis  B.  Sargent, 
m.d.,  Stanley  D.  Simon,  m.d.,  John  Turner,  II,  m.d., 
John  M.  Vesey,  m.d.,  Joseph  E.  Wittig,  m.d. 

Doctor  Ashworth  stated  that  the  purpose  of  the 
meeting  was  to  receive  and  act  upon  the  report  of 
the  Professional  Advisory  Committee.  He  noted 
that  each  member  of  the  Corporation  had  received 
a copy  of  the  report  and  a copy  of  the  proposed  revi- 
sions to  the  fee  schedules  of  plans  A and  B based  on 
the  1964  edition  of  the  Professional  Services  Index 
(P.S.l.)  with  the  call  for  the  meeting. 

Doctor  Earl  J.  Mara  read  the  report  of  the 
Committee,  copy  of  which  had  been  sent  to  each 
member  of  the  Corporation,  and  copy  of  which  is 
made  part  of  the  official  minutes  of  this  meeting. 
Action:  A motion  was  made,  seconded  and 
voted  that  the  report  of  the  Professional  Advis- 
ory Committee  be  approved,  and  the  recom- 


mendations therein  be  adopted. 

The  meeting  was  adjourned  at  3:15  p.m. 

Respectfully  submitted, 
George  W.  Chaplin 
Secretary 

ANNUAL  CORPORATION  MEETING 
T*he  16th  Annual  Meeting  of  the  Corpora- 
tion  of  the  Rhode  Island  Medical  Society 
Physicians  Service  was  held  in  the  Garden  Room 
of  the  Sheraton  Biltmore  Hotel  in  Providence  on 
Monday,  March  15,  1965.  The  meeting  was  called 
to  order  by  the  President,  Dr.  Charles  J . Ashworth, 
at  4:15  p.m. 

The  following  members  of  the  Corporation  were 
in  attendance  : 

Rocco  Abbate,  m.d.,  Samuel  Adelson,  m.d., 
Charles  J.  Ashworth,  m.d.,  Roger  Berarcl.  m.d., 
Chelcie  C.  Bosland,  ph.d.,  Paulo  A.  Botelho,  m.d.. 
J.  Robert  Bowen,  m.d.,  Wilfred  I.  Carney,  m.d., 
Mr.  J.  Austin  Carroll,  Joseph  Caruolo,  m.d.,  Mr. 
George  W.  Chaplin,  Mr.  Albert  Christopher, 
Philomen  P.  Ciarla,  m.d.,  Mr.  James  R.  Donnelly, 
Charles  Dotterer,  m.d.,  Roger  Fontaine,  m.d., 
Seebert  J.  Goldowsky,  m.d.,  Stanley  Grzebien,  m.d., 
Edmund  T.  Hackman,  m.d.,  Herbert  Hager,  m.d., 
Mr.  John  J.  Hall,  John  C.  Ham,  m.d.,  Robert  C. 
Hayes,  m.d.,  Walter  E.  Hayes,  m.d.,  Waldo  O. 
Hoey,  m.d.,  Rev.  Joseph  L.  Lennon,  O.P.,  Robert 
V.  Lewis,  m.d.,  William  MacDonald,  m.d.,  Earl  J. 
Mara,  m.d.,  Peter  Mathieu,  m.d.,  William  McDon- 
nell, m.d.,  Mr.  Felix  Mirando,  John  E.  Murphy, 
m.d.,  Judge  Florence  K.  Murray,  William  S. 
Nerone,  m.d.,  Raul  Nodarse,  m.d.,  Arnold  Porter, 
m.d.,  William  A.  Reid,  m.d.,  Ralph  Richardson, 
m.d.,  Charles  B.  Round,  m.d.,  Carl  S.  Sawyer,  m.d., 
Stanley  D.  Simon,  m.d.,  Leonard  Staudinger,  m.d., 
John  Turner,  II,  m.d. 

Also  present  were  the  following : William  E. 
McCabe,  Legal  Counsel,  John  E.  Farrell,  sc.d., 
Executive  Secretary,  and  from  the  Physicians 
Service  Administrative  Staff,  Messrs.  Arthur  Han- 
ley, Executive  Director  ; Frank  Adae,  Assistant 
Executive  Director;  Benjamin  Alfano,  Assistant 
Director;  J.  Lewis  Eddy,  Director  of  Professional 
Relations ; George  A.  Peterson,  Manager,  Major 
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Medical  Claims  Department;  Joseph  F.  Sullivan, 
Staff  Administrative  Assistant,  and  Harold  M. 
Conway,  Manager  of  the  Claims  Department. 

Annual  Report  of  the  Secretary 
Mr.  George  W.  Chaplin,  Secretary,  noted  that 
his  annual  report  had  been  included  in  the  handbook 
sent  to  the  members  of  the  Corporation  for  the 
meeting. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  annual  report  of  the  Secretary, 
as  submitted,  be  accepted  and  placed  on  file. 

Annual  Report  of  the  Treasurer 
Mr.  James  R.  Donnelly.  Treasurer,  noted  that 
the  handbook  of  reports  sent  to  the  members  of  the 
Corporation  included  the  financial  statement  for 
1964.  and  a comparison  of  the  1964  financial  status 
with  that  of  1963.  He  read  a report  summarizing 
the  highlights  of  the  financial  status  of  the  Corpo- 
ration for  the  year  1964.  copy  of  which  is  made  part 
of  the  official  minutes  of  this  meeting. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  report  of  the  T reasurer,  as  sub- 
mitted. be  received  and  placed  on  file. 

Annual  Report  of  the  President 

Dr.  Charles  J.  Ashworth.  President,  read  his 
annual  report  for  the  year  1964,  copy  of  which  is 
made  part  of  the  official  minutes  of  the  meeting. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  annual  report  of  the  President 
be  approved  and  placed  on  record. 

Nominations  to  Board  of  Directors 
The  President  noted  that  the  House  of  Delegates 
had  submitted  as  nominees  for  the  Board  of  Direc- 
tors for  three  year  terms  the  following : Seebert  J. 
Goldowsky,  m.d.,  Arthur  E.  Hardy,  m.d.,  William 
A.  Reid,  m.d.,  Francis  B.  Sargent,  m.d. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  nominees  of  the  Rhode  Island 
Medical  Society  for  the  Board  of  Directors  be 
elected. 

Dr.  Seebert  J.  Goldowsky,  Chairman  of  the 
Nominations  Committee,  reported  that  his  Com- 
mittee nominated  for  three  year  terms  on  the  Board 
of  Directors  the  following  : Mrs.  Florence  Murray, 
Justice,  Superior  Court  of  Rhode  Island ; Mr.  John 
J.  Hall,  Director,  Rhode  Island  Department  of 
Labor;  Mr.  Paul  P.  Johnson,  Vice  President, 
Leesona  Corporation. 

Action:  A motion  was  made,  seconded  and 
voted  that  these  nominees  be  elected  to  the 
Board  of  Directors. 

Proposed  By-Law  Amendment 
The  President  noted  that  the  handbook  sent 
to  the  members  of  the  Corporation  included  a 
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proposed  amendment  to  the  by-laws  whereby  the 
Professional  Advisory  Committee  would  consist  of 
seven  members,  including  one  non-physician, 
instead  of  the  present  regulation  for  a six  member 
physician  committee. 

Dr.  Samuel  Adelson,  proposer  of  the  amend- 
ment, discussed  his  reasons  for  advancing  the 
change  in  the  by-laws.  The  proposal  was  discussed 
by  members  of  the  Corporation. 

Action:  A motion  was  made  and  seconded 
that  the  proposed  by-law  amendment  be 
adopted.  The  motion  was  defeated. 

Report  of  the  Executive  Director 
Mr.  Arthur  F.  Hanley,  Executive  Director,  re- 
ported briefly  on  the  administration  of  Physicians 
Service,  and  the  implications  of  the  possible  enact- 
ment of  federal  medical  care  plans  for  the  aged  upon 
the  Physicians  Service  contracts.  He  also  reported 
that  rate  hearings  for  1965  would  be  held  in  the 
immediate  future. 

Tribute  to  Doctor  Ashworth 
Dr.  Arnold  Porter,  Vice  President,  noted  that  the 
meeting  would  be  the  final  one  of  the  Corporation 
to  be  presided  over  by  Dr.  Ashworth,  and  he  cited 
the  long  and  invaluable  service  that  Dr.  Ashworth 
had  rendered  the  medical  profession  of  the  state  as 
one  of  the  incorporators  of  the  plan,  and  as  presi- 
dent of  the  Corporation  for  the  past  decade. 

The  Corporation  gave  a rising  vote  of  acclama- 
tion to  Dr.  Ashworth  for  his  service. 

Adjournment 

The  meeting  of  the  Corporation  was  adjourned 
at  5:03  p.m.,  after  which  a reception  and  dinner 
was  provided. 

Respectfully  submitted, 
George  W.  Chaplin 
Secretary 

ANNUAL  REPORT  OF  THE  SECRETARY 

16th  Annual  Meeting  of  the  Corporation  of  the 
Rhode  Island  Medical  Society 
Physicians  Service 

To  the  Members  of  the  Corporation  ; 

The  15th  annual  meeting  of  the  Corporation  of 
Physicians  Service  was  called  for  January  29,  1964, 
and  at  this  meeting  the  Corporation  amended  the 
by-laws  to  provide  that  the  annual  meeting  shall  be 
held  in  March  each  year  on  a date  and  at  a place  to 
be  decided  by  the  Board  of  Directors.  At  this  meet- 
ing the  Corporation  received  the  report  of  the 
Nominating  Committee  and  elected  the  following 
for  three  year  terms:  Mr.  Albert  Christopher,  Mr. 
James  R.  Donnelly,  and  Mr.  George  V . Chaplin. 
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WHO  ARE  THE  CORONARY  HEART  DISEASE  PRONE? 


T)'-'BLISHED  elsewhere  in  this  issue  is  an  excel- 
-*■  lent  report  by  Kennel  et  al.,  based  on  the  1964 
Kiven  lecture,  which  summarizes  the  status  after 
twelve  years  of  the  Framingham  heart  disease  study 
conducted  by  the  United  States  Public  Health 
Service.  Prospective  studies  such  as  this  have  the 
virtue  of  minimizing  the  factor  of  built-in  selection 
of  cases,  which  is  a danger  in  all  retrospective 
studies.  An  understanding  of  some  of  the  variables 
which  may  be  useful  in  prediction  of  coronary- 
proneness is  beginning  to  emerge  from  this  study. 

Other  excellent  prospective  studies  are  also  in 
progress.  One  such  study  is  that  of  Gerther,  et  al.1 
conducted  by  the  Institute  of  Physical  Medicine 
and  Rehabilitation  of  New  York  City,  with  the 
participation  of  Paul  D.  White  of  Boston.  This 
study,  contemplated  as  far  back  as  1948,  was  begun 
in  1960  following  the  publication  of  principles  upon 
which  it  would  be  based.  At  that  time  a method  of 
investigation  had  been  worked  out  applying  the 
mathematical  concept  of  linear  regression  analysis 
of  the  collected  data  coupled  with  the  use  of 
computers.  It  was  suggested  theoretically  that 
coronary  heart  disease  was  classifiable  in  93  percent 
of  cases  positively  and  95  per  cent  negatively. 

Prompted  by  these  encouraging  results,  the  study 
was  initiated  with  the  selection  of  490  men  of  ages 
23  to  79  who  appeared  for  the  annual  medical  exam- 
ination of  a large  corporation.  The  examination 
consisted  of  electrocardiogram,  blood  count,  urine 
analysis,  blood  urea  nitrogen,  fasting  blood  sugar, 
and  serum  uric  acid.  Lipid  analysis  consisted  of 
cholesterol  and  lipid  phosphorus  determinations  in 
all  cases,  and  triglycerides  in  some.  Height,  somato- 
type,  family  history,  and  systolic  and  diastolic  blood 
pressures  were  recorded.  These  data  were  then 
processed  in  a computer  according  to  the  predeter- 
mined formula. 

Those  individuals  having  the  top  32  scores  were 
considered  to  be  coronary-prone.  By  1963  twenty  of 
this  group  of  32  had  already  exhibited  proven  coro- 
nary heart  disease,  accounting  for  5 deaths,  eight 


other  individuals  had  documented  angina  pectoris, 
while  only  four  were  symptom-free.  Based  on  these 
impressive  results,  Gerther  et  al.  conclude  that 
coronary-prone  individuals  are  (1)  older,  (2) 
shorter,  and  (3)  more  mesomorphic  than  the  non- 
coronary prone.  They  have  higher  values  for  serum 
cholesterol,  uric  acid,  and  phospholipids.  There  are 
in  this  group  statistically  more  individuals  having 
fathers  and  mothers  who  have  had  proven  coronary 
heart  disease  than  in  the  non-coronary-prone  group. 
Blood  pressures  in  the  two  groups  were  approxi- 
mately the  same.  The  combination  of  elevated  blood 
pressure  and  elevated  serum  cholesterol  did  not 
significantly  increase  the  prospective  selectivity. 

No  counter  analysis  of  the  remaining  458  cases 
is  contained  in  the  report,  but  the  study  is  presum- 
ably still  in  progress. 

A prospective  study  in  Cleveland  of  the  incidence 
of  ischemic  heart  disease  in  diabetic  women  is  also 
of  interest.  Fifty-eight  women  in  whom  diabetes 
had  been  newly  diagnosed  were  studied  over  a 
three-year  period.  One-third  of  those  women  ini- 
tially free  of  a demonstrable  cardiac  disorder  ( 13  of 
39)  developed  ischemic  heart  disease  during  this 
brief  period  of  investigation.  This  is  possibly  the 
first  prospective  study  in  this  type  of  patient,  and 
significantly  reinforces  the  view  that  there  is  an 
increased  incidence  of  coronary  heart  disease  in 
diabetics,  and  more  particularly  in  diabetic  women. 

The  profile  of  the  coronary-prone  individual  is 
gradually  emerging  from  such  studies  as  these,  and 
will  lead  eventually  to  a better  understanding  of  the 
disease  and  hopefully  to  better  methods  of  control. 
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IMMUNIZATION  AGAINST  SERUM  HEPATITIS 


VSTT  hether  serum  hepatitis  is  a viral  disease 
W separate  from  infectious  hepatitis,  or  related 
to  it.  has  not  been  established.  The  importance  of  the 
disorder  is  concerned  with  the  inescapable  inci- 
dence associated  with  whole  blood  transfusion.  As 
pointed  out  by  J.  Garrott  Allen,  the  incidence  is 
never  zero,  even  when  the  most  elaborate  screening 
techniques  are  used. 

Recent  observations  by  Allen  otter  some  hope  of 
active  immunization  against  the  disease.  He  made 
the  original  astute  observations  which  rendered 
pooled  plasma  completely  safe,  formerly  an  almost 
lethal  'Ource  of  infection.  It  will  he  remembered 
that  storage  of  plasma  for  six  months  at  room 
temperature,  now  a standard  practice,  completely 
inactivates  the  virus,  to  the  extent  that  pooled 
plasma,  which  had  been  practicallv  excluded  as  a 
plasma  volume  expander  because  of  tbe  risk,  is  now 
safe  and  convenientlv  available  in  everv  hospital.  In 
fact  it  is  notably  safer  than  whole  blood  in  this 
respect. 

Allen  more  recently  designed  experiments  to 
te?t  tlie  possibility  that  human  pooled  plasma  pre- 
sumed to  be  rich  in  antibodies  against  serum  hepa- 


titis might  transmit  passive  immunity  to  recipients 
of  icterogenic  plasma.  In  substance,  tbe  studv  in- 
dicated that  the  administration  at  frequent  intervals 
of  plasma  having  a high  antibody  titer  does  in  fact 
provide  passive  immunity  against  a challenge  of 
plasma  containing  known  active  virus.  Although 
the  large  amounts  necessary  to  provide  protection 
are  impractical  for  general  use.  the  method  offers 
a basis  for  further  investigation. 

A by-product  of  the  studv  was  the  important  ob- 
servation that  the  immunity  appeared  to  last  longer 
than  might  be  expected  considering  the  normal  turn- 
over of  passively  transferred  antibodies.  This  phe- 
nomenon suggested  the  presence  in  the  deactivated 
pooled  plasma  of  attenuated  virus  which  had  caused 
an  active  immunity  in  the  recipients.  Further 
challenge  studies  at  longer  intervals  will  confirm  or 
exclude  this  possibility. 

It  is  gratifying  to  be  able  to  report  that  Allen, 
who  originallv  found  a simple  way  of  rendering 
pooled  plasma  safe,  has  now  indicated  methods  of 
producing  both  passive  and  active  immunity  against 
a presently  inescapable  danger  of  transfusion. 


MEDICAL  STUDENT  ATTRITION 


T f every  medical  school  in  the  United  States 
each  vear  salvaged  but  a single  student  now 
lost  to  the  profession  thr>  ugh  attrition,  the  total 
would  be  the  equivalent  of  an  entire  graduating  class 
of  almost  one  hundred  students.  In  terms  of  eco- 
n<  mics.  considering  the  costly  process  of  building 
and  staffing  new  medical  schools,  the  problem  is 
worthy  of  attention. 

Dean  W illiam  B.  Kennedy  of  the  School  of 
Medicine  of  the  University  of  Pennsylvania,  using 
."tatKtic.»  compiled  by  the  Association  of  American 
Medical  Colleges,  stresses  the  importance  of  medi- 
cal student  attrition  in  relation  to  the  supply  of 
future  physicians.  The  steady  decline  in  medical 
school  dropouts  is  of  interest.  At  the  University 
of  Pennsylvania,  for  example,  there  has  been  a 
decrease  from  15  per  cent  who  failed  to  graduate 
ten  years  ago  to  a recent  low  of  only  4 per  cent.  One 
may  conclude  that  at  the  graduate  level  of  medical 
education  more  efficient  methods  of  evaluation  re- 
sulting in  better  prediction  of  achievement  are 
available.  To  our  knowledge  statistics  on  attrition 
among  pre-medical  students  are  not  currently  avail- 
able.  Recent  experience  at  Brown  University  in  its 


new  program  would  indicate  that  attrition  is  great- 
est in  the  early  vears  of  decision  for  medical  educa- 
tion. and  becomes  progressively  less  as  tbe  course 
advances. 

The  health  and  vigor  of  medical  education  depend 
upon  studies  such  as  that  of  the  Association  of 
American  Medical  Colleges.  W e may  expect  in- 
creasinglv  efficient  and  rigid  selection  of  doctors  in 
the  future.  Society  expects  maximum  use  and  bene- 
fit from  everv  endeavor  depending  upon  public 
support. 

Man's  nature  being  what  it  is.  however,  we  can 
never  expect  to  have  perfect  selection  or  predic- 
tion of  accomplishment : nor  can  we  be  dismayed  if 
a few  of  our  profession  do  not  fully  pursue  its 
practice.  Medical  discipline  has  often  enriched 
society  through  those  who  have  chosen  other  fields 
of  endeavor  after  completion  of  their  formal  studies. 
Erasmus.  Rabelais.  Oliver  Goldsmith.  Cronin. 
Somerset  Maugham,  and  scores  of  other  physicians 
have  enriched  life  in  ways  other  than  through  the 
practice  of  medicine.  They  attest  to  the  value  of  a 
medical  education  for  a deeper  understanding  of 
the  perplexities  and  meanings  of  life. 
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EDALOGY 

Racial  and  Social  Factors  in 
Systemic  Lupus  Erythematosus 
An  epidemiologic  study  of  systemic  lupus  erythe- 
matosus in  a defined  area  of  New  York  revealed 
significant  racial  differences  in  susceptibility.  Mor- 
bidity and  mortality  rates  were  highest  among 
Negroes  followed  in  descending  order  by  Puerto 
Ricans,  and  then  other  whites.  The  racial  differ- 
ences observed  in  New  York  were  independent  of 
poor  housing,  overcrowding,  and  migration.  They 
were  associated  with  racial  differences  in  v-globulin 
levels  of  normal  individuals. 

Siegel,  M.,  and  Seelen-freund,  M. : 
JAMA  191  77,  (Jan.  11)  1965 

* * * 

Heredity  and  Disease  in  Israel 

Mass  immigration  of  Jews  to  Israel  from  all  over 
the  world  has  provided  the  country’s  medical  re- 
searchers with  a rich  field  of  study.  Attention  has 
been  focused  on  inherited  traits  and  other  charac- 
teristics of  the  various  Jewish  communities.  The 
late  Professor  Gurevitch  started  with  simply  exam- 
ining blood  groups.  The  tests  revealed  some  inter- 
esting results. 

Jews  from  Iran  and  Yemen;  the  “Black”  Jews 
from  Cochin,  India  ; the  Sephardic  and  Ashkenazic 
Jews  — all  of  them  differed  from  each  other  not 
only  in  appearance  but  also  in  the  varying  propor- 
tions of  their  blood  groups.  It  was  shown  that  they 
very  often  resembled  the  native  populations  in  their 
countries  of  origin.  But  they  also  had  a kind  of 
common  denominator,  the  so-called  Mediterranean 
chromosome,  which  was  frequent  in  all  communi- 
ties studied  and  which  pointed  towards  a possible 
common  Mediterranean  origin. 

The  studies  concerned  with  the  distribution  of 
the  blood  groups  were  only  the  beginning.  A search 
for  other  genetic  markers  was  launched.  It  was 
found  that  Ashkenazim,  Sephardim*  and  Orientals 
diverge  not  only  in  blood  groups  hut  also  in  the 
distribution  of  various  diseases. 

Only  Ashkenazi  Jews  were  found  to  have 
Gaucher’s  Disease  — particularly  the  chronic  adult 
variety  — marked  by  enlargement  of  spleen  and 
liver.  On  the  other  hand,  Familial  Mediterranean 
Fever,  a genetic  disorder  characterized  by  short 
attacks  of  fever  accompanied  by  pain  in  the  chest, 
abdomen  and  joints,  and  with  the  accumulation  in 
various  organs  of  an  abnormal  protein  complex, 
was  found  only  in  the  communities  originating  from 
the  wider  Mediterranean  area. 

Cooley  Anemia  was  almost  entirely  confined  to 
Jews  from  Kurdistan. 


The  heterogeneitv  of  the  present  population  in 
Israel  provides  an  excellent  opportunity  to  study 
the  relative  roles  of  heredity  and  environment,  par- 
ticularly in  diabetes.  Diabetes  is  generally  believed 
to  result  from  the  interaction  of  a hereditary  weak- 
ness with  a specific  set  of  environmental  conditions, 
mainly  dietary.  For  many  members  of  the  Oriental 
Jewish  communities,  immigration  to  Israel  entails 
profound  changes  in  mode  of  life  and  nutrition.  It 
was  interesting  to  compare  population  samples  that 
are  ethnically  identical  and  dffer  only  in  the  length 
of  their  exposure  to  a “Western”  environment. 

Striking  differences  were  encountered.  Among 
the  old  residents  of  each  community  — those  who 
had  been  in  Israel  a number  of  years  — the  diabetes 
rate  rises  steeply,  approaching  the  level  attained  by 
Ashkenazim.  Among  the  new  immigrants  of  the 
same  communities  diabetes  was  extremely  rare. 
Consequently  we  are  not  dealing  with  a peculiar 
“ethnic”  immunity  and  susceptibility  but  with  the 
results  of  a prolonged  dietary  regimen  and  way 
of  life. 

*Ashkenazi  means  German,  hence  Eastern  European. 
Sephardic  means  Spanish,  hence  Western  Mediterranean. 

Margolis,  Emanuel : Heredity  and  Health. 

Hadassah  Magazine,  Jan.  1965 


NEW. . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Renewable  To  Age  70  For 
Those  IF  ho  Need  Amounts  In  Addition 
To  The  Rhode  Island  Medical  Society's 
Underyling  Group  Plan. 


Physicians  in  good  health  under  age  65,  now 
may  apply  for  amounts  up  to  8225.00  weekly,  in 
addition  to  benefits  now  provided.  Benefits  pay- 
able at  option  of  the  insured  for  1 year.  2 years, 
5 years,  10  years,  to  age  70,  OR  FOR  FIFE!  ! ! 


Rhode  Island  Physicians  need  not  go  out  of 
Rhode  Island  nor  purchase  mail-order  insurance 
to  have  the  BEST  in  Disability  Insurance!  We 
have  yet  to  see  a mail-order  or  individual  policy 
with  benefits  and  value  superior  to  this  one. 


For  further  information,  send  us  your  name, 
address,  and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmple  1-4833 
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The  Corporation  then  adjourned  its  annual  meeting 
until  March  4.  1964. 

At  the  Corporation  meeting  on  March  4.  1964 
the  members  approved  the  annual  reports  of  the 
President,  the  Secretary,  and  the  Treasurer.  The 
members  elected  the  following  physicians,  nominees 
of  the  Rhode  Island  Medical  Society,  to  the  Board 
of  Directors  for  three  year  terms:  Drs.  Frederick 
C.  Eckel  of  Westerly,  Waldo  O.  Hoey  of 
Providence,  Earl  J.  Mara  of  Pawtucket,  and  John 
Turner.  II  of  Providence.  A lengthy  report  of  the 
Professional  Advisory  Committee,  sent  to  the 
members  in  advance  of  the  meeting,  was  accepted. 

Annual  Meeting 
of  the  Board  of  Directors 

The  annual  meeting  of  the  Board  of  Directors 
was  held  on  March  16.  1964.  At  this  meeting  the 
Board  elected  the  following  as  the  Officers  of  the 
Corporation:  Charles  J.  Ashworth,  m.d.,  Presi- 
dent: Arnold  Porter,  m.d..  Vice  President;  Mr. 
George  W.  Chaplin.  Secretary;  Mr.  James  R. 
Donnelly.  Treasurer. 

The  Board  also  elected  the  standing  committees 
as  authorized  under  the  by-laws,  and  these  com- 
mittees have  discharged  their  duties  ably  and  con- 
scientiously during  the  year. 

The  Board  held  nine  I 9 ) meetings  during  1964 
at  which  it  carefully  reviewed  all  financial  reports 
of  the  Corporation,  considered  reports  of  commit- 
tees. including  the  proposal  for  a Professional 
Services  Index  developed  by  the  Professional 
Advisor)-  Committee,  and  the  joint  operations 
agreement  studied  by  the  Conference  Committee, 
decided  on  problems  of  legal  services,  rate  filings, 
major  medical  plan  changes,  areawide  hospital 
planning,  subscriber  councils,  and  public  opinion 
survev.  to  mention  but  a few  of  the  many  matters 
brought  before  the  Board. 

In  September  1964.  Mr.  Robert  Stuart,  a mem- 
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ber  of  the  Board  of  Directors  for  six  years,  tendered 
his  resignation  which  was  accepted  with  regret,  as 
he  has  contributed  greatly  to  the  development  of 
the  Physicians  Service  programs  during  his  terms 
as  a director. 

Respectfully  submitted. 
George  W.  Chaplin 
Secretary 

March  15,  1965 

ANNUAL  REPORT  OF  THE  TREASURER 
FOR  1964 

INCOME  from  subscribers  increased  substan- 
tiallv  this  vear  to  SI  1,534,052.20,  an  increase  of 
SI. 253.655.77.  and  INVESTMENT  INCOME 
of  S106.026.60  brought  the  TOTAL  INCOME 
to  a record  high  of  SI  1.640.078.80.  Approximately 
one-half  of  the  increase  in  income  is  accounted  for 
by  the  12j/2%  Rate  Increase  authorized  by  the 
State  Insurance  Commissioner  that  became  effec- 
tive July  1,  1964,  and  the  remaining  one-half  came 
from  13,453  new  subscribers  and  54  new  groups 
enrolled  in  Major  Medical  during  the  year,  and 
28.161  more  persons  who  upgraded  their  level  of 
coverage  to  Plan  “B”  with  broader  surgical- 
medical  benefits. 

SURGICAL-MEDICAL  claims  payments  show 
a normal  steadv  increase  of  $369,478.44  for  a total 
of  $10,555,332.74  or  90.7%  of  INCOME.  The 
number  of  cases  processed  increased  by  13,062  for 
a total  of  325.593  cases. 

OPERATING  EXPENSE  is  up  $47,067.22 
from  last  year  and  totals  $735,031.81  representing 
6.3%  of  INCOME.  I am  happy  to  report  we  are 
in  a much  better  position  this  year  with  a NET 
GAIN  of  S349.7 14.25  as  compared  with  a loss  of 
$485,598.70  for  the  previous  vear. 

Our  RESERVE  ACCOUNTS  of  $1,581,450.37 
showing  a gain  of  S340.049.25  is  equal  to  2.43 
months  of  claims  and  is  climbing  steadily  towards 
the  recommended  three  months  of  claims. 

The  INVESTMENT  ACCOUNT  remains 
practically  the  same  at  $2,749,337.37. 

This  has  been  a very  successful  year  financially, 
with  Income  keeping  ahead  of  payments  very  nicely, 
thereby  improving  our  Reserve  position.  If  this 
trend  continues,  and  indications  are  that  it  will, 
1965  should  be  another  good  year. 

Respectfully  submitted, 
James  R.  Donnelly 
Treasurer 

March  15,  1965 
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Increase 


1963 

1964 

(Decrease) 

Subscribers  

621,271 

634,724 

13,453 

Number  of  Firms  Buying  Physicians  Service 

1,746 

1,732 

(14) 

Number  of  Participating  Physicians 

991 

1,006 

15 

Total  of  Claims  Paid 

$10,185,854. 

$10,555,333. 

$ 369,479. 

Total  of  Claims  Paid  Since  Start  of  Plan 

$75,305,918. 

$85,861,251. 

$10,555,333. 

Total  Assets  

$ 3,978,131. 

$ 4,503,508. 

$ 525,377. 

Total  Income 

$10,388,220. 

$11,640,079. 

$ 1,251,859. 

Total  Reserves  

$ 1,241,401. 

$ 1,581,450. 

$ 340,049. 

Operating  Expenses 

$ 687,965. 

$ 735,032. 

$ 47,067. 

Operating  Expense  % 

6.6% 

6.3% 

(.3%) 

Ratio  of  Claims  to  Income  

98.1% 

90.7% 

(7.4%) 

Number  of  Cases  Paid: 

Surgeons* 

1 10,232 

112,851 

2,619 

Assistants* 

16,843 

17,057 

214 

Anesthetists* 

34,569 

35,714 

1,145 

Medical 

24,412 

25,543 

1,131 

X-ray  and  EKG  

126,475 

134,428 

7,953 

Total  

312,531 

325,593 

13,062 

♦Maternity  Cases  (included  in  above) 

9,958 

9,785 

(173) 

Number  of  Months  Expenses  in  Reserves: 

Statutory  Reserve 

$1,000,000. 

$1,000,000. 

$ 

Contingency  Reserve 

241,401. 

581,450. 

340,049. 

Maternity  Reserve 

567,275. 

576,940. 

9,665. 

Total  Reserves  

$1,808,676. 

$2,158,390. 

$349,714. 

Monthly  Expenses  ( Average  for  Year) 

$ 857,923. 

$ 889,399. 

$ 31,476. 

Number  of  Months  Expenses  in  Reserve 

2.11 

2.43 

3.2 

Wherever  you  go 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PROVIDENCE  MEDICAL  ASSOCIATION 

A meeting  of  the  Providence  Medical  Association 
was  held  at  the  Rhode  Island  Medical  Society 
Library  on  Monday.  March  1.  1965.  The  meeting 
was  called  to  order  by  the  President.  Doctor  Ralph 
D.  Richardson,  at  8:30  p.m. 

The  President  noted  that  the  minutes  of  the 
February  meeting  would  be  published  in  the 
Rhode  Island  Medical  Journal  and.  therefore, 
a reading  of  them  would  be  omitted. 

Doctor  Richardson  announced  that  he  had 
appointed  the  members  to  serve  on  the  special 
committees  of  the  Association  and  he  invited  any 
member  of  the  Association  interested  in  committee 
work  to  make  known  his  interest  in  order  that  he 
may  be  considered  for  future  appointment. 

Doctor  Richardson  introduced  Doctor  Mac  V. 
Edds.  ph.d..  Professor  of  Biology  and  Chairman  of 
the  Division  of  Medical  Science  at  Brown  L’niver- 
sitv,  who  spoke  on  "Two  Years’  Experience  with 
Medical  Science  at  Brown  University.” 

Comments  by  Doctor  Buxton 

Mac  V.  Edds,  Jr.,  ph.d.,  Professor  of  Biology 
and  Chairman  of  the  Division  of  Medical  Science, 
Brown  U niversity,  presented  the  first  18  months 
experience  with  Brown’s  Medical  Science  Program. 

He  described  in  general  terms  the  building  plans 
needed  to  cover  the  needs  of  the  Program.  These 
plans  included  the  acquisition  of  adequate  space  in 
an  already  over-crowded  area  requiring  the  pur- 
chase of  expensive  East  Side  property.  Physical 
problems  are  also  posed  by  the  necessary  integra- 
tion of  this  Program  with  the  over-all  graduate  and 
undergraduate  curricula  at  Brown  as  well  as  the 
Program’s  potential  evolution  and  expansion  in 
the  future. 

He  characterized  the  presently  contemplated 
building  as  one  of  the  most  “talked  about’’  edifices 
in  Brown’s  history.  The  6-million  dollar  structure 
will  have  the  facilities  for  teaching  classrooms, 
laboratories  for  research  as  well  as  space  for  animal 
housing. 

Dr.  Edds  recalled  that  28  men  and  women  had 
been  accepted  in  the  first  class  of  the  Program  in 
1963.  The  fact  that  only  13  of  these  original  28  are 
still  in  the  Program  is  not  unexpected.  The  new- 
ness of  the  Program  with  little  background  of 


experience  in  the  screening  and  selection  of  candi- 
dates necessarily  contributed  to  this  high  mortalitv. 
Five  students  had  transferred  into  the  Program, 
however,  raising  the  second  year  class  to  18  stu- 
dents. Marriage,  disillusionment,  change  of  career 
goal,  and  academic  difficulty  were  reasons  for 
“drop-outs,”  but  Dr.  Edds  stated  that  most  of  these 
students  remained  in  the  college  — some  even  con- 
tinuing in  the  "regular  pre-medical  program.” 

In  September  1964.  there  were  19  freshmen  can- 
didates taken  into  the  Program  and  none  have  been 
lost  for  academic  reasons  at  the  end  of  the  first 
semester.  Three  students  withdrew  from  the 
Program  but  are  still  in  college.  There  are  three 
transfers  into  the  Program  and  Dr.  Edds  feels  that, 
in  the  future,  the  committee  may  rely  more  fre- 
quently on  transfer  college  students  as  candidates 
for  the  Program.  He  noted  that  most  of  the 
Program's  best  students  carried  extra-curricular 
activities. 

The  curriculum  of  the  Program  includes  courses 
in  the  languages.  English  composition,  social 
studies,  the  humanities,  and  elective  courses  besides 
the  multiple  basic  science  courses  in  biology, 
physics,  chemistry,  and  mathematics.  Also  besides 
the  medical  sciences  such  as  pharmacology,  physi- 
ologv.  pathology,  anatomy,  etc.,  there  is  a research 
requirement  for  the  Master’s  Degree.  Four  inter- 
vening summers  are  available  for  related  work 
and  or  courses. 

Dr.  Edds  characterized  the  faculty  of  the  Pro- 
gram as  being  teachers  of  the  basic  sciences  with  an 
awareness  of  clinical  application  as  well  as  clini- 
cians with  experience  in  basic  science  research.  A 
free  exchange  of  ideas  takes  place,  therefore, 
between  the  clinical  and  academic  facets  of  the 
Program.  There  are  presently  faculty  appointments 
in  biochemistry,  embryology,  pharmacology,  anat- 
omy, and  physiology,  and  a new  drive  for  the 
recruitment  of  faculty  is  currently  underway. 

Dr.  Edds  stressed  Brown's  interest  in  clinical 
matters  and  discussed  the  many  opportunities  for 
"hridgement”  between  laboratory  technics  and 
clinical  work.  A course  in  physical  diagnosis  as 
well  as  one  under  Dr.  Barnes’  direction  to  correlate 
the  use  of  electronics,  physics  and  mathematics  with 
clinical  medical  fields  (e.g.  Heart  Surgery)  were 
cited. 
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one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark 

Each  capsule  contains 

8 mg  °f  Teidrin®  (brand  ...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 

of  chlorpheniramine  J 1 ^ J 

maieate)  somg  of  phenyi-  sneezing,  weeping  and  nasal  congestion  for  24  hours  with 

propanolamine  hydrochlo-  07  1 ^ ^ 

ride,  and  2.5  mg.  of  isopro-  one  'Omade’  SpanSUle®  brand  sustained  release  Capsule  q12h 
pamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories  yp 


when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  num- 
ber of  circumstances  can  unleash  it.  Keep  Atarax  in 
mind  for  all  your  emotionally  distressed  patients  — from 
under  6 to  over  60. 

for  any  age— for  any  stage  of  anxiety 


(hydroxyzine  HCl)jHL, 


. . . In  any  condition  where  tissue  depletion  of  the  water- 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being® 

New  York,  New  York  10017 


Sde  effects  and  precautions:  The  transitory 
rowsiness  which  may  occur  with  hydroxyzine 
Cl  usually  disappears  spontaneously  in  a few 
ays  with  continued  therapy,  or  is  correctable 
riy  dosage  reduction.  Dryness  of  the  mouth  may 
ie  seen  with  higher  doses.  Involuntary  motor 
t'Ctivity  has  been  reported  in  hospitalized 
atients  on  higher  than  recommended  doses, 
ydroxyzine  HCI  may  potentiate  CNS  depres- 
ses, narcotics  such  as  meperidine,  barbitu- 
stes,  and  anticoagulants.  In  conjunctive  use, 
osage  for  these  drugs  should  be  decreased, 
ecause  drowsiness  may  occur,  patients  should 
|e  cautioned  against  driving  a car  or  operat- 
tg  dangerous  machinery.  Parenteral  Solution 
recautions  and  contraindications:  This  dosage 
orm  is  intended  only  for  I.M.  or  I.V.  adminis- 
!iration  and  should  not,  under  any  circum- 
tances,  be  injected  subcutaneously  or  intra- 
rterially.  When  the  usual  precautions  for  I.M. 
iijection  have  been  followed,  reports  of  soft 
issue  reactions  have  been  rare.  I.V.  adminis- 
ration  should  be  slow,  no  faster  than  25  mg. 
>er  minute,  and  should  not  exceed  100  mg.  in 
liny  single  dose.  Particular  care  should  be  used 
o insure  injection  only  into  intact  veins;  a few 
nstances  of  digital  gangrene  occurring  distal 
o the  injection  site  have  been  attributed  to 
nadvertent  intraarterial  injection  or  periarte- 
ial  extravasation,  both  of  which  should  be 
■voided.  More  detailed  professional  informa* 
ion  available  on  request. 


PROVIDENCE  MEDICAL  ASSOCIATION 

concluded  from  page  262 

Clinicians  will  be  utilized  to  assist  the  teaching 
of  pharmacology,  physiology  and  other  basic  medi- 
cal sciences,  and  students  may  choose  a clinician  as 
his  adviser  and  utilize  a hospital  and  its  laboratory 
for  preparing  his  thesis. 

A significant  liaison  between  the  classroom  and 
the  hospital  will  exist  when  the  Pathology  Depart- 
ment is  staffed. 

In  conclusion  Dr.  Edds  stated  that  he  believed 
most  of  the  Program’s  students  would  seek  an 
“M.D."  degree  and  noted  that  many  fine  medical 
schools  were  ready  to  accept  the  Program’s  product. 
He  said  that  he  did  not  know  when  Brown  would 
venture  into  the  full  medical  school  curriculum. 

The  meeting  adjourned  at  9:50  p.m.  Attendance 
64.  Collation  was  served. 

Respectfully  submitted, 

Bertram  H.  Buxton,  Jr.,  m.d. 
Secretary 


PHYSICIANS  SERVICE  IN  1964 

concluded  from  page  254 

in  the  best  interests  of  the  continued  free  private 
practice  of  medicine. 

We  have  never  had  a year  that  did  not  record 
progress.  Our  Plan  has  expanded  annually  but  not 
without  sacrifice  and  sometimes  disappointment, 
yet  achieving  resolution  through  thoughtful  con- 
sideration and  with  ultimate  decision. 

Time  denies  further  encroachment  upon  your 
patience,  but  once  again,  let  me  emphasize  that  our 
future  is  and  will  be  unequivocally  and  inseparably 
linked  to  professional  dedication  without  default 
and  public  acceptance  with  demonstrated  support. 

I feel  we  have  maintained  and  will  so  continue, 
that  balance  between  the  ethical  idealism  of  medi- 
cine and  the  ever-changing  economic  needs  of  the 
people  we  serve. 

In  an  effort  to  conceal  fear,  and  demonstrate 
courage,  may  I say  I am  pleased,  honored,  and 
grateful  for  the  opportunity  of  having  served  as 
your  president  this  past  decade,  but,  it  makes  me 
pause  to  wonder  how  experience  got  such  a reputa- 
tion for  being  the  best  teacher.  Success  is  never 
final  and  failure  never  fatal ; and  prone  as  I am  to 
quotation,  my  parting  thought  is  best  couched  in 
the  words  of  George  Sand,  who  once  said,  “Vanity 
is  the  quicksand  of  reason.’’  If  it  is  the  truth,  what 
matter  who  said  it  ? 


PATRONIZE  JOURNAL 
ADVERTISERS 
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PRESIDENT  S MESSAGE 


W7  hen  a year  ago  you  askecl  me  to  become 
your  President-elect,  I naturally  felt  honored 
and  at  the  same  time  a bit  overawed.  Now,  as  my 
term  as  President  begins,  my  feelings  are  about  the 
same.  The  challenge  is  great,  the  responsibility 
heavy,  and  the  opportunity  to  serve  the  profession 
a privilege  granted  to  only  a few.  One  year  from 
now  I hope  you  will  feel  that  I have  served  you 
well. 

It  is  difficult  not  to  be  pessimistic  about  the  future 
of  medicine  in  the  United  States.  As  this  is  being 
written  the  House  of  Representatives  has  just 
passed  a bill  placing  hospital  care  for  those  sixty- 
five  and  over  under  Social  Security.  No  one  can 
deny  that  this  is  a major  defeat  for  medicine,  and, 
if  the  Senate  concurs,  the  foundation  for  nationaliza- 
tion of  medical  care  will  have  been  laid.  Many 
honest  and  sincere  people  including  congressmen 
will  not  agree  that  this  is  so,  but  if  one  reviews  the 
history  of  this  movement  and  identifies  its  strong 
proponents,  he  will  recognize  the  pattern  of  its 
evolution.  Since  the  frontal  attack  of  the  Murray- 
Wagner-Dingell  bill  failed  in  1948  there  has  been 
a constant  erosion  going  on.  Bit  by  bit  the  aims  of 
this  bill  are  being  enacted  and  anyone  who  fails  to 
recognize  or  admit  this  is  either  uninformed  or 
scheming.  How  far  this  will  go,  no  one  can  say.  One 
may  be  sure,  however,  that  it  will  go  just  as  far  as 
the  people  can  be  convinced  of  its  necessity  or 
desirability. 

How  can  we  prevent  the  nationalization  of  medi- 
cal care  ? Looking  back  it  is  clear  that  we  cannot  do 
it  by  fighting  a rear  guard  delaying  action.  This  we 


have  done  for  twenty  years  and  as  a result  we  are 
losing  the  battle  and  are  categorized  as  reactionary 
and  negative  ! Emanating  from  this  is  the  accusation 
that  we  want  to  maintain  the  “status  quo”  for  our 
own  selfish  interests.  This  is  not  true  hut  is  widely 
believed  and  consequently  makes  powerful  propa- 
ganda. Somehow  we  must  prove  this  false  and  pre- 
sent our  true  image. 

It  is  my  firm  belief  that  the  people  of  the  United 
States  want  some  type  of  complete  medical  care 
service  and  do  not  much  care  how  it  is  financed.  In 
one  way  or  another  they  are  going  to  get  it.  They 
have  been  patient  with  us  but  will  not  accept  half 
measures  much  longer.  Whether  they  are  right  or 
wrong  in  this  attitude  does  not  matter.  Their  minds 
are  made  up  and  we  had  better  get  on  with  the  job 
of  providing  what  they  want  or  it  will  be  done  for  us. 

At  the  moment  I see  no  other  means  than  the 
Blue  Shield  Plans,  except  the  Federal  Government, 
for  providing  this  service.  Here  in  Rhode  Island 
we  have  found  it  possible  to  accept  the  principle  of 
complete  coverage  for  those  sixty-five  and  over 
under  our  MAA  Program.  It  does  not  seem  unpal- 
atable. We  could  make  no  greater  contribution  to 
medicine  and  to  our  community  than  to  extend  this 
concept  of  full  coverage  to  all  subscribers  of  Physi- 
cian’s Service.  We  have  an  opportunity  to  assume 
a leadership  role  in  Rhode  Island,  but  first  we  must 
subject  our  traditional  beliefs  and  postures  to 
honest  criticism  to  see  if  they  are  still  valid  in  the 
light  of  the  accelerating  social  changes  going  on 
around  use. 

William  A.  Reid,  M.  D. 

President 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


269 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension-also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines: 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 
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WHO  NEEDS  A BLOOD-GLUCOSE  DETERMINATION? 

Many  of  your  patients,  Doctor.  With  DEXTROSTIX®  Reagent  Strips,  estimating 
blood  glucose  takes  only  60  seconds.  The  test  can  be  used  for  screening  in 
every  physical  examination  and  emergency  situation.  DEXTROST IX  is  also  use- 
ful for  checking  blood  glucose  in  pregnancy,  obesity,  peripheral  vascular  dis- 
ease, certain  endocrine  disorders,  patients  on  “thiazides”  and  other 
potentially  hyperglycemic  drugs,  diabetic  screening  and  manage- 
ment, and  other  conditions  where  hypo-  or  hyperglycemia  may  be  of 
clinical  significance.  □ Ames  Company,  Inc.,  Elkhart,  Indiana  ames 
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BOOK  REVIEWS 


PRINCIPLES  OF  PUBLIC  HEALTH  AD- 
MINISTRATION by  John  J.  Hanlon,  m.d. 

Fourth  Edition.  The  C.  V.  Mosby  Company. 

St.  Louis.  1964.  SI  1.50 

This  well-written  and  well  documented  book- 
deals  primarily  with  the  philosophy  behind  the 
various  principles  of  public  health  administration 
and  practice.  Its  greatest  strength  lies  in  the  chap- 
ters dealing  with  personnel  factors  and  with  the 
reasoning  behind  various  departmental  set-ups  and 
activities. 

It:-  weaknesses  are  in  the  historical  backgrounds. 
Xo  distinction  seems  to  have  been  made  between 
the  independent  board  of  health  and  the  ex-officio 
board.  To  many  states,  the  local  town  council  or 
board  of  aldermen  or  selectmen  are  by  state  law. 
authorized  to  sit  as  hoards  of  health  with  broad 
powers. 

Todav.  certain  municipalities  mav  elect  inde- 
pendent boards  of  health,  directly  or  through  their 
elected  representatives. 

The  Board  of  Health  established  in  Providence 
in  1832  was  actually  the  Board  of  Aldermen  of  the 
newlv  established  City  of  Providence.  As  can  be 
readilv  seen,  these  gentlemen  only  gave  part  time 
attention  to  their  Board  of  Health  and  Board  of 
Aldermen  duties. 

It  was  only  when  health  problems  would  multiply 
and  exert  pressures  on  these  gentlemen  to  meet 
more  often  that  a full  time  health  department  with 
even  a part  time  health  officer  would  he  established. 

Providence  established  its  full  time  health  depart- 
ment by  first  setting  up  the  office  of  City  Registrar 
in  1855.  to  get  the  facts.  In  the  following  year.  1856. 
the  office  of  Superintendent  of  Health  was  estab- 
lished. Dr.  Edwin  M.  Snow  was  the  first  full  time 
Registrar  and  Health  Officer. 

Joseph  Smith,  m.d. 

Ciba  Foundation  Symposium  on  CELLULAR 

INJ UR)'.  Editors : A.  Y.  S.  de  Reuck  and  Julie 

Knight.  Little.  Brown  and  Companv.  Boston. 

1964.  $12.00 

This  volume,  which  covers  a wide  range  of  bio- 
chemical and  physiological  phenomena  involved  in 
injury  and  death  of  cell.-,  represents  a multi-faceted 
progress  report  of  contemporary  investigations  in 
this  field.  An  effort  has  been  made  to  emphasize  the 


relationships  of  biochemical  and  anatomic  prop- 
erties of  damaged  cells.  The  presentations  include 
considerable  speculative  discussion  which  will  he  of 
primary  interest  to  persons  engaged  in  investigative 
work.  These  include  reactions  of  cell  membranes, 
classification  of  agonal  phenomena,  and  mechanisms 
of  alkylation  of  cell  components. 

Several  chapters  are  particularlv  outstanding  in 
terms  of  clinical  interest,  however.  One  of  these  is 
the  discussion  of  Jacobson,  dealing  with  the  roles 
of  folic  acid  and  folic  acid  antagonists  on  mitotic 
activity  in  cells.  His  presentation  of  the  mechanisms 
of  development  of  leukemic  cell  resistance  to  anti- 
metabolites is  lucid  and  excellent.  The  chapter  by 
Rees  on  metabolic  and  ultrastructural  lesions  pro- 
duced by  hepatotoxic  agents  is  also  particularly 
pertinent  for  those  interested  in  liver  disease. 
Several  other  studies  also  utilize  the  hepatic  cell  as 
a model  for  the  study  of  injury.  A summary  of 
the  present  state  of  knowledge  of  ultrastructural 
changes  induced  by  viruses,  presented  by  Bern- 
hard.  should  he  of  interest  to  many  readers.  The 
discussions  following  some  of  the  papers  are  par- 
ticularly rewarding. 

Patricia  Farnes,  m.d. 

BETTER  HEALTH  FOR  WOMEN  by  Charles 
Richard  Alsop  Gilbert,  m.d.  Doubleday  & Co., 
Inc..  Garden  City.  X ew  York.  1964.  $4.95 
Every  woman  who  reads  Dr.  Gilbert's  book  will 
unquestionably  learn  a great  deal  about  herself. 
This  simply  written  volume  deals  with  the  normal 
and  abnormal  functions  of  the  female  reproductive 
system  and  considers  the  many  problems  that  arise 
in  a woman's  life,  from  the  moment  of  birth  through 
the  menopausal  vears.  In  each  chapter,  whether  the 
topic  is  pregnancy,  childbirth,  contraception,  malig- 
nancy or  radiation,  the  emphasis  is  upon  the  attain- 
ment of  better  health,  early  diagnosis,  and  the  pre- 
vention of  disease  through  regular  check-up  exam- 
inations. This  stress  is  good  both  for  the  patient 
and  the  doctor. 

The  information  is  set  forth  in  a style  comparable 
to  medical  articles  in  magazines  such  as  the  Ladies' 
Home  JoitmaUdud  McCall’s.  In  a spirit  of  together- 
ness a mother  and  daughter  could  benefit  from 
reading  it  to  each  other.  Xo  phase  of  the  privilege 
of  being  female  is  omitted,  and  in  this  sense  the 
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gd  in  previously  treated 
prtensive  patients... 


vuh. 


3t  you  even  want  to  try  it,  Doctor? 


tegroton* 

tosition:  Each  tablet  contains  chlorthalidone, 
i , and  reserpine,  0.25  mg. 
i {indications:  History  of  mental  depression, 

0 sensitivity,  and  most  cases  of  severe  renal 

1 atic  diseases. 

ng:  Discontinue  2 weeks  before  general 
° esia,  1 week  before  electroshock  therapy, 

0 depression  or  peptic  ulcer  occurs. 

• itions:  Reduce  dosage  of  concomitant  anti- 
C ensive  agents  by  one-half.  Discontinue  if 
' JN  rises  or  liver  dysfunction  is  aggravated. 

1 olyte  imbalance  and  potassium  depletion 
! ccur;  take  particular  care  in  cirrhosis  or 


Regroton  improved  response 
in  76  out  of  80... 


...reducing  mean  arterial  pressure  Uh-huh. 
from  135  to  112  mm.  Hg. 


I’ve  already  got  eleven  patients  Why  didn’t  you  say  so  in  the 

doing  fine  on  Regroton.  first  place? 


Superior  to  other  antihypertensives 
in76  of  80  patients  in  a 2-year  study* 


Geigy 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Average  Dosage:  One  tablet  daily  with  breakfast. 
Availability:  Bottles  of  100  and  1000  tablets. 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  (m) 

Ardsley,  New  York  RE-3455 
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CAN  YOU  NAME  IT? 

Conducted  by  Thomas  Forsythe,  m.d..  Associate  Radiologist 
Department  of  Roentgenology,  Rhode  Island  Hospital 


This  is  a 54-year-old  diabetic  female  with 
right  flank  pain  and  fever. 

Differential  Diagnosis: 

a.  Chronic  pyelonephritis? 

b.  Renal  tuberculosis? 

c.  Nonopaque  right  ureteral  calculus? 

d.  Necrotizing  papillitis? 

( See  Page  278  ) 


BOOK  REVIEWS 

cot! tinned  from  page  272 

hook  is  a general  medical  primer  for  the  personal 
concerns  of  womankind. 

Essentially,  this  is  not  a text  for  doctors.  How- 
ever, at  the  end  of  each  chapter  there  is  a question 
and  answer  section  based  on  actual  inquiries  made 
to  Dr.  Gilbert  by  his  own  patients.  The  wise  and 
tactful  manner  in  which  Dr.  Gilbert  parries  these 
expressions  of  doubt,  secret  anxiety,  and  sometimes 
utter  nonsense  is  instructive  and  would  be  invalu- 
able particularly  to  the  young  physician  just  starting 
out  in  practice.  Otherwise,  the  book  is  better  placed 
in  the  waiting  room  than  on  the  physician’s  library 
shelf. 

Evelyxe  L.  Slabey,  m.d. 

THE  HISTORY  OF  SURGICAL  ANES- 
/ HESIA  by  Thomas  E.  Keys.  Dover  Publica- 
tions, Inc.,  Xew  York,  1963.  $2.00 

It  is  very  pleasing  to  find  that  Mr.  Thomas  E. 
Keys'  History  of  Anesthesia  has  been  again  made 
available.  This  is  especially  so  since  it  now  appears 


in  a paperback  edition  and  will  thus,  perhaps,  be 
more  widely  read  than  was  the  original  edition. 

This  book  was  first  published  in  1945  and  is  an 
excellent  review  of  the  highlights  in  the  develop- 
ment of  anesthesia  to  that  time.  The  present  edition 
is.  as  far  as  I can  tell,  an  exact  copy  of  the  original, 
even  to  the  pagination.  The  additions,  though  small, 
are  significant.  There  is  a new  preface  to  the  edition 
with  its  own  group  of  references.  The  historic  events 
in  anesthesia  from  1944  to  1953,  as  well  as  some 
additional  source  references,  are  listed  by  pages 
of  inserts. 

The  publishers  exhibited  good  judgment  in  in- 
cluding the  original  introductory  essay  by  Chauncev 
D.  Leake,  the  chapter  on  The  Future  of  Anesthesia 
by  Xoel  A.  Gillespie,  and  an  Appendix  by  John  F. 
Fulton.  Each  was  uniquely  qualified  to  write  his 
chapter. 

The  text,  however,  does  not  extend  beyond  events 
in  1944.  The  20  years  since  that  time  have  witnessed 
no  less  a remarkable  progress  than  did  the  first 
century  of  anesthesia,  and  it  would  be  very  nice  to 
have  events  brought  up  to  more  recent  times.  Xo 
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“We’re  puzzled”*... 


• . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
• . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
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2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency — 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 
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one  is  more  able  to  review,  abstract,  digest  and 
present  to  ns  tbe  salient  events  of  this  latter  period 
than  is  Thomas  E.  Keys.  We  hope  he  will  under- 
take this  formidable  task.  Meanwhile,  it  behooves 
many  of  us  who  have  not  done  so  to  familiarize  our- 
selves with  The  History  of  Surgical  Anethesia. 

Meyer  Saklad,  m.d. 

IX  DU  ST  RIAL  AND  TRAUMATIC  OPH- 
THALMOLOGY. Symposium  of  the  New 
Orleans  Academy  of  Ophthalmology.  The  C.  V. 
Mosby  Company,  St.  Louis,  1964.  $14.50 
Any  physician  who  has  contact  with  industrial 
accidents  will  find  a wealth  of  information  in  this 
volume.  The  chapters  on  first  aid  and  care  of  eye 
injuries  will  be  of  interest  to  all;  and  industrial 
physicians  and  ophthalmologists  will  find  useful 
information  in  the  discussion  of  visual  require- 
ments for  various  jobs.  Pathology  of  eye  trauma  is 
well  covered  and  includes  ample  illustrations.  But 
the  greatest  number  of  “pearls”  is  to  be  found  in  the 
Round  Table  Discussion  where  everyday  problems 
are  discussed  and  practical  solutions  suggested. 

Robert  S.  L.  Kinder,  m.d. 

PHYSICAL  EXAMINATION  OF  THE 
SURGICAL  PATIENT  by  J.  Englebert 
Dunphy,  m.d.,  and  Thomas  W.  Botsford,  m.d. 
Third  Edition.  W.  B.  Saunders  Company,  Phila- 
delphia, 1964.  $8.50 

In  an  era  when  the  general  surgical  literature 
abounds  with  scientific  fact  in  enormous  propor- 
tions, it  is  at  once  refreshing  and  important  to 
return  to  basic  clinical  issues.  The  review  of  the 
current  edition  of  this  book  has  been  an  especially 
rewarding  personal  experience. 

It  was  likewise  interesting  to  compare  the  third 
edition  with  the  first,  and  to  note  the  differences. 
Although  there  have  been  some  refinements  of  older 
drawings  and  tbe  inclusion  of  new  photographs  in  a 
few  instances,  the  major  contribution  in  this  new 
edition  is  the  addition  of  several  new  sections. 

In  a new  chapter  devoted  to  the  examination  of 
the  surgical  cardiac  the  practitioner  is  reminded  of 
the  value  of  careful  clinical  examination  of  the  heart. 
Of  great  importance  is  the  emphasis  given  to  the 
role  of  auscultation  in  determining  candidacy  for 
surgical  treatment.  Too  many  of  us  have  drifted 
into  a reliance  on  elaborate  mechanical,  electrical 
and  physical  devices  to  sort  these  patients  out  for  us. 

The  new  section  on  Cancer  Detection  adds  little 
to  the  remainder  of  the  text  except  as  it  focuses 
attention  on  the  fact  that  cancer  detection  is  prop- 
erly the  function  of  the  individual  physician  and  is 
well  executed  in  the  course  of  a good  thorough 
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physical  examination. 

A new  section  on  emergency  resuscitation  has 
been  included  in  the  chapter  dealing  with  the  exam- 
ination of  the  injured  patient.  The  problems  of 
respiratory  adequacy  and  cardiac  standstill  are 
well  covered  here  and  represent  a very  worthwhile 
addition. 

Finally,  a short  hut  useful  approach  to  the  exam- 
ination of  the  burned  patient  is  added.  The  impor- 
tant features  of  the  initial  appraisal  are  discussed, 
and  there  are  several  informative  color  photographs 
in  this  section. 

In  the  remainder  of  its  form  and  substance  the 
book  remains  much  like  the  first  edition.  The  same 
main  theme  prevails  — the  simple,  direct,  but  gentle 
approach  to  the  patient  as  a fellow  human  being  is 
still  the  lesson.  An  examination  which  is  thorough 
and  intelligent,  performed  by  an  examiner  who  is 
understanding,  patient,  and  motivated  by  a desire 
to  learn  more  about  his  patient,  can  only  bring 
great  rewards  to  both  parties. 

The  book  is  highly  recommended  as  an  essential 
component  of  the  personal  library  of  every 
physician. 

Robert  F.  Corrente,  m.d. 

GIVE  AND  TAKE.  The  Development  of  Tissue 

Transplantation  by  Francis  D.  Moore,  m.d.  \Y.  B. 

Saunders  Company,  Philadelphia,  1964.  $5.50 

“Give  and  Take"  is  a delightful  volume  by  Dr. 
Francis  D.  Moore  of  Boston.  It  has  to  do  with  the 
story  of  “The  Development  of  Tissue  Transplanta- 
tion.” It  can  easily  be  read  in  an  evening  or  two. 

Essentially  it  is  a semi-technical  book,  and,  for 
those  without  a scientific  background,  a series  of 
footnotes  explaining  terminology  is  provided.  Dr. 
Moore  offers  us  an  excellent  historical  review  of 
tissue  transplantation.  He  also  has  interesting  com- 
ments to  make  on  the  problems  of  animal  experi- 
mentation, press  relations,  and  also,  philosophical, 
moral,  and  ethical  considerations  of  the  transplan- 
tation of  vital  organs  with  special  reference  to  the 
donor. 

With  regard  to  “scientific  breakthroughs"  the 
story  told  by  Dr.  Moore  is  an  old  one  and  oft 
repeated.  They  are  not  breakthroughs  at  all.  He 
illustrates  vividly  how  at  most  any  single  achieve- 
ment is  the  result  of  contributions  by  many  scien- 
tists. For  example,  the  first  recorded  homologous 
transplantation  of  a kidney  was  done  by  a Viennese 
in  the  year  1902  ! In  1910  Dr.  Carrell  from  France, 
working  in  the  United  States,  contributed  sig- 
nificantly to  the  techniques  of  transplantation. 
Physicians  at  the  Mayo  Clinic  made  important 
contributions  as  far  back  as  1923.  Veterinary  scien- 
tists have  played  vital  roles.  Englishmen.  Dutch- 
men, et  al.  ad  inf.  over  the  course  of  many  many 
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Age  12-13— not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne... the  first  comedone  or 
seborrhea...  “this  is  the  time  to  institute  preventive 
measures  — the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”'  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory."2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  "no  patient  failed  to  improve."3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind"  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris"4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  IV2 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  0.:  The 
treatment  of  acne;  a trial  of  "pHisoHex,"  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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years  have  all  made  indispensable  contributions. 

Dr.  Moore  also  makes  a strong  plea  that  in  any 
institution  undertaking  this  work  a team  should  be 
formed  which  should  master  practice  and  theory  on 
animals  before  working  on  human  subjects. 

For  those  interested  in  becoming  acquainted  with 
the  field  of  tissue  transplantation  there  is  no  better 
place  to  start  than  with  “Give  and  Take.” 

J.  E.  Caruolo,  m.d. 

SMOKING  AND  YOUR  LIFE  by  Alton  Ochs- 
ner, m.d.  Julian  Messner,  Inc.,  New  York,  1964. 
$3.00 

This  is  the  third  edition  of  Dr.  Ochsner’s  book, 
published  first  under  the  title  “Smoking  and 
Cancer”  and  next  retitled  “Smoking  and  Health.” 
It  represents  the  reaction  of  a very  distinguished 
thoracic  surgeon  to  the  disastrous  results  of  cigar- 
ette smoking  that  he  sees  every  day  in  his  operating 
room  in  the  form  of  bronchogenic  carcinoma.  In 
this  book,  however,  be  has  broadened  his  discussion 
to  an  indictment  of  all  types  of  tobacco  smoking. 

He  includes  the  increase  in  the  occurrence  of 
cancer  of  the  lip  and  mouth  associated  with  smoking 
pipes  and  cigars,  and  the  effect  of  smoking  on  the 
heart  and  the  respiratory  system.  There  are  also 
chapters  on  tobacco  and  digestion,  its  relation  to 
sex  and  to  the  mental  status  of  the  smoker.  There 
is  a chapter  on  tobacco  and  teenagers  which  is  very 
much  to  the  point.  Finally,  he  proposes  a series  of 
questions  and  answers,  most  of  which  are  well 
chosen,  and  he  follows  this  with  a long  chapter  on 
quitting  the  habit  in  which  he  discusses  very  intelli- 
gently the  responsibility  of  the  tobacco  industry. 

The  book  is  obviously  the  work  of  a man  who  is 
motivated  by  a sincere  desire  to  prevent  the  damage 
that  is  done  to  his  fellow  citizens  by  the  use  of 
tobacco.  It  is  based  on  a very  broad  experience  in 
the  field  of  thoracic  surgery  and  keen  clinical  ob- 
servation and  study.  In  the  opinion  of  this  reviewer 


ANSWER  TO  RADIOLOGICAL  QUIZ 
(See  Page  274) 

CAN  YOU  NAME  IT? 

Answer:  The  changes  involving  the  calyces  of  the 
right  kidney  consisting  of  marked  irregularity  and 
slight  dilatation  are  produced  by  necrosis  of  the 
renal  papillae.  The  ovoid  defect  in  the  lower  end 
of  the  ureter  upon  removal  proved  to  be  necrotic 
renal  tissue.  Necrotizing  papillitis  is  a common 
cause  of  death  in  diabetics  and  should  be  suspected 
in  such  individuals,  who  have  fever,  flank  pain  and 
show  an  elevated  BUN. 


the  book  loses  some  of  its  force  by  the  inclusion  of 
so  many  of  what  we  may  call  relatively  minor  or 
less  definitely  proved  deleterious  consequences  of 
smoking,  so  that  the  lay  reader,  who  sees  his  friends 
smoking  excessively  while  apparently  unharmed,  is. 
in  many  instances,  inclined  to  put  the  whole  matter 
aside  as  probably  grossly  exaggerated.  Another 
criticism  that  one  can  mention  is  the  relatively  slight 
emphasis  on  obstructive  emphysema  which  is  the 
cause  of  death  in  many  more  people  than  die  of 
bronchogenic  carcinoma  and  is  in  almost  all  in- 
stances the  result  of  the  inhalation  of  cigarette 
smoke  for  many  years.  A few  years  ago  this  reviewer 
asked  Dr.  Ochsner  if  he  believed  that  chronic 
bronchiolitis  with  obstructive  emphysema  is  a more 
important  cause  of  death  due  to  cigarette  smoking 
than  is  carcinoma.  His  answer  was  in  the  affirma- 
tive. Previously,  the  same  question  addressed  to 
Dr.  Richard  Overholt  resulted  in  the  same  reply. 
It  is  reasonable  for  a thoracic  surgeon  to  be  more 
impressed  with  the  ravages  of  pulmonary  carci- 
noma which  can  be  an  indication  for  surgery,  but 
the  internist  and  the  general  practitioner  usually 
see  several  victims  of  obstructive  emphysema  to  one 
with  bronchogenic  carcinoma. 

Dr.  Ochsner  is  a leader  in  the  struggle  against 
the  use  of  tobacco.  Both  the  public  and  the  profes- 
sion owe  him  a debt  of  gratitude  for  his  forthright 
and  courageous  leadership.  His  colleagues  cannot 
but  back  him  up  to  the  limit.  One  may  hope  that  he 
will  publish  a fourth  edition  of  his  book  in  which  he 
will  make  a little  clearer  the  major  importance  of 
the  bad  effects  of  the  inhalation  of  tobacco  smoke 
in  comparison  with  the  lesser,  but  still  very  serious, 
effects  of  smoking  on  other  organs  and  tissues. 

Alex  M.  Burgess,  Sr.,  m.d. 

CORNEAL  CONTACT  LENSES  by  Members 
of  the  Contact  Lens  Section,  Department  of 
Ophthalmology,  Baylor  University  College  of 
Medicine,  Houston,  Texas.  Edited  by  Louis  J. 
Girard,  m.d.  Associate  Editors  : Joseph  W.  Soper 
and  Whitney  G.  Sampson,  m.d.  The  C.  Y.  Mosby 
Company,  St.  Louis,  1964.  $19.75 

Dr.  Girard  and  the  other  contributors  from  the 
Baylor  University  School  of  Medicine  are  well 
known  for  their  extensive  work  in  the  field  of  con- 
tact lenses.  The  present  work  represents  a rather 
complete  summary  of  the  problems  of  selecting, 
fitting,  and  caring  for  corneal  contact  lens  patients. 
In  addition,  considerable  space  is  devoted  to  the 
manufacture  and  modification  of  contact  lenses. 
While  most  ophthalmologists  are  not  concerned 
with  this  aspect  of  contact  lenses,  some  knowledge 
is  required  if  an  intelligent  request  for  modification 
is  to  be  made.  The  discussion  of  the  optics  of  contact 
lenses  provides  a good  review.  The  color  and  black 
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Even  raw  materials  of  the  highest  quality  are 
not  above  suspicion.  That’s  why  we  screen 
them  through  this  "security  sieve.”  It  sepa- 
rates foreign  elements  from  all  incoming  mate- 
rial intended  for  granulation.  Here’s  how  it 
works:  The  screen  vibrates  over  a tub  at  the 
rate  of  1,000  to  3,000  times  a minute  and  sifts 
the  material.  Anything  larger  than  the  speci- 


fied particles  is  left  behind.  The  sieve  is  engi- 
neered by  an  action  called  "annular  rotation” 
so  that  all  particles  will  ultimately  come  in 
contact  with  the  screen  surface.  Security  screen- 
ing is  just  one  aspect  of  an  elaborate  program 
at  Eli  Lilly  and  Company  to  insure  the  highest 
quality  in  our  finished  products. 
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and  white  illustrations  are  excellent.  One  gets  the 
impression  that,  if  the  steps  on  fitting  and  modify- 
ing lenses  as  outlined  are  followed,  no  problems  will 
arise.  But  anyone  who  has  ever  fitted  a contact  lens 
knows  this  is  not  so.  The  suggestion  that  improper 
blinking  can  he  relieved  with  exercise  seems  to  be 
open  to  question.  Certain  items,  such  as  evaluation 
of  lens  ride,  are  too  briefly  discussed.  These  are 
minor  criticisms,  however,  for  this  is  probably  the 
best  text  on  corneal  contact  lenses  to  he  published  in 
recent  years.  It  is  highly  recommended. 

Robert  S.  L.  Kinder,  m.d. 

THE  LUNG  AND  ITS  DISORDERS  IX  THE 

NEJVBORX  IXFAXT.  By  Mary  Ellen  Avery, 

m.d.  \V.  B.  Saunders  Company.  1964.  224  pp. 
S7.50 

This  is  the  initial  volume  in  a series  of  mono- 
graphs on  Major  Problems  of  Clinical  Pediatrics. 
The  author  has  made  many  important  original 
contributions  to  the  understanding  of  pulmonary 
physiology  and  pathology.  The  book  is  divided  into 
three  basic  sections : 

(1)  The  Xormal  Development  and  Physiology 
of  the  Fetal  and  Xeonatal  Lung  delineates  the 
normal  embryology  and  development  of  the  lung, 
including  its  special  properties  of  aeration  at  birth. 
The  perinatal  circulation  and  the  regulation  of 
respiration  by  various  chemical  stimuli  and  reflexes 
are  reviewed.  Methods  of  study  of  the  pulmonary 
functions  in  infants  are  outlined.  The  roentgeno- 
graphic  evaluation  of  the  chest  of  babies  and  their 
normal  variations  are  ably  presented  by  Dr.  Olga 
Baghdassarian. 

(2)  The  Disorders  of  Respiration  in  the  Xew- 
born.  including  numerous  congenital  anomalies, 
such  as  choanal  atresia,  malformations  of  great 
vessels,  lung  cysts,  and  many  other  abnormalities 
of  the  lungs,  are  reviewed  in  some  detail.  Special 
attention  is  given  to  infections,  such  as  pneumonia, 
syphilis,  tuberculosis,  and  viral  infections  of  the 
lungs,  as  well  as  the  particularly  interesting  prob- 
lem of  hyaline  membrane  disease.  This  disease  alone 
is  estimated  to  kill  at  least  25,000  babies  per  year 
in  the  United  States.  Additional  discussions  on 
aspiration  syndrome,  spontaneous  pneumothorax, 
pulmonary  hemorrhage,  and  pulmonary  edema  are 
outlined. 

(3)  A complete  discussion  of  resuscitation  of 
newborns  as  practiced  in  the  Johns  Hopkins  Hos- 
pital comprises  the  final  section  of  this  monograph. 

This  book  should  lie  of  interest  to  almost  every 
general  practitioner,  obstetrician,  pediatrician, 
radiologist,  and  anesthesiologist  concerned  with 
the  problems  of  the  newborn.  \\  ith  the  increase  in 
knowledge  of  respiratory  physiology  in  the  last  ten 
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years,  the  need  for  special  interpretation  of  these 
data  on  the  respiratory  systems  of  fetuses  and  new- 
borns has  been  ably  and  enthusiastically  presented 
by  Dr.  Avery. 

George  W.  Anderson,  m.d. 

RESPIRATORY  FUNCTION  IN  DISEASE. 

An  Introduction  to  the  Integrated  Study  of  the 

Lung  by  David  V.  Bates,  m.d.,  and  Ronald  V. 

Christie,  m.d.  W.  B.  Saunders  Company,  Phila- 
delphia, 1964.  $15.50 

This  book  by  Drs.  Bates  and  Christie  succeeds 
not  only  in  living  up  to  its  title,  by  presenting 
information  concerned  with  respiratory  function  in 
disease,  but  goes  further  and  does  very  well  by  its 
sub-title,  “An  Integrated  Study  of  the  Lung.” 

Properly  placed  at  the  very  beginning  of  the  book 
is  a Glossary  of  Terms.  The  reader  will  do  well  to 
familiarize  himself  with  this  glossary  and  with  its 
abbreviations,  for  an  understanding  of  the  material 
that  follows. 

The  first  127  pages  of  the  book  contain  basic 
information  necessary  for  an  understanding  of 
respiratory  diseases.  The  serious  reader  is  well- 
advised  to  study  this  portion  of  the  book  carefully. 

One  chapter  is  devoted  to  methods.  Various  tech- 
niques of  measurement  are  carefully  and  thoroughly 
presented.  The  procedures  employed  to  evaluate 
and  measure  ventilation,  lung  volume,  inert  gas  dis- 
tribution, blood  gases,  and  pulmonary  function  are 
to  be  found  here. 

The  remainder  of  the  book  discusses  disease 
entities.  Each  chapter  is  devoted  to  a single  type  of 
pathology,  handled  systematically  and  thoroughly, 
and  opens  with  an  outline,  reference  to  which  would 
lead  the  casual  reader  to  the  right  page  with  minimal 
effort  on  his  part. 

The  laboratory  and  clinical  diagnosis  and  meth- 
ods of  treatment  of  respiratory  failure  are  very  well 
covered.  There  are  some  notes  on  the  organization 
of  an  intensive  care  unit  for  the  management  of 
respiratory  failure.  The  development  of  the  respira- 
tory care  unit  is  an  important  step  in  the  care  of 
patients  in  acute  respiratory  distress,  and  in  this 
area  Dr.  Bates  is  a leader.  More  space  could  profit- 
ably have  been  devoted  to  the  presentation  of  the 
means  of  assisted  and  controlled  respiration. 

The  bibliography  of  respiratory  disease  is  indeed 
massive.  The  2,358  items  in  the  bibliography  repre- 
sent what  the  authors  feel  are  “only  sufficient  refer- 
ences to  provide  essential  background.” 

MEDICAL  PHARMACOLOGY.  Principles  and 

Concepts  by  Andres  Goth,  m.d.  Second  Edition. 

The  C.  V.  Mosby  Company,  St.  Louis,  1964. 
$11.75 

This  book  presents  a comprehensive  discussion 
of  the  drugs  commonly  used  in  medicine.  Its  aim  is 


the  presentation  of  the  aspects  of  medical  pharma- 
cology important  to  practitioners  of  medicine.  It  is 
very  readable  for  both  study  and  reference.  There 
are  547  pages  of  material,  divided  into  51  chapters. 
Each  chapter  deals  with  a specific  group  of  drugs. 
Sample  chapters  are:  5.  Adrenergic  drugs, 

11.  Pharmacologic  approach  to  hypertension, 
13.  Antihistaminic  drugs,  15.  Tranquilizing  drugs, 
and  43.  Antibiotic  drugs. 

Each  drug  is  discussed  as  to  its  chemistry,  its 
therapeutic  and  toxic  effects,  its  relative  usefulness, 
and  its  incompatabilities.  The  contents  are  arranged 
so  that  each  drug  can  be  looked  up  quickly.  The 
doctor  can  make  his  own  decision  as  to  relative 
usefulness.  This  is  a very  useful  book  for  reading 
and  for  reference. 

Francis  B.  Sargent,  m.d. 

ATLAS  OF  GENERAL  SURGERY  by  Joseph 

R.  Wilder,  m.d.  Second  Edition.  The  C.  V.  Mosby 

Company,  St.  Louis,  1964.  $23.50 

Joseph  R.  Wilder,  m.d.,  Director  of  Surgery  at 
the  Hospital  for  Joint  Diseases  in  New  York  City, 
has  published  the  second  edition  of  his  Atlas  of 
General  Surgery.  Approximately  105  procedures 
are  illustrated  in  the  text. 

The  most  important  consideration  in  evaluating 
any  surgical  atlas  is  the  quality  and  clarity  of  its 
illustrations.  It  is  important  that  excessive  detail  be 
eliminated  in  order  to  illustrate  the  significant 
features  of  any  given  operative  procedure  with 
maximum  clarity.  As  a result,  therefore,  one  often 
finds  that  such  illustrations  are  excessively  diagram- 
matic, and  tend  to  over-simplify  the  complexities  of 
a given  procedure.  In  the  atlas  in  question  the  illus- 
trations are,  on  the  whole,  satisfactory,  and  Miss 
Shirley  Baty,  the  illustrator,  appears  to  have 
obtained  a happy  medium  between  eliminating 
excess  detail  and  making  her  illustrations  overly 
diagrammatic.  The  techniques  illustrated  seem  to 
be  standard  throughout,  and  I can  find  no  serious 
objection  to  the  surgical  methods  or  techniques 
illustrated. 

I do  not  feel,  however,  that  the  Atlas  of  General 
Surgery  is  a worthwhile  addition  to  the  library  of 
a practicing  general  surgeon.  For  one  who  is  in- 
volved in  the  everyday  practice  of  general  surgery 
the  techniques  illustrated  are  overly  simplified.  For 
the  medical  student  or  intern,  however,  I feel  that 
this  is  a very  satisfactory  atlas,  and  for  the  physician 
in  this  stage  of  surgical  training  it  offers  a clear  and 
easily  understood  introduction  to  the  technique  of 
many  surgical  procedures  which  might  otherwise  be 
difficult  to  visualize. 

A word  must  also  be  said  about  the  text  which 
accompanies  the  illustrations.  Throughout  the  atlas 
the  accompanying  text  is  short  and  concise.  There 

continued  on  next  page 
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is  no  excessive  or  redundant  verbiage,  and  I feel 
that  this  enhances  the  value  of  the  work. 

Baxice  M.  Webber,  m.d. 

SURGERY  OF  THE  BREAST  by  Louis  H. 

Jorstad.  m.d.  With  the  Collaboration  of  Meredith 

Jorstad  Payne,  m.d.  The  C.  Y.  Mosby  Company, 

St.  Louis.  1964.  SI 5.00 

In  the  preface  the  author  states,  “It  is  quite  a 
formidable  task  for  a practicing  surgeon  to  put 
together  a hook  of  this  type.”  This  quotation  sets 
the  tone  for  the  entire  volume.  The  task  IS 
formidable,  and  this  contribution  is  what  one  would 
expect  from  a practicing  surgeon.  In  the  areas  con- 
cerning actual  surgical  procedures,  in  benign  and 
malignant  disease,  ideas  are  well  formulated.  In  the 
difficult  field  of  palliative  therapy,  the  author  is 
content  to  quote  the  literature  extensively  without 
often  recommending  one  author’s  opinion  over 
another's. 

I 

The  organization  of  the  mid-portion  of  the  book, 
where  many  isolated  facts  about  breast  cancer  are 
mentioned,  is  hard  to  understand.  For  instance,  on 
three  consecutive  pages  are  discussions  entitled 
Relation  of  Treatment  of  Breast  Cancer  to  Survival 
Time.  Developmental  Abnormalities,  Axillary 
Prolongation  of  Breast  Tissue.  Gynecomastia,  and 
Massive  Edema  of  the  Arm  (post  radical 
mastectomy). 

The  areas  of  the  hook  dealing  with  statistics  would 
he  clearer  if  the  figures  were  given  in  table  form. 

Nearly  a quarter  of  the  text  is  written  by  the 
author’s  daughter.  Meredith  Jorstad  Payne,  on 
plastic  surgery  of  the  breast.  The  present  writer  is 
not  qualified  to  criticize  this.  It  contains  an  abun- 
dance of  written  material  that  appears  to  cover  the 
field  pretty  completely,  but  there  is  a notable  lack  of 
illustrations  as  compared  with  manv  plastic  surgery 
texts. 

Thomas  Perry,  Jr.,  m.d. 

X-RAY  TECHNOLOGY  by  Charles  A.  Jacobi 

and  Don  O Paris.  Third  Edition.  The  C.  V. 

Mosby  Company,  St.  Louis,  1964.  $11.50 

Jacobi  and  Paris  have  written  a good  book  of 
x-ray  technology  following  accepted  patterns  of 
description  and  pictures  of  positioning  techniques 
for  the  various  portions  of  the  body.  These  position- 
ing techniques  are  in  general  use  both  in  private 
offices  and  hospital  practice.  The  pictures  of  posi- 
tioning and  corresponding  radiographs  are  done 
well.  The  descriptions  are  detailed  so  that  a techni- 
cian should  be  able  with  the  use  of  this  book  to 
develop  radiographic  techniques.  There  is  a descrip- 
tion of  some  of  the  more  specialized  procedures. 
Fine  chapters  on  x-ray  physics  are  present. 
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WILUAM  A.  HANLEY  & ASSOCIATES,  INC. 

Designer  Planner,  Builder  of 
Medical  & Professional  Buildings 


The  New  Rockwell  Wing 
Bristol  County  Medical  Center 
Bristol,  Rhode  Island 


This  new  wing  in  Bristol  was  designed, 
planned,  and  built  by  William  A.  Hanley  & 
Associates,  Inc.  of  Warren,  Rhode  Island. 

When  planning  a new  building,  addition, 
or  alterations,  contact  Hanley  Associates 
for  free  estimates,  and  a complete  “pack- 
age deal". 

Hanley  buildings  start  at  $16.00  per 
square  foot. 

A Local  Rhode  Island  Firm  serving  the 
local  medical  profession. 


51  Franklin  Street  Warren,  Rhode  Island 


Telephone:  245-6716 


There  are  good  chapters  in  anatomy  prior  to  the 
description  of  x-ray  positioning  of  the  parts  of  the 
body  involved.  A helpful  glossary  and  index  com- 
plete the  book. 

Manuel  Horwitz,  m.d. 

DOCTOR’S  EASACOUNT  RECORD  SYS- 
TEM. Disbursements.  Income.  W.  B.  Saunders 
Company,  Philadelphia,  1964.  Singly,  Disburse- 
ments : $4.00  ; Singly,  Income  : $5.50.  $9.50  the 
Set. 

This  system  consists  of  two  books,  one  for  record- 
ing income  and  the  other  disbursements.  The  books 
are  attractive  in  appearance,  rather  large  (12  x 10 
inches)  and  with  rulings  well  designed  for  the 
listing  of  the  financial  aspects  of  a physician’s  prac- 
tice. As  stated  in  the  introductory  paragraphs  this 
is  “a  ready-made  system  for  the  completion  of 
income  tax  returns.” 

The  “Income  Book”  is  made  up  of  pages  which 
are  simple  in  design  with  columns  entering  the  date 
and  hour  of  the  service,  the  patient’s  name,  the  type 
of  service  rendered,  and  columns  for  the  charge 
made  and  the  payment  in  cash  or  by  check.  The 
method  of  making  the  records  is  very  simple  and 
well  described  in  the  introductory  paragraphs. 
The  book  for  recording  disbursements  is  very 


well  designed.  It  is  less  than  half  as  thick  as  the 
“Income  Book”  but  gives  ample  opportunity  for 
entering  the  expenses  of  practice  including  house 
expenses  for  the  use  of  the  doctor  who  owns  the 
building  in  which  his  office  is  located  — especially 
if  that  building  is  the  house  in  which  he  lives.  The 
heading  of  the  columns  for  recording  the  sums  dis- 
bursed are  well  chosen.  They  include  two  blank 
columns  for  unusual  items. 

This  is  a practical  and  complete  record  system 
which  can  be  recommended  to  physicians  in  general 
practice  or  in  many  of  the  specialties. 

Alex  M.  Burgess,  m.d. 


ONE  SENTENCE  ESSAY 
The  Japanese,  the  Germans,  and  perhaps  the 
Americans  seem  to  take  the  view  that  man  lives 
to  work. 

The  British  still  seem  to  take  the  view  that  man 
works  to  live.  That  is  no  longer  true  anywhere  in 
the  world  except  perhaps  in  the  Fiji  Islands. 

. . . Eric  Sevareid  on  a TV  program 
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3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
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5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
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Russian  Thistle 

(Salsola  pestifer,  A.  Nelson') 

Distress  for  Allergic  Patients 


Benadryl 

(diphenhydramine  hydrochloride) 

PARKE-DAVIS 

To  Combat  Symptoms  of  Weed-Pollen  Allergy 

This  time-tested  agent  provides  two  actions  that  effectively  has  an  atropine-like  action  which  should  be  considered 
combat  symptoms  of  seasonal  allergy:  Antihislaminic—  re-  when  prescribing  BENADRYL.  Side  Effects:  Side  reac- 

lieves  sneezing,  nasal  congestion,  itching,  and  lacrimation.  tions,  commonly  associated  with  antihistaminic  therapy 
Antispasmndic  — relieves  bronchial  and  gastrointestinal  and  generally  mild,  may  affect  the  nervous,  gastrointestinal, 

spasm.  Precautions:  Persons  who  have  become  drowsy  on  and  cardiovascular  systems.  Most  frequent  reactions  are 
this  or  other  antihistamine-containing  drugs,  or  whose  drowsiness,  dizziness,  dryness  of  the  mouth,  nausea,  and 
tolerance  is  not  known,  should  not  drive  vehicles  or  en-  nervousness.  BENADRYL  is  available  in  Kapseals®  of  50 
gage  in  other  activities  requiring  keen  response  while  mg.  and  Capsules  of  25  mg.  diphenhydramine  hydrochlo- 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  ride.  I he  pink  capsule  with 

if  used  with  BENADRYL,  should  be  prescribed  with  cau-  the  white  band  is  a trademark  PARKE_DAvlS 

tion  because  ot  possible  additive  effect.  Diphenhydramine  of  Parke,  Davis  &:  Company,  nw. om < cowur  »<>,•> <k» 
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ACTINEX 
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LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1,2,3,4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5>  6’ 7 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman , H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955.  (2) 
Poth,  E.J.:  The  J.A.M.A. , Vol.  163,  No.  15,  April  13,  1957. 
( 3 ) McGivney , J.:  Texas  State  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Anter.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Ora!  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 
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medac  system 

New  service  ior  the 
medical  profession 

automated  bookkeeping  & billing  by  computer 

Now  you  can  have  the  speed  and  efficiency  of  modern  electronics 
to  co-ordinate  your  bookkeeping  and  billing.  The  Medac  System 
was  based  on  extensive  research  among  scores  of  doctors,  and  is 
now  in  use  from  coast  to  coast.  With  its  built-in  collection  system, 
Medac  has  developed  substantial  savings  to  doctors  with  faster 
collections  resulting  in  increased  cash  income  flow.  Medac  was 
created  to  serve,  free-up  and  release  the  doctor  of  mechanical 
responsibilities ...  to  permit  him  extra  hours  with  patients. 

A compact  IBM  transmitter  in  vour  office  connects  you  to  a 
million  dollar  computer  center  through  your  telephone.  It  takes 
only  15  minutes  to  transmit  the  daily  transactions  of  an  average 
size  practice.  No  special  training  is  necessary  and  changeover 
from  your  present  system  can  be  made  with  no  interruptions  in 
monthly  billing. 
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“My  cooking  agrees  with  everyone  but  me” 


She  complains  about  her  upset  stomach  and  blames  her  cooking... you 
diagnose  functional  G.l.  disturbance  and  associated  stress... as  manifested 
by  indigestion,  heartburn,  bloating,  or  constipation.  Prescribe 


DECHOUN-BB 

(Hydrocholeretic-Antispasmodic-Sedative,  Ames) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM  15  mg  (V4  gr) 

(Warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  a large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  intestinal 
motility 

BELLADONNA  EXTRACT 10  mg  (Ve  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  Adult  Dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  periodically 
for  increased  intraocular  pressure  and  barbiturate  ha- 
bituation or  addiction.  Caution  drivers  against  pos- 
sible drowsiness.  Side  Effects:  Dehydrocholic  acid 
may  cause  transitory  diarrhea;  belladonna  — blurred 
vision,  dry  mouth.  Contraindications:  Biliary  tract 
obstruction,  acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia. 

Available  through  your  regular  supplier: 

Decholin-BB,  bottles  of  100  tablets. 

Ames  Company,  Inc.,  Elkhart,  Indiana  AMES 
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New  broad-spectrum  penicillin 
but  without 

broad-spectrum  toxicity 


no  blood  dyscrasias 
no  photosensitivity 
no  severe  gastric  disturbances 
no  pigmentation  of  teeth 
no  kidney  damage 
no  accumulation  in  long  bones 




PENBRITIN  (ampicillin)  brings  the  tradi- 
tional penicillin  advantages  to  areas  of  treat- 
ment formerly  dominated  by  the  tetracyclines 
and  chloramphenicol  — urinary  and  gastroin- 
testinal infections,  as  well  as  respiratory 
infections.  But  PENBRITIN  (ampicillin) 
does  not  cause  the  toxic  disorders  associated 
with  other  broad-spectrum  antibiotics.1-10 
And  highly  important : PENBRITIN  (ampi- 
cillin) kills  bacteria  instead  of  merely  sup- 
pressing them. 


Contraindications:  (1)  Hypersensitivity  to  pen- 
icillin. (2)  Infections  by  penicillinase-producing 
staphylococci  and  other  penicillinase-producing 
organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasionally 
appeared. 

Precautions : As  with  other  antibiotics,  precau- 
tions should  be  taken  against  gastrointestinal 
superinfection.  To  date,  safety  for  use  in  preg- 
nancy has  not  been  established. 


Usual  dosage:  Adults  — 250  mg.  every  six  hours 
in  respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infections 
(higher  doses  may  be  needed  in  severe  infec- 
tions). Children—  (under  13  years,  whose  weight 
will  not  result  in  a dosage  higher  than  that 
recommended  for  adults)  100  mg./Kg./day  in 
divided  doses  every  six  or  eight  hours  for  moder- 
ately severe  infections;  200  mg./Kg./day  in  di- 
vided doses  every  six  hours  for  severe  infections. 


Supplied:  No.  606— Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References:  1.  Editorial.  Brit.  M.  J.  ii: 223  (July  22)  1961. 
2.  Rolinson,  G.  N.,  and  Stevens,  S.:  Brit.  M.  J.  ii:  191  (July 
22)  1961.  3.  Stewart,  G.  T.,  et  al.:  Brit.  M.  J.  u:200  (July  22) 
1961.  4.  Brown,  D.  M.,  and  Acred,  R:  Brit.  M.  J.  ii:  197 
(July  22)  1961.  5.  Batchelor,  E R.,  et  al.:  Nature  183: 257, 
1959.  6.  Knudsen,  E.  T.,  et  al.:  Brit.  M.  J.  u:198  (July  22) 
1961.  7.  Doyle,  E R,  et  al.:  Nature  191: 1091  (Sept.  9)  1961. 
8.  Acred,  R,  et  al.:  Brit.  J.  Pharmacol.  15:356,  1962.  9.  Har- 
rison, R M.,  and  Stewart,  G.  T:  Brit.  J.  Pharmacol.  17:420, 
1961.  10.  Editorial.  Lancet  ii:723  (Oct.  5)  1963. 


KILLS  BACTERIA... DOES  NOT  JUST  SUPPRESS  THEM 


PENBRITIN* 


Brand  of  Ampicillin 


AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 


■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths;  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


© Wallace  Laboratories  / Cranbury,  N.J. 

CM. 4534 
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Doctor! 


Here's  A 
New  Car 
Leasing  Service 
With  Special 
Advantages 
for  Physicians  A 


Convenience  — Peace  of  Mind  — You 
will  always  have  a car  when  you  lease 
with  us.  We  will  loan  you  a new  car 
when  your  regular  leased  car  is  getting 
maintenance  or  repair  service.  And 
maintenance  is  provided  free  under 
your  lease.  That’s  not  all.  Your  new, 
1965  car  comes  complete  with  registra- 
tion, plates  and  insurance  ($100,000/ 
$300,000).  Your  only  expense  is  gas. 

Tax  Advantages  — completely  tax 
deductible  for  professional  use.  Other 
advantages  too.  Let  us  explain  details 
to  you  personally. 

Frees  Capital  — Need  funds  for  equip- 
ment, new  office  space?  No  capital 
investment  needed  when  you  lease 
from  us.  Monthly  payments  are  low. 

Widest  Model  Selection  — Any  Buick, 
Cadillac,  Chevrolet,  Oldsmobile,  Pon- 
tiac, Any  Ford  or  Chrysler  product. 
Even  more  . . . you  can  select  any  other 
make  and  model  car.  Immediate  availa- 
bility. 

For  more  information  phone,  or  have  a 
representative  call  on  you.  Or,  visit  us 
yourself.  See  our  wide  selection  of  cars 
and  get  full  details  at  the  same  time. 

* Testimonials  from  doctors  already  leasing 
from  us  are  available  for  your  inspection. 


IIII0TT 

Leam  Ca/t4,  wc. 


635  Elmwood  Avenue,  Providence 
Phone : 467-6610 


JUNE,  196. S 
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When  you  put  patients  on“speciarfat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fattyacid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates isabout  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41 1 -423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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BOOK  REVIEWS 


DOCTORS  AS  MEN  OF  LETTERS.  English  and 
American  Writers  of  Medical  Background.  An 
Exhibition  in  the  Berg  Collection  by  John  D. 
Gordan.  Xew  York  Public  Library.  Astor,  Lenox 
and  Tilden  Foundations,  1964.  $1.00.  (Items  Ex- 
hibited Were  Taken  from  the  Arents,  Berg,  Gen- 
eral. Rare  Book  and  Stuart  Collections.) 

Lord  Brain,  who  combines  both  the  scientist  and 
man  of  letters,  in  his  address  before  the  American 
Association  for  the  Advancement  of  Science  in 
Montreal  recently  said  what  he  has  frequently  ex- 
pressed in  his  writings  — that  science  and  the  hu- 
manities are  concerned  with  twro  distinct  aspects  of 
man.  Science  is  concerned  with  the  public  aspect 
of  man.  It  is  concerned  with  those  qualities  and 
characteristics  of  man  wThich  can  be  measured, 
manipulated,  and  experimented  with.  The  private 
life  of  man  is  wrapped  up  in  his  language,  litera- 
ture, creativity,  and  artistic  expression.  Lord  Brain 
does  not  believe  that  science  will  ever  in  the  fore- 
seeable future,  because  of  its  methodology,  invade 
this  private  world  of  the  individual. 

Physicians  have  from  the  beginning  of  time  been 
interested  in  both  aspects  of  man.  The  great  physi- 
cians of  all  time  have  been  those  men  who  have 
been  technically  sound  in  their  knowledge  of  the 
public  side  of  man;  and  yet  have  had  the  insight, 
intuition,  and  empathy  with  which  to  study  his 
private  life.  Only  by  combining  both  aspects  can 
he  truly  understand  Man.  his  patient. 

Whether  the  physician  is  primarily  concerned 
with  the  private  face  of  man  or  his  public  face, 
with  the  humanistic  or  the  scientific,  is  merely  one 
of  emphasis.  It  is  no  small  wonder  then  that  many 
of  our  profession  have  the  two  interests  in  perfect 
balance.  Others  are  only  scientists:  others  have 
left  medicine  by  the  wayside  to  pursue  the  human- 
istic aspects  of  man. 

Doctor  Alex  M.  Burgess  in  a recent  paper  before 
the  Rhode  Island  Medical  History  Club  epitomized 
a great  physician's  interest  in  both  medicine  and 
the  arts  bv  reciting  from  memory  representative 
noems  in  the  English  Literature  of  men  who  were 
full-t'me  practicing  physicians  and  yet  in  perfect 
balance  were  great  writers  and  poets.  John  Halle's 
great  poem.  "The  Consultant,’'  which  is  a favorite, 
was  published  in  a recent  issue  of  this  Journal. 
Doctor  Burgess’  interest  in  the  study  of  poetry  and 
poet  physicians  itself  epitomizes  the  universality  of 
interests  of  a true  physician. 


About  the  great  scientist-physicians  in  whom  the 
interest  in  ‘belle  lettres'  was  small,  we  do  not  here 
write.  Their  records  are  found  in  the  annals  of 
great  scientists.  But  that  large  body  of  students  of 
medicine  who  have  been  primarily  interested  in 
literature  or  the  private  side  of  many  we  may  con- 
sider now,  since  they  are  not  w'ell  known. 

The  Xew  York  Public  Library  has  currently  on 
exhibition  representative  works  and  many  first  edi- 
tions of  men  of  letters  who  have  had  a medical 
education  of  sorts.  The  collection  itself  is  a tribute 
to  the  broad  intellectual  development  of  many  of 
our  fellow  physicians.  Included  in  the  exhibition 
are  items  from  the  collection  brought  together  by 
Doctor  Albert  A.  Berg  and  his  brother.  Doctor 
Harry  W.  Berg,  both  noted  physicians  and  biblio- 
philes of  Xew  York  City.  They  left  much  of  their 
collection  to  the  New  York  Public  Library,  where 
a most  illuminating  and  pleasant  hour  may  be  spent 
in  this  great  public  institution,  contemplating  this 
collection  of  books  now  on  exhibition  and  described 
in  an  accompanying  pamphlet  by  John  Gordan. 

For  those  who  will  not  be  in  Xew  York  during 
the  exhibit,  it  is  of  interest  to  peruse  the  titles  and 
to  note  their  authors.  The  study  of  medicine  played 
some  part  in  the  development  of  these  writers 
whether  of  greater  or  lesser  fame: 

15th  Century:  Thomas  Linacre. 

16th  Century:  Thomas  Phayer,  Thomas  Lodge. 
Thomas  Campion. 

17th  Century:  Sir  Thomas  Browne,  Abraham 
Cowley,  John  Locke,  Sir  Richard  Blackmore,  Sir 
Samuel  Garth.  John  Arbuthnot,  Bernard  Mande- 
ville. 

18th  Century:  James  Grainger,  Mark  Akenside, 
Tobias  Smollett.  Oliver  Goldsmith.  Erasmus  Dar- 
win. Benjamin  Rush,  David  Ramsay,  George 
Crabbe.  Tohn  Linnaeus  Shecut.  Mungo  Park.  Percy 
Bysshe  Shellev,  Toseph  Rodman  Drake.  John  Keats, 
Tames  Gates  Percival,  John  Kearslev  Mitchell, 
Edward  Osier. 

19th  Century:  Samuel  Gridley  Howe,  Thomas 
Lovell  Beddoes,  Robert  Montgomery  Bird.  Charles 
James  Lever.  Samuel  Warren.  Thomas  Holley 
Chivers.  Charles  Darwin.  Oliver  Wendell  Holmes. 
John  Brown,  David  Livingstone.  Tosiah  Gilbert 
Holland.  Thomas  William  Parsons.  Thomas  Dunn 
English,  Elisha  Kent  Kane,  Elizabeth  Blackwell. 
Thomas  Henry  Huxley 

(Continued  on  Page  296) 
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(Rosenthal)  Lederle 


ideally  suited  for  routine  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  under  physician  supervision 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


9635-5 
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(Continued  from  Page  294) 

20th  Century:  George  William  Bagby,  Silas  Weir 
Mitchell,  William  James,  Robert  Bridges,  Sir  Wil- 
liam Osier.  William  Henry  Drummond,  Sir  Ronald 
Ross,  Charles  Alexander  Eastman,  Francis  Thomp- 
son. Sir  Arthur  Conan  Doyle,  Havelock  Ellis, 
Leonard  Wood.  Richard  Austin  Freeman.  Clara 
Barrus.  Sir  Wilfred  Grenfell.  Matthew  Phipps  Shiel, 
Harvey  Cushing,  Henry  Cottrell  Rowland,  Gertrude 
Stein.  William  Somerset  Maugham,  Zane  Grey, 
Robert  Briffault.  Warwick  Deeping.  Hans  Zinsser, 
Oliver  St.  John  Gogarty,  James  Joyce,  William 
Carlos  Williams,  Francis  Brett  Young,  Robinson 
Jeffers,  Sir  Geoffrey  Keynes,  James  Bridie.  Helen 
Ashton.  Wilder  Graves  Penfield.  Michael  Arlen, 
Walter  Russell  Brain.  Archibald  Joseph  Cronin. 
Rudolph  Fisher,  Merrill  Moore.  Frank  Gill 
Slaughter. 

With  our  current  concern  over  the  primacy  of 
sciences  or  the  humanities,  it  is  well  to  recall  Pope's 
admonition.  ‘‘The  proper  study  of  man  is  man.” 
The  same  advice  is  given  by  distinguished  contem- 
poraries, Lord  Brain  and  Rene  Dubos.  It  is  with 
some  pride  that  we  may  reflect  that  the  image  of 
the  "great  physician”  throughout  time  has  been,  is, 
and  will  continue  to  be  of  one  who  does  not  neglect 
the  private  world  of  his  patient.  This  is  the  con- 
cern of  the  humanities  and  can  only  be  understood 
in  humanistic  terms,  not  by  utter  and  slavish  de- 
votion to  technology.  A physician  cannot  function 
unless  his  scientific  technique  is  without  flaw:  but 
as  in  all  things,  it  is  only  when  technique  is  imbued 
with  a humane  spirit  that  any  work  of  man  be- 
comes great.  The  contemplations  and  contributions 
of  doctors  as  men  of  letters  are  good  to  behold. 

Robert  V.  Lewis,  m.d. 


CURREXT  THERAPY  1965.  Edited  by  Howard 
F.  Conn.  m.d.  W.  B.  Saunders  Company.  Phila- 
delphia. 1965.  S13.00. 

This  most  useful  compendium  has  reached  the 
mature  age  of  17  years.  It  contains  288  articles,  of 
which  223  are  new.  and  many  others  have  been  ex- 
tensively revised  Great  credit  should  go  to  the 
editor  and  many  contributors  who  have  made  this 
volume  available  to  the  medical  profession.  It  is 
useful  as  a readv  desk  reference  for  the  practitioner, 
often  mentioning  some  new  method  of  treatment, 
such  as  the  use  of  thiabendazole  in  trichinosis  and 
the  use  of  tetracycline  in  cholera.  The  large  yearly 
turnover  of  authorship  of  the  articles  often  gives 
different  points  of  view  which  are  refreshing  and 
informative.  The  book  is  recommended  to  all  busy 
practitioners. 

Robert  W.  Drew.  m.d. 

(Continued  on  Page  340) 


Hygrotorr 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 

Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Dorhout  Mees,E.J.,and  Geyskes, 
G.G.:  Acta  med.scandinav. 
175:703,1964. 

Photos : A 59-year-old  woman 
with  hypertensive  cardiovas- 
cular disease  and  edema  re- 
sistant to  low-salt  diet  and  bed 
rest.  The  patient  lost  8V2  lbs. 
in  one  week  with  a single  tab- 
let daily  of  Hygroton,  brand  of 
chlorthalidone. 

% 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3516 


Hygroton,  brand  of  chlorthalidone,  gets  rid  of  edema  efficiently. 
Your  edematous  patients  will  generally  need  far  fewer  tablets 
than  with  most  diuretics.  And  they’ll  generally  save  more  on  pre- 
scription costs.  One  tablet  a day  is  a popular  dosage.  So  is 
one  tablet  every  other  day.  You  may  even  find  half  a tablet  three 
times  a week  does  the  job.  No  other  diuretic  works  as  long. 

And  none  has  as  much  natruretic  activity  per  tablet.*  For  good 
riddance  of  edema  with  the  least  number  of  tablets,  prescribe 
Hygroton,  brand  of  chlorthalidone. 

Hygrotori  chlorthalidone  Geigy 


good  riddance 
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On  Stelazine  brand  of  trifluoperazine 


she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
'Stelazine'  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 


Even  raw  materials  of  the  highest  quality  are 
not  above  suspicion.  That’s  why  we  screen 
them  through  this  "security  sieve.”  It  sepa- 
rates foreign  elements  from  all  incoming  mate- 
rial intended  for  granulation.  Here’s  how  it 
works:  The  screen  vibrates  over  a tub  at  the 
rate  of  1,000  to  3,000  times  a minute  and  sifts 
the  material.  Anything  larger  than  the  speci- 


fied particles  is  left  behind.  The  sieve  is  engi- 
neered by  an  action  called  "annular  rotation” 
so  that  all  particles  will  ultimately  come  in 
contact  with  the  screen  surface.  Security  screen- 
ing is  just  one  aspect  of  an  elaborate  program 
at  Eli  Lilly  and  Company  to  insure  the  highest 
quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 


Ska, 
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WILLIAM  A.  HANLEY  & ASSOCIATES,  INC. 


DESIGNER  PLANNER,  BUILDER  OF 
MEDICAL  & PROFESSIONAL  BUILDINGS 


The  New  Rockwell  Wing 
Bristol  County  Medical  Center 
Bristol,  Rhode  Island 


This  new  wing  in  Bristol  was  designed, 
planned,  and  built  by  William  A.  Hanley  & 
Associates,  Inc.  of  Warren,  Rhode  Island. 

When  planning  a new  building,  addition, 
or  alterations,  contact  Hanley  Associates 
for  fr  ee  estimates,  and  a complete  "pack- 
age deal". 

Hanley  buildings  start  at  $16.00  per  square 
foot. 

A Local  Rhode  Island  Firm  serving  the  local 
medical  profession. 


51  Franklin  Street  Warren,  Rhode  Island 

Telephone:  245-6716 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRadE-mark  3 


things  go 

better,! 

^with 

Coke 


Jutazolidin 

rand  of 

henylbutazone 


in  rheumatoid 
arthritis 


Geigy 


herapeutic  effects 

number  of  workers  have  reported  ma- 
>r  improvement  in  50-75%  of  cases,  with 
ome  successful  cases  going  into  com- 
plete remission. 

i responsive  cases,  improvement  is  gen- 
rally  seen  within  a week,  so  that  trial 
lerapy  need  seldom  be  continued  be- 
ond  this  period.  Alleviation  of  pain  is  fol- 
>wed  quickly  by  improvement  of  function 
nd  resolution  of  effusion  or  other  signs 
i f active  inflammation.  Relief  of  arthritic 
: /mptoms  is  quite  frequently  accompa- 
nied by  increased  appetite,  gain  in  weight 
nd  an  improved  sense  of  well-being. 

he  initial  response  is  usually  maintained 
ithout  dosage  increases;  indeed,  ini- 
al  dosage  is  often  reduced  for  mainte- 
ance  purposes. 

alicylate  or  steroid  therapy  can  usually 
e diminished  or,  in  some  instances, 
liminated. 

■ soriatic  arthritis  responds  in  the  same 
I 'ay  as  rheumatoid  arthritis  but  the  skin 
lesions  are  usually  not  affected  either  fa- 
orably  or  adversely  by  treatment. 


Precautions 

Before  prescribing,  the  physician  should 
obtain  a complete  history  and  perform  a 
complete  physical  and  laboratory  exami- 
nation, including  a blood  count. 

The  patient  should  be  kept  under  close 
supervision  and  should  be  warned  to  re- 
port immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dys- 
crasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 

If  coumarin-type  anticoagulants  are 
given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time. 

Side  effects 

The  most  common  side  effects  are  nau- 
sea, edema  and  drug  rash.  Infrequently, 
agranulocytosis,  generalized  allergic  re- 
action, stomatitis,  vertigo  and  languor 
may  occur.  Leukemia  and  leukemoid  re- 
actions have  been  reported  but  cannot 
definitely  be  attributed  to  the  drug. 

Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  his- 


tory or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of 
drug  allergy;  history  of  blood  dyscrasia. 
The  drug  should  not  be  given  when 
other  potent  chemotherapeutic  agents 
are  given  concurrently  because  of  the 
increased  possibility  of  toxic  reactions; 
when  the  patient  cannot  be  seen  regu- 
larly; when  the  patient  is  senile. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects 
and  contraindications  as  contained  in 
the  complete  prescribing  information. 


ButazolidirV1’  alka 

Each  capsule  contains: 


phenylbutazone 

100  mg. 

dried  aluminum 

hydroxide  gel 

100  mg. 

magnesium  trisilicate 

150  mg. 

homatropine 

methylbromide 

1.25  mg. 

Butazolidin^  brand  of  phenylbutazone 

Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3479 
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PRO-BANTHINE’«tfi  D ARTAE 

Each  tablet  contains:  propantheline  bromide  (15  mg.)  and  thiopropazate  dihydrochloride  (5  mg.) 

controls  autonomic  imbalance 

Peptic  Ulcer  • Pylorospasm  • Irritable  Colon  •Functional  Gastrointestinal  Disorders 


Firm  control  of  both  the  psychic  and  visceral 
disturbances  is  indicated  when  emotional 
stress  adversely  influences  gastrointestinal  dis- 
orders. Pro-Banthine  with  Dartal  has  demon- 
strated its  ability  to  provide  such  control. 

Pro-Banthine,  as  expected,  reliably  mod- 
erates excesses  of  gastric  secretion  and  gastro- 
intestinal motility. 

Dartal,  a dependable,  well-tolerated  tran- 
quilizer, calms  the  emotional  turbulence  that 
aggravates  enteric  disturbances. 

Together,  Pro-Banthine  with  Dartal  offers 
twofold  therapeutic  access  to  a twofold  clini- 
cal problem. 


Urinary  hesitancy,  xerostomia,  mydriasis  and,  theo- 
retically, a curare-like  action  may  occur  with 
Pro-Banthine  (propantheline  bromide)  and  it  is  con- 
traindicated in  the  presence  of  glaucoma  or  severe 
cardiac  disease. 

With  Dartal  (thiopropazate  dihydrochloride)  ex- 
trapyramidal  and  parasympatholytic  symptoms  have 
been  reported  and,  rarely,  leukopenia,  erythematous 
skin  reaction  and  allergic  purpura.  Do  not  adminis- 
ter to  patients  under  the  influence  of  alcohol,  barbi- 
turates or  narcotics  and  use  cautiously  with  seda- 
tives, in  epileptic  or  depressed  patients  or  in  those 
with  liver  damage.  Reactions  typical  of  phenothia- 
zines  may  occur. 

Dosage:  One  tablet  three  times  a day. 

g.  d.  SEARLE  & CO. 

P.  O.  BOX  5110,  CHICAGO,  ILLINOIS  60680 
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REGIONAL  HYPOTHERMIA  II  — EFFECTIVENESS  OF  RENAL  ARTERY 
AND  RENAL  PELVIC  INFUSION  METHODS* 

Renal  Pelvic  Perfusion  Is  A Simple  and  Effective  Method 
of  Producing  Renal  Hypothermia 

Shu  H.  Yoon,  m.d.  and  Ernest  K.  Landsteiner,  m.d. 


The  Authors.  Shu  H.  Yoon,  M.D.,  Senior  Resident, 
Department  of  Urology,  Rhode  Island  Hospital. 
Ernest  K.  Landsteiner,  M.D.,  Surgeon-in-Chief , De- 
partment of  Urology,  Rhode  Island  Hospital. 


In  our  first  report  (Regional  Hypothermia  I 
— Effectiveness  In  Regional  Vascular  Occlusion 
in  the  Dog)  (R.I.  Medical  Journal,  April,  1965) 
it  was  shown  that  induction  of  regional  hypother- 
mia in  the  kidney  definitely  increased  its  tolerance 
to  blood  supply  interruption.  Cooling  was  accom- 
plished by  means  of  a saline-filled  plastic  bag  ap- 
plied externally  to  the  surface  of  the  kidney  for 
a period  of  10  minutes.  Although  this  method  is 
suitable  in  cases  where  the  kidney  is  relatively  nor- 
mal, it  seemed  important  to  attempt  to  find  other 
methods  of  rapid  cooling  which  might  be  used  in 
cases  where  there  was  perinephric  fibrosis  or  the 
presence  of  large  inflammatory  masses  which  would 
interfere  with  the  external  application  of  a cold 
saline-filled  bag.  Accordingly,  experiments  were 
carried  out  to  determine  the  possibility  of  produc- 
ing adequate  cooling  of  the  kidney  by  means  of  ( 1 ) 
renal  artery  infusion  or  (2)  renal  pelvic  infusion. 

MATERIALS  AND  METHODS 

Animals  used  were  healthy,  young,  unselected, 
previously  uninephrectomized  dogs,  weighing  from 
30  to  50  pounds.  They  were  anesthetized  with  in- 
travenous Nembutal®.  The  solitary  kidney  was  ex- 
posted  through  a right  or  left  paramedian  incision. 

In  the  case  of  renal  artery  infusions,  the  renal 
artery  was  isolated  at  its  junction  with  the  aorta 
and  a Beck  aorta  clamp  was  used  to  clamp  the 
renal  artery  proximal  to  the  aorta.  The  renal  ar- 

*These  experiments  were  carried  out  in  the  Surgical 
Research  Laboratory  of  the  Rhode  Island  Hospital, 
and  appreciation  is  expressed  by  the  authors  to  Dr. 
Lester  L.  Vargas,  Chief  of  the  Surgical  Department, 
and  Dr.  George  F.  Meissner,  Associate  Pathologist, 
for  their  invaluable  assistance  in  the  preparation  of 
these  studies. 

Supported  by  grants  from  the  Rhode  Island  Heart- 
Association. 


tery  was  incised  just  distal  to  this  clamp,  and  a 
Bardic  large-size,  cut-down  catheter  (16  gauge) 
was  inserted  to  the  hilar  portion  of  the  kidney. 
Previously-chilled  solutions  of  normal  saline  (av- 
erage temperature  4 to  8°  C.)  or  dextran  6 per 
cent  w/v  in  saline  made  by  Abbott  Laboratories 
(average  temperature  10  to  15°  C.)  were  then  in- 
fused through  this  catheter,  an  average  of  150  ml. 
of  solution  within  a 5-minute  period.  The  infusion 
pressure,  monitored  by  a Ll-tube  mercury  mano- 
meter, was  not  allowed  to  exceed  150  mm.  Hg. 

The  renal  artery  group  was  subdivided  three 
ways: 

(a)  In  the  first  group  of  five  dogs,  chilled 
normal  saline  was  used  as  an  infusate  and  the  renal 
artery  was  clamped  for  a period  of  one  hour. 

(b)  In  the  second  group  of  five  dogs,  chilled 
dextran  was  used  as  an  infusate  and  the  renal  ar- 
tery was  clamped  for  a one-hour  period. 

(c)  In  the  third  group  of  five  dogs,  chilled 
dextran  was  used  as  an  infusate  and  the  renal  ar- 
tery was  clamped  for  a two-hour  period. 

Since  the  average  intrarenal  temperature  dropped 
to  the  level  of  20°C.  after  5 minutes  of  intra- 
arterial infusion,  this  was  considered  an  adequate 
cooling  period.  (Fig.  1 and  2.) 

Before  releasing  the  renal  artery  clamp,  the  cut- 
down  site  in  the  artery  was  approximated  with  No. 
0000000  vascular  silk.  No  heparin  or  procaine  was 
used  either  before  or  after  the  procedure. 

When  the  renal  pelvis  was  to  be  infused,  not 
only  the  pelvis  itself,  but  also  the  upper  ureter 
and  renal  artery  were  isolated.  A tiny  longitudi- 
nal incision  was  made  just  below  the  uretero-pelvic 
junction.  A Bardic®  medium-size,  cut-down  catheter 
(18.5  gauge)  was  inserted  through  the  ureterostomy 
site  into  the  renal  pelvic.  Chilled  normal  saline 
solution  (average  temperature  of  4 to  8°C.)  was 
infused  through  the  renal  pelvis  from  a container 
suspended  about  150  mm.  above  the  kidney  level. 

At  the  same  time,  the  renal  artery  was  clamped 
with  a Beck  aorta  clamp.  In  five  dogs  this  circula- 
( Continued  on  next  page) 
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Fig.  1.  Intrarenal  temperatures  observed  after  5 min- 
utes of  renal  artery  infusion  using  cold  saline  and  with 
the  renal  artery  clamped  for  a 1 hour  period. 


Fig.  2.  Intrarenal  temperatures  observed  after  5 min- 
utes of  renal  artery  infusion  using  cold  dextran  and 
with  the  renal  artery  clamped  for  a 1 hour  period. 


Fig.  3.  Intrarenal  temperatures  observed  after  10 
minutes  of  renal  pelvis  infusion  using  cold  saline  and 
with  the  renal  artery  clamped  for  a 1 hour  period. 


TIME  / m inutes 

Fig.  4.  Intrarenal  temperatures  observed  after  10 
minutes  of  renal  pelvis  infusion  with  cold  saline  and 
with  the  renal  artery  clamped  for  a 2 hour  period. 
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tory  interruption  was  maintained  for  a period  of 
one  hour  (Fig.  3)  and  in  another  group  of  five 
dogs  it  was  maintained  for  two  hours.  (Fig.  4)  An 
average  of  150  ml.  of  saline  was  used  during  a 10 
minute  period,  most  of  which  ultimately  escaped 
into  the  urinary  bladder.  Intrarenal  and  rectal 
temperatures  were  measured  by  means  of  an  elec- 
tric tele-thermometer.. 

Postoperative  renal  function  was  followed  by  de- 
terminations of  blood  urea  nitrogen,  blood  creati- 
nine, sodium,  potassium  and  excretory  urography. 
The  kidneys  of  all  dogs  were  removed  4 to  8 weeks 
after  operation  for  gross  and  microscopic  examina- 
tion. 

RESULTS 

1.)  Renal  artery  infusion: 

In  the  first  group  of  five  uninephrectomized 
dogs,  the  kidney  was  cooled  by  five  minutes  of 
renal  artery  infusion  with  chilled  normal  saline; 
the  renal  artery  was  clamped  for  one  hour. 

One  dog  died  four  days  after  operation  because 
of  renal  artery  thrombosis  at  the  site  of  the  cut- 
down.  The  remaining  four  dogs  survived  4 to  8 
weeks  until  sacrifice.  Clinically  these  dogs  did  well, 
but  had  a temeporarily  elevated  blood  urea  nitrogen 
(maximum  average  of  42  mg.  per  cent)  and  blood 
creatinine  (average  of  1.5  mg.  per  cent).  The  so- 
dium and  potassium  levels  were  unchanged.  Sub- 
sequent histological  study  of  the  kidney  tissue 
showed  no  significant  microscopic  changes.  (How- 
ever, the  one  dog  that  died  postoperatively  showed 
severe  renal  infarction  secondary  to  renal  artery 
thrombosis.) 

In  the  second  group  of  five  uninphrectomized 
dogs,  the  kidney  was  cooled  by  five  minutes  of 
renal  artery  infusion  with  chilled  dextran  6 per 
cent  w/v  in  saline  and  the  renal  artery  was  clamped 
for  one  hour. 

Again,  one  dog  died  immediately  after  operation 
because  of  severe  renal  infarction  secondary  to 
thrombus  formation  in  the  renal  artery  at  the  site 
of  the  cut  down.  The  remaining  four  dogs  survived 
4 to  8 weeks  after  operation  until  sacrifice.  The  blood 
urea  nitrogen  and  creatinine  levels  were  temporarily 
elevated  (maximum  average  of  44  mg.  per  cent  and 
1.4  mg.  per  cent  respectively);  the  sodium  and  po- 
tassium levels  were  again  unchanged.  Intravenous 
pyelograms  made  four  weeks  after  operation  were 
within  normal  limits.  (Fig.  5.)  Histological  study 
at  subsequent  sacrifice  showed  no  significant  chang- 
es in  the  kidney  tissue. 

We  thus  concluded  that  saline  and  dextran  had 
equal  merit  as  agents  in  the  technique  of  intra- 
arterial cooling. 

In  the  third  group  of  five  uninephrectomized 
dogs,  the  kidney  was  cooled  by  five  minutes  of 
renal  artery  infusion  with  chilled  dextran  and  the 
renal  artery  was  clamped  for  a two-hour  period. 


HYPOTHERMIC  KIDNEY 
10-minute  Cold  Saline  Renal  Pelvic  Infusion  with 
Clamped  Renal  Artery  — 1 hour  Duration 


Maximum 

Maximum 

Micro-De- 

Subject 

BUN 

Creatinine 

generation 

No. 

(mgm.%) 

(mgm.%) 

or  Infarction 

K-23 

105 

4.7 

3+ 

K-24 

49 

1.1 

1 + 

K-25 

35 

1.2 

0 

K-26 

45 

1.7 

0 

K-27 

31 

1.2 

0 

Table  1.  Kidney  pathology  and  electrolyte  changes 
observed  after  the  renal  pelvis  was  infused  for  a 10 
minute  period  with  cold  saline  and  with  the  renal 
artery  clamped  for  a 1 hour  period. 


Three  of  these  dogs  died  7 to  10  days  postopera- 
tively of  severe  pneumonia,  without  renal  failure. 
There  was  no  evidence  of  renal  artery  thrombosis 
or  renal  infarction  on  subsequent  gross  or  miscro- 
scopic  examination. 

The  two  dogs  who  survived  showed  temporary 
elevations  of  the  blood  urea  nitrogen  and  creatinine 
(maximum  average  of  107  mg.  per  cent  and  3.5 
mg.  per  cent  respectively).  These  rises  were  higher 
than  in  the  one  hour  group,  but  the  general  con- 
dition and  behavior  was  consistently  satisfactory. 
Subsequent  histological  study  of  their  kidneys  re- 
vealed nothing  more  than  a few  hyaline  casts  in 
the  tubules.  (Continued  on  next  Page) 


Fig.  5.  Intravenous  pyelogram  performed  four  weeks 
post-operatively  in  a dog  that  underwent  intra-arterial 
infusion  using  cold  saline  for  5 minutes  and  with  the 
renal  artery  clamped  for  a 1 hour  period. 
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2.)  Renal  Pelvic  Infusion: 

In  the  first  group  of  uninephrectomized  dogs, 
chilled  normal  saline  was  used  as  an  infusate  and 
the  renal  artery  was  clamped  for  a period  of  one 
hour.  Clinically  these  dogs  did  well.  In  the  imme- 
diate postoperative  period,  the  blood  urea  nitrogen 
rose  to  a maximum  average  of  53  mg.  per  cent  and 
the  blood  creatinine  to  a maximum  average  of  1.9 
mg.  per  cent;  these  elevations  all  came  down  to 
normal  levels  within  one  week  after  operation.  The 
sodium  and  potassium  remained  unchanged.  After 
eight  weeks  of  postoperative  observation  the  ani- 
mals were  sacrificed  and  their  kidneys  were  ex- 
amined histologically.  No  significant  gross  or  mi- 
croscopic changes  were  apparent  in  four  animals, 
but  the  fifth  had  developed  pyonephrosis  and  pye- 
lonephritis. Intravenous  pyelogram  performed  4 
weeks  after  operation  (Fig.  6)  showed  minimal 
pelvic  dilation. 

In  the  second  group  of  five  dogs,  chilled  normal 
saline  was  used  as  an  infusate  and  the  renal  artery 
was  clamped  for  a period  of  two  hours.  All  animals 
survived  the  postoperative  observation  period  of  up 
to  eight  weeks.  Clinically  these  dogs  did  well,  as 
evidenced  bv  normal  behavior  in  the  cages  and  rapid 
wound  healing.  Blood  urea  nitrogen  and  creatinine 
levels  rose  higher  than  those  of  the  first  group,  but 
sodium  and  potassium  readings  remained  un- 


Fig.  6.  Intravenous  pyelogram  performed  four  weeks 
post-operatively  in  a dog  that  underwent  renal  pelvis 
infusion  using  cold  saline  for  10  minutes  and  with  the 
renal  artery  clamped  for  a 1 hour  period. 


changed.  Intravenous  pyelograms  four  weeks  after 
operation  showed  only  slight  dilatation  of  the  renal 
pelvis.  (Fig.  7.)  Subsequent  histological  study  of 
kidney  tissue  of  all  the  subjects  revealed  no  signi- 
ficant abnormality.  (Table  2.) 

HYPOTHERMIC  KIDNEY 
10-minute  Cold  Saline  Renal  Pelvic  Infusion  with 
Clamped  Renal  Artery  — 2 hour  Duration 


Maximum 

Maximum 

Micro-De- 

Subject 

BUN 

Creatinine 

generation 

No. 

(mgm.7f) 

(mgm.%) 

or  Infarction 

K-28 

65 

1.5' 

0 

K-30 

126 

3.9 

0 

K-31 

172 

7.8 

1 + 

K-32 

57 

2.0 

0 

K-33 

36 

1.4 

1+ 

Table  2.  Kidney  pathology  and  electrolyte  changes 
observed  after  the  renal  pelvis  was  infused  for  a 10 
minute  period  using  cold  saline  and  with  the  renal 
artery  clamped  for  a 2 hour  period. 

SUMMARY  AND  CONCLUSIONS 

1.  The  technique  of  inducing  renal  hypothermia 
by  renal  artery  or  renal  pelvic  infusion  is  de- 
scribed. 

2.  The  optimal  cooling  time  in  renal  artery  infu- 
sion (in  the  dog)  is  approximately  5 minutes 
and  in  renal  pelvic  infusion  is  approximately 
10  minutes. 

3.  Renal  artery  infusion  is  concluded  to  be  a fast 


( Continued  on  Page  313) 


Fig.  7.  Intravenous  pyelogram  performed  four  weeks 
post-operatively  in  a dog  that  underwent  renal  pelvis 
infusion  using  cold  saline  for  10  minutes  and  with  the 
renal  artery  clamped  for  a 2 hour  period. 
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BETTER  HEALTH  THROUGH  HEALTH  EDUCATION* 

. . . . Much  Remains  To  Be  Done  In  Health  Care  and  Education. 

Advocates  Health  Museum  for  Rhode  Island  .... 

John  C.  Ham,  m.d. 


The  Author.  John  C.  Ham,  M.D.,  of  Providence,  R.  I. 
President,  1964-65,  The  Rhode  Island  Medical  Society. 


This  has  been  another  busy  year  for  the  Medi- 
cal Society  and  an  interesting  and  instructive 
year  for  me.  I wish  to  thank  you  for  the  honor  you 
have  given  me  in  electing  me  your  president.  It 
has  brought  me  into  avenues  I had  not  previously 
explored  and  into  contact  with  many  fine  people 
I would  not  otherwise  have  learned  to  know.  It 
has  increased  my  appreciation  of  the  dedication  of 
a number  of  our  members  who  serve  on  the  many 
committees  to  improve  the  state  of  health  of  the 
community.  I have  enjoyed  the  year  although  there 
have  been  moments  of  doubt. 

I have  had  constant  concern  about  the  many 
things  that  I should  have  accomplished  and  which 
I have  not.  If  it  has  been  nothing  else,  it  at  least 
has  been  an  humbling  experience,  not  the  least 
humbling  of  which  is  the  requirement  to  present 
this  Annual  Address.  Whether  you  enjoy  it  or  not, 
you  can  all  at  least  rest  thankful  that  you  do  not 
have  to  do  it  — future  president  excepted. 

Many  committees  have  been  very  active  during 
the  year.  To  them  we  all  owe  a deep  debt  of  grati- 
tude for  their  unstinting  energies  and  intelligent 
approach  to  many  problems.  Doctor  Richard  Sex- 
ton’s Committee  on  Medical  Care  Programs  worked 
hard  and  long  with  Mr.  A.  W.  Riccio,  State  Direc- 
tor of  Social  Welfare,  and  his  assistants,  to  develop 
the  Kerr-Mills  Medical  Assistance  to  the  Aged  plan 
for  Rhode  Island,  probably  the  most  complete  state 
program  in  the  country. 

Doctor  David  Fish  and  his  Committee  on  Mental 
Health  have  busied  themselves  with  problems  of 
drug  addiction,  planning  for  mental  health  clinics 
and  state  legislation.  Doctor  Edmund  Hackman’s 
Committee  on  Public  Laws  has  been  alert  in  fol- 
lowing proposed  state  legislation  and  expressing 
the  society’s  views  in  the  interest  of  good  health 
practices.  The  Committee  on  Disaster  Control,  with 
Doctor  John  Lawlor  as  chairman,  has  undertaken 
with  vigor  the  task  of  state-wide  reorganization  of 
plans  for  caring  for  disaster  victims.  Doctor  Jesse 

*Presidential  Address  Delivered  at  the  154th  Annual 
Scientific  Assembly  of  the  Rhode  Island  Medical  So- 
ciety, at  Providence,  R I.,  May  4,  1965. 


Eddy  and  his  committee  are  to  be  congratulated 
for  the  very  excellent  program  of  this  meeting. 
Doctor  Thomas  Dolan  and  his  Industrial  Health 
Committee  have  been  working  with  the  State  De- 
partment of  Labor  on  revision  of  certain  sections 
of  the  workmen’s  compensation  laws. 

Particular  appreciation  goes  to  Doctor  Francis 
Sargent  who  for  several  years  has  been  chairman 
of  the  Mediation  Committee.  This  has  always  been 
a very  active  committee  and  has  been  most  valuable 
in  mediating  differences  between  doctors  and  pa- 
tients. 

The  Council  of  the  Society  and  the  House  of 
Delegates  have  spent  many  long  evening  hours  in 
your  interests. 

The  Woman’s  Auxiliary  has  been  extremely  help- 
ful behind  the  scenes.  They  circulated  to  the  public 
thousands  of  leaflets  and  reprints  in  support  of  the 
Kerr-Mills  plan.  They  were  of  great  help  in  col- 
lecting $30,000  worth  of  drug  samples  for  ship- 
ment by  the  junior  chamber  of  commerce  for  the 
use  of  the  needy  in  Hong  Kong. 

Many  members  of  the  Society  have  been  key  fig- 
ures and  given  fully  of  their  time  and  expert  knowl- 
edge in  practically  all  of  the  voluntary  health  agen- 
cies in  the  state.  Doctors  are  playing  a major  role 
in  the  deliberations  of  two  groups  that  have  been 
organized  as  the  result  of  relatively  new  problems. 
The  first  is  the  Interagency  Council  on  Smoking 
which  is  directing  special  attention  by  educational 
programs  to  discourage  youth  from  starting  the 
cigarette  smoking  habit.  It  held  a conference  that 
was  most  enthusiastically  entered  into  by  young 
teenager®  from  many  of  our  schools.  This  summer 
it  is  conducting  a workshop  primarily  for  school 
teachers  that  they  may  bring  scientific  information 
on  cigarette  smoking  and  health  back  to  their 
students. 

The  second  group  to  which  I refer  is  concerned 
with  area-wide  planning  for  medical  activities,  a 
most  important  and  complex  field. 

There  are  many  more  committees  and  individuals 
of  the  Society  who  have  been  giving  splendid  service 
in  the  interests  of  the  state's  population.  To  them 
all  I wish  to  express  my  personal  thanks  and  the 
thanks  of  the  Society  for  work  well  done. 

It  is  impossible  for  me  properly  to  express  my 
(Continued  on  next  page) 
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thanks  to  our  exceedingly  capable  executive  secre- 
tary John  E.  Farrell  who  is  everywhere  at  once 
and  carries  a veritable  computer-full  of  facts  and 
ideas  in  his  mind.  It  is  hard  to  see  how  the  Society 
could  function  efficientlv  without  him. 

TRENDS  TOWARDS  SOCIALISM 

During  the  year  we  have  entered  into  the  world 
of  the  "great  society”  which  gives  promise  of  be- 
coming the  great  socialistic  state.  The  illness  costs 
of  persons  65  years  and  over  are  receiving  prime 
attention  as  the  most  fertile  field  in  w'hich  to  start. 
There  are  certain  principles  in  the  Federal  Medi- 
care plan  that  are  contrary  to  good  medical  practice 
and  that  threaten  seriously  the  American  free  en- 
terprise system  which  has  produced  the  greatest 
advances  in  medicines  in  the  world.  The  plan  puts 
the  heavy  hand  of  the  federal  government  into  the 
practice  of  medicine. 

What  is  the  motive  for  providing  tax  funds  for 
medical  care  of  wealthy  people  just  because  they 
are  over  65  years  of  age?  Why  should  medical  care 
be  administered  by  the  Federal  Government 
far  removed  geographically  and  knowledgeably  from 
the  treated  patient?  If  the  government  is  really 
concerned  about  helping  the  needy,  why  should 
payments  abruptly  terminate  when  a given  day  is 
reached,  rather  than  when  the  condition  of  the  pa- 
tient warrants? 

There  are  many  other  examples  showing  the  in- 
eptness with  which  the  federal  plans  have  been  con- 
ceived. As  an  example,  for  some  years  the  provision 
of  the  federal  plan  for  nursing  home  care  proposed 
payment  for  only  those  nursing  homes  that  were 
connected  with  hospitals.  This  sounds  to  the  un- 
initiated like  a good  idea,  but  actually  it  was  of- 
fering something  that  was  next  to  nonexistant  — 
there  are  to  my  knowledge  no  nursing  homes  in 
Rhode  Island  connected  with  hospitals  and  there 
are  very  few  in  the  whole  country.  Those  who  con- 
ceived this  type  of  provision  were  either  extremely 
ignorant  of  hospitals  and  nursing  home  practice  or 
extremely  callous  in  their  concern  for  the  needs  of 
the  ill.  The  poor  people  were  being  duped  into  ex- 
pecting something  that  could  not  be  delivered.  It 
reminds  me  of  my  boarding  school  days  when  some 
of  the  old  boys  vacating  their  rooms  would,  in  sell- 
ing the  furnishings  to  the  incoming  new  boys,  try 
to  sell  the  radiators  as  part  of  the  furnishings. 

Finally  the  promulgators  of  this  Federal  Medi- 
care bill  learned  that  this  limitation  on  nursing 
homes  was  not  quite  right,  so  they  changed  it  to 
"facilities  having  an  arrangement  with  a hospital 
for  the  timely  transfer  of  patients  and  for  furnish- 
ing information  about  patients.  " This  i«  a group  of 
words  that  have  little  meanine.  and  if  they  had 
meaning  would  be  of  little  significance. 

The  late  President  John  F.  Kennedy  in  his  in- 
augural address  said  that  you  should  not  ask  what 
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your  country  can  do  for  you  but  rather  what  you 
can  do  for  your  country.  Since  then  the  administra- 
tion in  power  has  devoted  tremendous  energy'  and 
money  to  finding  ways  to  discourage  people  even 
from  doing  things  for  themselves,  let  alone  doing 
anything  for  the  country  except  to  re-elect  the  pres- 
et incumbents.  They  are  spreading  a tremendous 
leaky  umbrella  over  the  entire  country  with  a fringe 
of  ballots  dangling  from  its  periphery  and  threaded 
down  from  all  its  spines  and  seams. 

PRIME  INTERESTS  OF  PROFESSION 

Meanwhile,  health  and  education  are  the  prime 
interests  of  the  medical  profession  and  are  activities 
to  which  it  has  been  trained  and  devoted.  The  ad- 
vances in  the  treating  and  understanding  of  disease 
in  the  past  two  decades  have  been  prodigious. 

Heart-lung  machines,  artificial  kidneys,  hyper- 
baric oxygen  chambers,  body  plethysmographs, 
computers,  hypothermic  apparatus,  and  the  like, 
are  engaging  the  interests  and  activities  of  vast 
numbers  of  teams  of  specialists.  They  utilize  tre- 
mendous sums  of  money,  producing  phenomenal 
and  dramatic  results  in  the  study  and  treatment  of 
the  human  body  and  its  diseases.  They  engage  the 
interest  also  of  innumerable  writers  and  readers  in 
the  professional  and  lay  press.  Numberless  physical 
conditions  are  being  helped  that  a few  years  ago 
completely  baffled  the  medical  profession.  There 
is  no  doubt  that  these  advances  are  most  rewarding 
in  their  accomplishments.  They  are  interesting,  ex- 
citing — even  glamorous. 

But  we  should  stop  and  ponder  a little.  The  stim- 
ulation generated  by  these  activities  tends  to  at- 
tract so  much  interest,  manpower,  money,  and  time, 
that  sight  is  lost  of  many  of  the  basic  and  funda- 
mental medical  activities.  There  are  many  diseases 
today  for  -which  we  have  time-honored  methods  of 
prevention  and  cure,  yet  they  are  still  very  serious 
factors  as  causes  of  illness  and  death. 

Tuberculosis  is  one.  Means  of  prevention  and  al- 
most certain  cure  if  treated  in  time  are  at  hand. 
Yet  there  are  10,000  deaths  and  five  times  that 
many  new  active  cases  of  tuberculosis  reported 
annually  in  the  United  States  alone,  and  many  more 
not  reported.  The  National  Tuberculosis  Associa- 
tion and  other  health  agencies  have  been  educating 
the  population  for  years  as  to  how  we  could  wipe 
out  the  disease  as  a serious  factor  in  health,  but 
we  haven't  done  it.  In  a recent  issue  of  the  New 
England  Journal  of  Medicine  there  is  a report  of 
an  epidemic  of  tuberculosis  with  27  cases  in  a medi- 
cal school  in  the  northeast. 

Tetanus  is  a disease  that  can  be  virtually  elimi- 
nated bv  a few  essentially  harmless  injections,  but 
it  still  kills  hundreds  of  Americans  every  year. 
Only  four  cases  occurred  in  World  War  II  among 
United  States  soldiers  who  had  been  fully  immu- 
nized. but  in  1962  46  per  cent  of  the  females  and 
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28  per  cent  of  the  males  over  18  years  of  age  had 
not  been  immunized. 

Venereal  disease  was  to  all  intents  and  purposes 
eliminated  from  this  continent  following  the  last 
world  war.  Now  it  is  coming  back  in  considerable 
numbers  because  of  failure  to  use  well-known  and 
relatively  simple  control  measures.  An  estimated  1.2 
million  people  are  in  need  of  treatment  today. 

Smallpox  is  under  essentially  complete  control 
in  the  western  world,  but  upwards  of  60  per  cent 
of  the  population  are  susceptible  to  infection  be- 
cause they  have  failed  to  maintain  their  immunity 
by  periodic  vaccinations.  They  are  at  risk  of  in- 
fection because  rapid  travel  by  air  permits  exposed 
susceptibles  from  endemic  areas  to  arrive  here 
before  the  incubation  period  has  run  its  course. 
Thus  many  people  may  be  exposed  before  the  di- 
sease is  recognized  in  the  primary  case.  Several  out- 
breaks have  occurred  in  this  way  in  recent  years  in 
otherwise  uninvolved  areas. 

Trichinella  larvae  are  harbored  by  an  estimated 
25-50  million  Americans.  It  is  estimated  that  an 
average  of  three  servings  of  infested  pork  is  eaten 
by  each  of  us  every  year.  Of  course,  a vast  majority 
of  us  remain  asymptomatic,  but  the  case  fatality 
rate  in  recognized  cases  is  about  5 per  cent,  and  in 
some  epidemics  it  goes  as  high  as  30  per  cent.  There 
is  no  known  cure,  but  the  simple  expedient  of  cook- 
ing pork  for  30  minutes  per  pound  at  140°F.  will 
destroy  the  larvae,  freezing  will  not. 

Measles  is  by  far  the  most  significant  of  the 
exanthems  of  childhood  today.  There  were  424,000 
cases  in  1960  with  400  deaths.  Recently  developed 
very  effective  vaccines  should  soon  relegate  this 
disease  to  practical  non-existence.  A recent  inocu- 
lation program  in  Burrillville  has  been  reported 
as  most  successful,  and  Doctor  Joseph  Cannon, 
state  director  of  health,  has  one  under  consideration 
for  the  whole  state  in  the  fall.  Until  recently  the 
severity  of  reactions  has  made  the  vaccine  a dubious 
procedure  for  mass  vaccinations,  but  a modification 
of  the  vaccine  has  recently  been  made  that  promises 
largely  to  overcome  this  problem. 

There  are  many  man-made  hazards  that  cause 
great  suffering  and  a high  mortality.  Accidents  of 
various  kinds  caused  over  100,000  deaths  in  1964; 
half  of  them  from  automobiles,  a fifth  from  falls, 
most  of  them  in  the  home.  Then  there  are  fires, 
burns  and  drownings.  Accidental  poisoning  accounts 
for  1,800,  a great  number  of  them  from  medicines 
and  poisons  left  where  small  children  can  use  them 
to  satisfy  their  natural  curiosity.  Air  pollution,  in- 
cluding cigarette  smoke,  and  water  pollution,  have 
many  detrimental  effects. 

PREVENTIVE  MEASURES  AVAILABLE 

Most  of  these  conditions  mentioned  and  many 
others  can  be  greatly  modified  and  some  of  them 
completely  nullified  by  relatively  simple  and  readily 


applied  control  measures  that  are  well  understood 
and  available  to  all.  Several  of  our  committees  are 
working  on  various  aspects  of  these  problems,  but 
committees  are  not  enough.  An  alert  and  enlight- 
ened profession  and,  more  important,  an  alert  and 
enlightened  public  are  the  prime  essentials  for  con- 
trol. One  of  the  most  beneficial  functions  a medical 
society  can  carry  out  is  to  promote  interest  and 
knowledge  of  the  means  for  controlling  these  haz- 
ards to  health.  Health  education  as  distinguished 
from  medical  education  is  that  branch  of  medical 
education  that  has  to  do  with  the  maintenance  of 
good  health,  not  the  care  of  the  ill.  The  latter  re- 
quires a complete  and  prolonged  medical  education. 
Many  of  the  rudiments  of  the  former,  that  is  health 
education,  can  without  prolonged  intensive  study 
be  taught  to  the  person  not  trained  in  medical  sci- 
ences. This  involves  very  largely  informing  the 
public  along  the  lines  of  personal  and  public  health 
measures  that  are  available  to  them  and  convincing 
them  of  advantages  that  can  accrue  from  their  use. 
The  greatest  problem  is  in  communicating  this  in- 
formation to  large  masses  of  people. 

The  Cleveland  Health  Museum  has  pioneered  in 
the  field  of  health  education,  and  its  director,  Doc- 
tor Bruno  Gebhard,  has  been  a dynamic  teacher 
and  catalyst  to  stimulate  and  help  others  in  devel- 
oping their  own  museums  of  similar,  though  less 
extensive,  character.  In  an  article  describing  the 
museum  and  the  health  education  carried  on  there, 
Doctor  Gebhard  made  the  point  that  in  order  to 
understand  matters  of  health  there  is  needed  a fun- 
damental knowledge  of  the  human  body.  The  main 
theme  of  the  exhibit,  he  says,  is  the  ‘‘growth  and 
development  from  heredity  to  geriatrics”  There 
are  exhibits  showing  the  development  of  the  human 
body  from  conception  through  fetal  life  to  birth, 
and  then  growth  to  the  adult.  Many  of  the  exhibits 
are  three-dimensional  and  animated  and  allow  the 
visitors  to  participate. 

Juno,  the  well-known  transparent  woman,  a dra- 
matic study  in  anatomy  and  physiology,  attracts  a 
great  deal  of  attention.  This  is  an  expertly  made 
life-size  model  built  on  a human  skeleton,  showing 
the  internal  organs.  The  maze  of  blood  vessels, 
lymphatics,  and  nerves  are  shown  each  in  a dif- 
ferent color.  The  model  stands  on  a revolving  plat- 
form and  has  a synchronized  tape  recording  tell- 
ing of  the  function  of  the  different  organs  in  se- 
quence. Each  organ  lights  up,  and  the  body  turns 
to  a favorable  position  for  viewing  as  its  function 
is  described  on  the  tape.  There  are  exhibits  dealing 
with  health  and  hygiene,  dental  care,  body  defenses 
against  disease,  immunity,  effects  of  alcohol,  acci- 
dent control,  and  many  other  health  subjects.  Lec- 
ture courses  are  arranged  and  given  to  various 
groups,  such  as  school  children,  expectant  mothers, 
(Concluded  on  next  page) 
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grade  school  teachers,  parent-teacher  groups,  and 
the  elderly. 

Lectures  and  courses  can  be  arranged  for  almost 
any  group.  Portable  exhibits  have  been  prepared 
that  teachers  may  bring  to  their  schools  for  dem- 
onstration and  for  lectures  in  the  school  classrooms. 

The  whole  project  is  very  well  presented  and  is 
enthusiastically  received  by  the  public.  In  1963  the 
museum  wras  visited  by  some  75,000  people  and 
group  instructions  were  given  to  some  500  different 
groups. 

No  overall  health  plan  can  attain  its  desired  goal 
without  acceptance  and  sustained  participation  by 
the  public.  It  is  not  possible  to  get  such  acceptance 
and  participation  unless  the  public  is  informed  of 
the  significance  and  availability  of  health  measures. 
Perhaps  the  chief  reason  for  failure  to  bring  health 
standards  to  the  attainable  level  has  been  lack  of 
adequate  communication  of  health  information  to 
the  public  in  any  stimulating  and  sustained  way. 
The  success  of  the  Cleveland  and  other  health  mu- 
seums, as  well  as  the  enthusiastic  reception  of  the 
health  fair  your  society  sponsored  in  1962,  give 
indication  that  a majority  of  our  people  are  willing 
and  eager  to  have  this  information. 

It  would  appear  that  one  of  the  greatest  oppor- 
tunities for  improving  the  health  habits  of  the  popu- 
lation lies  in  this  type  of  endeavor.  This  is  a means 
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of  authoritatively  presenting  sound  health  advice 
to  the  young  as  well  as  the  mature,  and  combating 
the  claims  put  out  by  cultists  and  vendors  of  quack 
medicine.  The  gains  could  be  far-reaching. 

HEALTH  MUSEUM  FOR  RHODE  ISLAND 

A committee  under  the  chairmanship  of  Doctor 
Thomas  Forsythe  has  been  charged  by  the  council 
of  your  society  to  study  the  feasibility  of  estab- 
lishing such  a health  museum  in  Rhode  Island.  It 
was  originally  thought  that  we  might  repeat  the 
health  fair,  but  it  was  finally  concluded  that  a 
permanent  museum  modeled  after  the  Cleveland 
museum  offered  a much  greater  opportunity  for 
service  to  the  health  of  our  citizens.  Of  course  it 
presents  much  more  difficult  problems  of  adminis- 
tration, staffing,  and  financing,  but  there  should 
be  found  a way  to  overcome  these  problems  for  an 
undertaking  that  promises  so  much  to  so  many.  It 
is  our  feeling  that,  wdiile  this  museum  should  be 
sponsored  and  initiated  by  the  medical  society,  it 
should  be  administered  by  a board  of  directors 
made  up  of  tpp-flight  members  of  the  community 
representing  various  fields  of  endeavor.  If  such  a 
group  could  be  formed  that  would  enthusiastically 
dedicate  themselves  to  this  important  task  there 
is  little  doubt  that  the  project  would  be  a success 
and  a tremendous  boon  to  the  state.  The  commit- 
tee has  approached  the  problem  with  great  en- 
thusiasm and  has  made  good  progress  with  general 
planning.  A very  satisfactory  potential  site  for  a 
museum  has  been  found  — the  Casino  at  Roger 
Williams  Park,  However,  some  of  the  biggest  hur- 
dles yet  remain,  primarily  the  establishment  of  a 
board  of  directors  and  the  financing  of  the  enter- 
prise. 

Such  an  undertaking  would  of  course  require  the 
continuing  interest  and  active  participation  of  the 
medical  society  as  well  as  the  total  Rhode  Island 
community.  I earnestly  urge  the  support  of  the 
society  membership.  We  welcome  all  recommenda- 
tions and  help  that  you  can  give  us  toward  making 
this  enterprise  a success. 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clack,  Jr.,  B.S.,  Reg.  Pharm. 
_4  othecariei 

Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 
140  Central  Avenue  Seekonk,  Mass. 
7 Registered  Pharmacists 
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HISTOCHEMICAL  STUDY  OF  CAPILLARIES  IN  HUMAN  BONE  MARROW 

Authors  Describe  Histochemical  Method  of  V isualizing  Bone 
Marrow  Capillaries;  May  have  Diagnostic  Significance 
in  Multiple  Myeloma 

Barbara  E.  Barker,  ph.d.  and  Patricia  Farnes,  m.d. 
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Farnes,  M.D.,  of  the  Department  of  Pathology,  Rhode 
Island  Hospital,  Providence,  Rhode  Island. 


Early  investigation  of  bone  marrow  vascula- 
ture were  devoted,  in  large  part,  to  the  problem 
of  “open”  or  “closed”  circulation.  6,  9 While  there 
was  agreement  that  a portion  of  the  circulation  was 
sinusoidal,  contrasting  theories  of  intra-  and  extra- 
vascular  blood  cell  formation  in  adult  marrow  arose, 
and  some  investigators  postulated  the  existence 
of  intersinusoidal  capillaries.  7,  20  In  recent  years 
development  in  techniques  has  made  possible  visu- 
alization of  marrow  vasculature  on  a level  not 
achieved  in  the  past.  In  the  rabbit,  vital  micro- 
scopy of  marrow  has  permitted  a complete  descrip- 
tion of  marrow  circulation,  from  nutrient  arteries 
and  arterioles  through  capillaries  and  sinusoids, 
with  the  sinusoidal  system  draining  into  veins.  4,  5 
In  guinea  pigs,  rats,  and  rabbits,  marrow  depletion 
and  perfusion  techniques  combined  with  electron 
microscopy  have  led  to  detailed  information  about 
certain  aspects  of  the  circulation.  18,  23,  24  Most 
workers  now  agree  that  marrow  circulation  is  open, 
and  intersinusoidal  capillaries  probably  do  not 
exist.  Bone  marrow  vasculature  in  man  has  received 
little  attention,  but  convenient  methods  for  study 
of  this  microcirculation  might  contribute  informa- 
tion about  certain  hematologic  disorders. 

Endothelial  elements  have  been  identified  in  hu- 
man marrow  aspirates  and  sections  with  a variety 
of  techniques.  In  phase  contrast  studies  of  marrow, 
occassional  large,  elongate  endothelial  cells  with 
oval  nuclei  are  seen. 2 These  cells  have  been  dis- 
tinguished from  the  “reticuloendothial”  elements 
of  marrow  involved  in  neoplasia. 3 Cytochemical  in- 
vestigations of  marrow  have  shown  individual  en- 
dothelial or  reticuloendothelial  cells,  or  both,  which 
are  large,  irregular,  and  strongly  reactive  for  non- 
specific alkaline  phosphatase.! ■ 13,  21.  15 

In  the  study  of  human  bone  marrow  vasculature, 
experimental  techniques  feasible  for  animal  study 
cannot  be  routinely  employed  in  most  instances. 
Successful  delineation  of  the  blood  supply  of  other 
tissues  in  man  has  been  accomplished  by  utilizing 


the  alkaline  phosphatase  activity  of  endothe- 
lium. 10,  16  These  results  suggested  that  similar 
techniques  might  be  used  to  study  the  structure  of 
bone  marrow  capillaries  in  normal  and  diseased 
states. 

MATERIALS  AND  METHODS 

Bone  marrow  aspiration  was  performed  on  more 
than  fifty  patients  with  a variety  of  clinical  prob- 
lems. Marrow  was  aspirated  from  the  sternum  or 
iliac  crest  into  a heparinized  syringe  with  a Uni- 
versity of  Illinois  needle.  Particles  were  placed  in 
balanced  salt  solution,  washed  free  of  excess  ery- 
throcytes, and  gently  spread  on  slides.  Slides  were 
fixed  in  cold  formol-methanol,  and  alkaline  phos- 
phatase activity  determined  by  the  method  of  Go- 
mori.  1 1 Sodium  alpha  naphthyl  acid  phosphate  was 
used  as  substrate,  and  Diazo  blue  B as  coupler.  In- 
cubation was  carried  out  for  periods  of  up  to  thirty 
minutes,  and  preparations  were  lightly  counter- 
stained  with  toluidine  blue. 

RESULTS 

With  one  exception,  results  to  be  discussed  are 
confined  to  patients  without  primary  hematologic 
disease.  Bone  marrow  particles  consist  in  part  of  an 
alkaline  phosphatase  reactive  capillary  network 
(Fig.  1).  Capillaries  can  sometimes  be  traced  to 
arterioles  and  arteries.  Small  branches  terminate  in 
networks  of  fine  radicles  and  individual  reactive 
cells  (Fig.  2). 

(Continued  on  next  page) 


Fig.  1.  Alkaline  phosphatase  reactive  capillary  net- 
work from  a normal  bone  marrow  particle,  showing 
branching  of  the  capillaries. 
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Fig.  2.  Alkaline  phosphatase  reactive  cells  at  termi 
nation  of  a capillary. 


The  largest  vessels  observed  in  these  preparations 
were  arteries  up  to  100  m in  diameter,  and  these 
were  seen  only  in  occasional  preparations.  These 
have  muscular  and  adventitial  coats  and  show  no 
alkaline  phosphatase  activity.  Arterial  and  arteri- 
olar branches  are  15-30m  in  diameter,  and  the 
latter  have  alkaline  phosphatase  reactive  endothe- 
lium (Fig.  3). 

Capillaries  range  from  5-1 5 n in  size  and  are 
strongly  reactive  for  alkaline  photosphatase.  In- 
creasing enzyme  activity  is  seen  in  the  small  ca- 
pillary branches.  The  most  terminal  cells  of  the 
network  are  large,  irregular,  frequently  elongate, 
alkaline  phosphatase  reactive  cells  with  oval  nulei. 
(Fig.  2).  Many  cells  of  this  type  are  seen  conti- 
guous with  the  vascular  network,  but  a large  num- 
ber are  scattered  and  appear  unattached.  These 
cells  probably  represent  disrupted  capillary  cells 


Fig.  3.  A marrow  arteriole  in  an  aspirated  marrow 
particle.  The  endothelium  is  reactive  for  alkaline  phos- 
phatase, but  the  muscle  layer  (arrows)  is  not  reactive. 
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and  may  include  sinusoidal  components  of  the  reti- 
culoendothelial type.  Intact  sinusoids  are  not  seen 
in  these  preparations. 

Elongate  cells  with  small  amounts  of  cytoplasm 
and  lozenge-shaped  nuclei  are  seen  along  the  peri- 
vascular sheaths.  (Fig.  4.)  These  show  no  alka- 
line phosphatase  activity,  and  resemble  pericytes 
which  have  been  described  in  other  tissues,  and  in 
animal  marrow.  In  some  instances,  the  capillaries 
appear  constricted  at  the  sites  of  location  of  perivas- 
cular cells. 


Fig.  4.  A reactive  capillary  surrounded  by  a non 
reactive  sheath.  A perivascular  cell  is  present. 


In  our  initial  screening  of  marrows,  one  striking 
abnormality  has  been  observed  in  the  marrow  vas- 
culature from  two  patients  with  multiple  myeloma. 
Gross  disturbance  of  the  marrow  vascular  architec- 
ture. diminution  in  demonstrable  terminal  reactive 
cells,  and  wide  dilatation  of  blood  vessels,  some  of 
which  may  be  sinusoidal,  was  found.  (Fig.  5.) 


Fig.  5.  Gross  distortion  of  marrow  capillary  pattern 
from  a patient  with  multiple  myeloma.  Wide  dilation 
of  vessels,  extensive  anastomosis,  and  loss  of  terminal 
reactive  cells  are  seen. 
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Three  other  patients  with  myeloma  showed  no  sim- 
ilar abnormalities.  These  alterations  may  be  non- 
specific, but  in  any  event  illustrate  the  morphologic 
study  possible  with  this  method. 

DISCUSSION 

Alkaline  phosphatase  studies  of  human  bone  mar- 
row cells  have  been  undertaken  by  many  investi- 
gators, 1,  12,  13.  21.  22  but  they  have  been  primarily 
concerned  with  the  localization  of  the  enzyme  in 
hemic  cells  in  normal  and  diseased  states.  Although 
the  reactivity  of  individual  endothelial  cells  and 
portions  of  vessels  have  been  described  in  some 
studies,  l.  l9,  the  possibilities  of  utilizing  the  reac- 
tivity of  the  endothelium  for  study  of  marrow  ca- 
pillary circulation  have  not  been  explored. 

The  function  of  the  perivascular  cells  described 
is  unknown.  Pericytes  have  been  observed  along 
the  course  of  small  blood  vessels  in  many  organs. 13 
They  have  been  studied  with  the  electron  micro- 
scope by  Odlandl7  and  by  Zamboni  and  Pease24 
among  others.  It  has  not  been  established  whether 
these  cells  are  of  connective  tissue,  “primitive  mus- 
cle,” or  other  origin.  They  are  cytochemically  dis- 
tinct, in  marrow,  from  the  endothelial  cells,  and 
are  intimately  related  to  the  perivascular  sheath. 

The  present  technique  allows  visualization  of 
only  a portion  of  the  intact  vascular  network  of 
marrow.  Sinusoids  and  venous  components  of  the 
marrow  circulation  are  not  delineated,  although 
some  of  the  cells  described  may  comprise  part  of 
this  network.  Mitus  et  al.15  report  that  sinusoidal 
elements  of  liver  and  spleen  are  not  reactive  for 
alkaline  phosphatase,  and  Dorfman8  also  found  no 
alkaline  phosphatase  in  spleen  sinusoidal  cells  in 
humans.  The  reactive  terminal  cells  in  our  prepara- 
tions may  participate  in  the  sinusoidal  network, 
but  resolution  of  this  problem  awaits  further  in- 
vestigation. 

SUMMARY 

By  use  of  histochemical  techniques,  the  vascular 
networks  of  aspirated  human  bone  marrow  particles 
may  be  visualized  in  part.  Arteries,  arterioles,  and 
capillary  networks  may  be  identified.  An  unusual 
distortion  of  the  vascular  architecture  is  described 
in  two  cases  of  multiple  myeloma. 
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REGIONAL  HYPOTHERMIA  II 

(Continued  from  Page  306) 
and  effective  method  but  presents  the  danger  of 
thrombus  formation  at  the  site  of  the  arterial 
cut-down.  This  appears  to  be  unrelated  to  the 
period  of  vascular  occlusion. 

4.  Renal  pelvic  infusion  is  one  of  the  simplest  and 
most  effective  methods  of  producing  renal  hy- 
pothermia. 
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SURVIVAL  IN  HODGKIN  S DISEASE 

Experience  at  Rhode  Island  Hospital,  1946-1962 

Early  Recurrence  Indicates  Poor  Prognosis;  Complete  Removal 
by  Biopsy  Favors  Long-Term  Survival 

William  J.  H.  Fischer,  m.d. 
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Survival  time  is  always  a difficult  subject  to 
discuss,  particularly  in  Hodgkin's  disease  where 
there  is  an  amazing  variation  in  survival  time  and 
also  an  apparent  unpredictability.  This  became 
quite  apparent  in  a study  of  146  cases  reviewed 
recently  at  the  Rhode  Island  Hospital.  These  in- 
dividuals were  private,  ward,  and  clinic  admissions 
included  in  the  period  from  January  1,  1946  to 
January  1,  1962.  Their  follow-up  is  complete 
through  January  1963.  There  were  434  charts  avail- 
able bearing  the  diagnosis  of  Hodgkin’s  disease. 
The  pathology  notes,  operative  notes,  and  follow- 
up records  were  confirmed  wherever  necessary.  No 
cases  were  accepted  unless  the  biopsy  was  confirmed 
either  by  unmistakable  evidence  in  writing  or  by 
consultation  with  the  Pathology  Department  at  the 
Rhode  Island  Hospital.  Fortunately  in  the  majority 
of  cases  data  were  readily  available  in  the  de- 
partment. 

MATERIAL  SELECTION  AND  CLASSIFICATIONS 

All  survival  figures  used  in  the  study  were  cal- 
culated from  the  date  of  positive  biopsy.  In  an 
effort  to  establish  as  precise  histologic  diagnosis  as 
possible,  the  slides,  when  available,  were  reviewed 
for  confirmation  as  well  as  for  classification.  From 
434  charts,  a total  of  146  confirmed  cases  of  Hodg- 
kin's disease  were  found.  It  is  interesting  to  com- 
pare this  with  the  experience  of  Diamond1  who.  out 
of  2,500  cases  of  presumptive  Hodgkin’s  disease, 
was  able  to  find  713  confirmed.  The  percentages  in 
these  two  studies  are  respectively  31.1  per  cent  and 
28.5  per  cent. 

There  were  several  groupings  of  patients  in  this 
study,  but  perhaps  the  ones  of  more  interest  were 
those  who  survived  five  years  and  over  — a group 
of  48.  They  were  divided  into  groups  diagnostically, 
namely,  Hodgkin’s  paragranuloma,  granuloma,  and 
sarcoma,  according  to  the  classification  of  Jackson 
and  Parker2  and  that  used  at  the  Rhode  Island 
Hospital. 

An  attempt  was  also  made  to  use  a new  concept 
of  c’assification  which  is  not  yet  in  general  usage 


but  very  definitely  should  be  for  clarification  in  the 
future.  This  involves  the  use  of  the  terms  Stage  I, 
Stage  II-A,  II-B,  and  III.  Group  I consists  of  those 
with  a solitary  gland  or  small  chain  of  glands  in 
one  area,  either  above  or  below  the  diaphragm, 
with  no  other  evidence  of  disease.  Stage  II-A  would 
be  a group  of  glands  in  two  areas  either  above  or 
below  the  diaphragm  without  systemic  symptoms, 
and  II-B  would  be  the  same  with  systemic  symp- 
toms. Group  III  generally  is  conceded  to  be  gen- 
eralized lvmphadenopathy,  fever,  weight  loss,  and 
other  signs  of  dessemination. 

There  is  very  little  mention  of  the  length  of  time 
from  the  initial  treatment  to  the  first  recurrence, 
in  the  literature.  It  was  our  impression  that  this 
bit  of  information  might  shed  some  light  on  sur- 
vival. and  the  data  was  so  analyzed. 

An  important  aspect  of  Hodgkin’s  disease  is  what 
is  done  at  the  initial  biopsy.  This  is  a step  that 
deserves  much  more  clarification.  If  one  carefully 
studies  operative  notes  of  biopsy  procedures,  they 
are  also  most  revealing.  In  many  instances  an  ac- 
curate and  important  description  of  the  anatomical 
situation  is  available,  and  admissions  of  ability 
or  inability  to  remove  a gland  or  glands  are  noted. 
Conditions  such  as  excessive  matting  or  fragmen- 
tation of  material  handled  is  also  described.  Most 
important  of  all  of  these  descriptions  is  a biopsy 
in  which  one  or  more  glands  are  removed  without 
fragmentation.  If,  in  the  gross  description  of  the 
material  submitted  to  the  pathologist,  one  can  find 
evidence  that  indeed  all  the  disease  in  this  area 
was  removed  intact  and  encapsulated,  in  unicentric 
disease  problems,  this  may  be  curative  and  must  be 
considered  in  survival  studies. 

SEX,  AGE,  COLOR 

The  usual  separation  of  cases  by  age,  sex,  and 
color  was  made.  Males  predominated  about  2:1 
which  is  consistent  with  other  studies.  All  the  pa- 
tients were  of  the  white  race  except  for  one  Chinese. 
The  age  spread  was  from  7 to  90. 

ANALYSIS  OF  DATA 

The  overall  mortality  in  the  146  cases  analyzed 
showed  110  dead  or  75.3  per  cent.  In  the  group  of 
108  patients  followed  over  five  years,  there  were 
86  dead  or  79  per  cent.  The  average  survival  time 
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without  regard  to  treatment  in  the  108  cases  was 
8.1  years. 

A crude  survival  rate  of  the  108  cases  divided 
into  five  year  categories  shows  ( 1 ) the  overall  five- 
year  survival  was  44  per  cent,  with  20  per  cent 
living  and  24  per  cent  dead;  (2)  25  per  cent  sur- 
vival in  the  five  to  ten-year  group;  (3)  11.1  per 
cent  in  the  ten  to  fifteen-year  group;  and  (4)  2.8 
per  cent  in  the  fifteen  to  twenty-year  group.  These 
figures  are  in  general  in  very  close  agreement  with 
the  literature  except  for  the  five-year  survival  which 
was  44  per  cent.  This  was  the  highest  of  any  re- 
corded in  the  literature  to  date.  Including  this 
study,  there  are  nineteen  studies  of  survival  with  sig- 
nificant numbers  of  cases. 

With  regard  to  survival  as  related  to  pathological 
type,  the  average  survival  was  7.3  years  for  para- 
granuloma and  7.7  years  for  granuloma.  In  the 
sarcoma  group  the  average  survival  was  11.2  years. 
Analysis  of  these  groups,  however,  shows  clearly 
that  two  extraordinary  survivals  in  the  granuloma 
and  sarcoma  groups  definitely  distort  the  figures 
available  and  that  the  granuloma  group,  as  dis- 
cussed in  the  literature,  remains  the  highest  pre- 
dictable survival  rate  type.  There  was  one  survival 
of  over  35  years  in  the  granuloma  group  and  one 
of  over  26  years  in  the  sarcoma  group. 

Based  on  the  clinical  classification  previously 
outlined,  survivals  are  as  follows:  Stage  I — 44.4 
percent;  Stage  II  — 17.5  per  cent;  Stage  III  — 
38.3  per  cent.  In  Stage  I the  average  survival  was 
8.1  years;  Stage  II,  8 years;  Stage  III,  4.8  years. 
Thus  Stages  I and  II  have  twice  the  expectancy  of 
Stage  III. 

In  regard  to  recurrence  times  and  their  relation- 
ships to  survival,  the  following  figures  are  available: 
In  a group  who  survived  less  than  five  years,  the 
recurrence  time  was  9.8  months;  whereas  in  those 
who  lived  more  than  five  years,  the  recurrence  time 
was  27  months.  The  survival  times  were  1.8  years 
in  the  first  group  and  13.1  years  in  the  second  group. 

RESULTS  OF  TREATMENT 

The  most  difficult  task  in  survival  rate  studies 
regards  primary  and  adjunctive  therapy.  If  one 
considers  those  cases  treated  initially  with  x-ray, 
a 6.75  year  survival  was  noted.  In  a group  treated 
by  chemical  agents  alone,  survival  was  1 year  and 
5 months.  In  one  case  subjected  only  to  biopsy 
excision,  the  survival  was  7 years  and  6 months. 
Cases  treated  simultaneously  with  x-ray  and  chemo- 
therapy survived  7 years  and  1 month.  Extensive 
surgery  and  x-ray  combined  produced  a survival 
time  of  8 years  and  4 months. 

BIOPSY  SIGNIFICANCE  IN  SURVIVAL 

The  importance  of  biopsy  is  emphasized  by  the 
fact  that  there  were  29  patients  in  whom  complete 
removal  was  accomplished  at  the  time  diagnosis  was 


made.  Ten  patients  received  postoperative  x-ray 
therapy,  and  are  living.  Three  who  had  no  other 
therapy  are  still  living  and  well.  A final  group  of 
five,  who  had  no  other  treatment,  have  had  re- 
currence. 

UNPREDICTABILITY  OF  SURVIVAL: 

TYPICAL  CASES 

In  order  to  emphasize  the  difficulty  or  predicting 
survival  in  this  disease,  a few  cases  will  be  re- 
ported briefly. 

A 39-year-old  woman  with  Stage  III  Hodgkin’s 
disease  was  subjected  to  total  gastrectomy,  spen- 
ectomy,  and  partial  pancreatectomy  for  the  disease 
in  1952.  With  no  further  treatment,  she  survived 
10  years  and  7 months  without  recurrence,  only  to 
die  of  proven  metastatic  carcinoma  of  the  breast. 

Three  particularly  significant  cases  are  the  fol- 
lowing: (1)  a 42-year-old  man,  Stage  I paragranu- 
loma, in  whom  complete  removal  of  a gland  in  the 
neck  was  effected  at  biopsy  survived  without  re- 
currence for  12  years  with  no  other  therapy.  (2)  A 
7-year-old  boy,  Stage  I paragranuloma,  is  living 
and  well  without  recurrence  5 years  and  1 month 
after  biopsy  with  no  other  treatment.  (3)  A 50- 
year-old  woman  in  whom  complete  removal  of  a 
node  from  the  left  axilla  was  carried  out,  classified 
as  Stage  I,  received  no  further  therapy  and  survives 
without  recurrence  at  6 years  and  5 months. 

Another  group  of  great  interest  is  the  following: 
(1)  A 22-year-old  male,  Stage  I paragranuloma, 
who  survived  12  years  and  4 months  without  re- 
currence and  without  therapy,  then  changed  to  a 
Stage  III  condition  and  died  at  13  years  and  9 
months.  (2)  In  a 60-year-old  man  affected  with 
Stage  I Hodgkin’s  granuloma  complete  removal  of 
neck  nodes  was  carried  out  with  no  other  therapy. 
He  survived  without  recurrence  for  5 years.  He  was 
then  subjected  to  a radical  neck  dissection  plus 
conventional  x-ray  therapy  for  recurrence  and  died 
at  8 years  and  10  months. 

The  following  two  cases  are  also  unusual:  (1)  A 
9-year-old  male,  Stage  I unclassified  Hodgkin’s, 
was  subjected  to  a biopsy  of  a neck  gland,  and  no 
further  treatment.  A recurrence  at  two  years  was 
treated  with  radical  surgery  and  x-ray,  and  he 
survived  without  recurrence  for  22  years  and  9 
months.  He  is  currently  alive  and  well.  (2)  A 12- 
year-old  boy  was  treated  by  total  removal  of  a neck 
gland.  This  was  classified  as  Hodgkin’s  granuloma 
Stage  I.  For  two  years  he  had  no  therapy  and  no 
recurrence.  At  the  end  of  this  time,  he  was  treated 
with  x-ray  therapy  successfully  for  a neck  recur- 
rence. After  a third  recurrence,  again  after  a two- 
year  period,  he  was  again  treated  with  x-ray.  There 
have  been  no  recurrences  since.  He  has  now  been 
without  symptoms  or  difficulty  for  12  years  and  4 
months. 

(Continued  on  next  page) 


316 


RHODE  ISLAND  MEDICAL  JOURNAL 


The  study  revealed  nine  cases  in  which  very  long 
survival  times  were  noted  after  what  were  classified 
as  biopsies,  but  were  actually  complete  node  re- 
movals at  the  time  the  initial  diagnosis  was  made. 
An  outstanding  example  of  this  was  a 24-year-old 
nurse  in  whom  a mediastinal  mass,  which  was  dis- 
covered on  routine  x-ray  study,  was  removed  in 
toto  at  the  time  of  “biopsy.”  She  was  given  con- 
ventional x-ray  therapy  after  the  operation  and 
has  had  no  recurrence  for  14  years. 

Three  further  cases  are  thought  to  be  pertinent. 
The  first  patient  was  given  x-ray  therapy  to  the 
neck  before  being  seen  at  Rhode  Island  Hospital. 
This  treatment  was  given  for  enlarged  glands  in 
the  neck,  no  biopsy  or  pathological  diagnosis  hav- 
ing been  obtained.  A single  gland  in  the  neck  was 
removed  in  toto.  There  was  no  further  therapy,  and 
the  patient  is  still  alive  and  well  after  14  years. 

The  second  patient,  a boy,  was  a 13-year-old  at 
the  time  of  diagnosis.  He  had  disseminated  disease 
at  the  time  in  1939.  He  was  treated  off  and  on  with 
x-ray  and  nitrogen  mustard  until  1947  when  he 
went  into  a remission  lasting  6 years.  During  this 
time  he  had  no  symptoms  or  therapy  and  was  ex- 
amined and  accepted  for  the  United  States  Army! 
From  1953  to  1957,  when  he  died,  he  was  treated 
at  least  once  a year  with  either  mustard  or  x-ray 
for  exacerbations  of  his  disease.  He  ultimately  re- 
ceived other  chemotherapeutic  agents  and  hormones 
as  well.  He  died  in  April,  1957  after  18  years  of 
disease. 

The  final  patient  is  one  who  survived  almost  35 
years  to  the  day.  The  author  is  not  aware  that 
there  is  any  instance  of  such  lengthy  survival  in 
the  medical  literature.  The  diagnosis  of  Hodgkin’s 
disease  was  made  in  December  1924,  and  the  pa- 
tient died  on  January  1,  1960. 

During  the  early  years  of  her  illness  she  was 
given  from  time  to  time  what  would  currently  be 
considered  very  inadequate  doses  of  x-ray  to  vari- 
ous glands.  She  bore  four  children  uneventfully 
without  evidence  of  recurrence  after  childbirth.  An- 
other biopsy  in  1947  revealed  Hodgkin’s  disease  of 
the  same  granuloma  type  she  harbored  in  1924.  Sub- 
sequently recurrences  appeared  at  least  once  a year 
in  many  organ  systems.  She  received  mustard  and 
x-ray  therapy  during  the  period.  She  experienced 
relatively  mild  disability  until  the  last  year  of  her 
life,  at  which  time  she  clearly  became  a Stage  III 
case.  Then,  although  she  had  minor  remissions  at- 
tributable to  the  treatment,  she  failed  rapidly. 
Autopsy  revealed  no  evidence  of  Hodgkin's  disease. 
Only  one  section  of  the  spleen  revealed  a cell  that 
resembled  a Reed-Sternberg  cell,  but  it  could  not 
be  considered  diagnostic.  Many  of  the  lymph  nodes 
studied  showed  fibrosis  and  evidence  of  therapy. 
Careful  studies  of  all  the  tissues  showed  no  active 
Hodgkin’s  disease.  A suspected  and  confirmed  find- 


ing was  widespread  amyloidosis,  most  marked  in  the 
adrenals  and  kidneys. 

SUMMARY  AND  CONCLUSION 

1.  Recurrence  time  in  Hodgkin’s  disease  is  defi- 
nitely of  value  in  prognosis.  Patients  who  live 
over  five  years  have  a recurrence  time  four  times 
longer  than  those  who  do  not. 

2.  Paragranuloma  and  granuloma  type  survivals 
are  equal,  and  are  twice  that  of  sarcoma  type. 

3.  Stages  I and  II  have  a survival  twice  that  of 
Stage  III. 

4.  A correlation  between  primary  therapy  and  sur- 
vival is  not  convincingly  shown. 

5.  The  proposition  that  complete  removal  of  dis- 
ease at  biopsy  favorably  influence  long-term 
survival  is  tentatively  supported. 

6.  It  is  dangerous  to  predict  treatment  response 
or  survival  in  any  given  case  of  Hodgkin’s 
disease. 
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ONE  SENTENCE  ESSAY 
No  man  is  really  happy  or  safe  without  a 
hobby,  and  it  makes  precious  little  difference 
what  the  outside  interest  may  be  — botany, 
beetles  or  butterflies;  roses,  tulips  or  irises; 
fishing,  mountaineering  or  antiques  — anything 
will  do  so  long  as  he  straddles  a hobby  and  rides 
it  hard.  . . . Sir  William  Osier 


RESPONSIBILITIES,  OF  A MEDICAL  EDITOR 

People  who  edit  medical  writings  have  greater 
responsibilities  and  hence  more  demanding  duties 
than  those  who  edit  other  types  of  material. 

* =t=  * 

The  first  duty  of  those  who  edit  medical  work  is 
to  understand  what  the  medical  writer  intends  to 
convey. 

* * * 

The  person  who  attempts  to  clarify  a physician’s 
ambiguous  words  must  first  decide  whether  the 
problem  is  one  of  muddled  thinking  or  one  of  mud- 
dled expression. 

* * * 

It  sometimes  turns  out  that  what  looks  like  mere- 
ly poor  writing  is  actually  the  result  of  unclear 
thinking,  and  the  former  cannot  be  remedied  until 
the  latter  is  clarified. 

* * * 

A few  readers  may  struggle  through  unreadable 
medical  writings  because  the  contents  are  very  im- 
portant, but  improving  the  readability  of  such  works 
makes  it  evident  to  many  more  readers  that  the 
contents  are  worthwhile. 

. . . Extracted  from  Editorial  by  Mark  D.  Altshule, 
Medical  Science,  April,  1965 


Editorials 


PROFESSIONAL  SELF-DISCIPLINE 


Those  seeking  to  denigrate  the  medical  profes- 
sion criticize  it  for  lack  of  self-policing.  This  is 
another  of  those  cocktail  party  canards  akin  to  the 
accusation  that  the  A.M.A.  has  sought  to  limit  the 
number  of  new  physicians.  What  are  the  facts?  At 
the  state  medical  society  level  there  are  committees 
on  mediation,  compensation  insurance  claims,  and 
ethics.  These  are  among  the  most  active  and  re- 
sponsible of  the  Society’s  working  committees. 

It  is  at  the  hospital  staff  level,  however,  that 
there  has  been  a virtual  burgeoning  of  self-appraisal 
and  self-disciplinary  mechanisms.  In  a typical  hos- 
pital in  the  Providence  metropolitan  area  there  are 
no  less  than  eight  staff  committees  concerned  with 
the  improvement  and  policing  of  patient  care.  At 
the  top  of  the  pyramid  is  the  staff  executive  com- 
mittee which  assumes  overall  responsibility  and 
rides  herd  on  the  working  committees.  Among  these 
are  the  committees  on  medical  records,  tissue,  in- 
fections and  infectious  diseases,  utilization,  pro- 
fessional activities  survey  and  medical  audit,  instru- 
ments and  technique,  and  post-mortem  procure- 


AREA-WIDE 

The  recent  adoption  by  the  House  of  Dele- 
gates of  the  Rhode  Island  Medical  Society  of 
a resolution  supporting  in  principle  area-wide  plan- 
ning for  medical  care  facilities  should  be  but  a first 
step  to  more  active  involvement  of  the  Medical 
Society  and  of  all  practicing  physicians  in  planning 
for  proper  and  adequate  hospital  facilities.  While 
there  is  ever  increasing  utilization  of  hospitals,  phy- 
sicians find  themselves  exercising  minimal  control 
over  the  facilities. 

A physician  should  always  have  at  his  disposal 
for  immediate  use  such  facilities  as  he  deems  nec- 
essary for  his  patient.  The  long  waiting  lists  for 
admission  to  most  of  the  hospitals  of  the  state  cur- 
rently constitute  a scandalous  situation.  It  is  a 
blot  on  good  medical  practice  that  urgent  opera- 


ment.  Medical  records  controls  the  quality,  com- 
pleteness, and  promptness  of  completion  of  the  hos- 
pital patient  records,  an  important  basic  concern 
in  general  patient  care.  Tissue  polices  the  surgical 
services  for  unwise  or  unnecessary  surgery.  Profes- 
sional activities  rates  the  general  care  of  patients 
through  a computer  service  purchased  from  a non- 
profit data  storage  and  retrieval  center  (located  in 
Ann  Arbor,  Michigan).  In  addition,  the  major 
clinical  services  have  monthly  mortality  conferences 
at  which  deaths  during  the  preceding  period  are 
reviewed  to  determine  if  errors  in  judgment  were 
involved  and  to  review  the  care  in  detail  to  profit 
from  experience.  For  this  purpose  the  efforts  of  the 
post-mortem  committee  are  vital  in  maintaining  a 
respectable  autopsy  percentage.  Access  to  post  mor- 
tem material  is  vital  if  mortality  studies  are  to  have 
meaning. 

Although  the  organizational  set-up  here  described 
may  not  be  paralleled  in  detail  in  every  institution, 
the  trend  is  sharply  in  that  direction.  The  medical 
profession  pursues  self-examination  with  a vigor 
that  is  almost  unique. 


PLANNING 

tions  must  often  be  delayed  as  long  as  three  to 
four  weeks  and  sometimes  longer.  General  prac- 
titioners and  internists  are  frequently  obliged  to 
keep  patients  at  home  who  should  properly  be  in 
a hospital.  This  frustrating  denial  of  a bed  must  be 
eliminated.  For  adequate  patient  care  a bed  should 
always  be  available  for  immediate  occupancy,  not 
a substandard  one  in  a conference  room  or  corridor. 
Only  when  a physician  practices  in  the  way  that 
his  conscience  and  training  tell  him  is  right  can 
the  experience  of  practice  be  satisfying  and  free  of 
frustration. 

Area-wide  planning  could  be  very  useful  bv  being 
advisory  in  evaluating  the  total  needs  of  the  com- 
munity and  its  physicians.  Suggestions  as  to  how  a 
(Continued  on  next  page) 
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given  institution  could  best  fit  into  the  total  pic- 
ture and  how  in  its  given  position  in  the  community 
of  hospitals  it  might  best  function  should  have 
value. 

Too  frequently  the  concept  of  area-wide  planning 
has  been  one  of  limitation  of  facilities  instead  of 
expansion.  The  profession  must  take  an  active  role 
in  assuring  that  there  is  always  a surplus  of  beds 
available  — not  just  in  June,  but  in  January.  Feb- 
ruary and  March,  or  whenever  needed. 

Area-wide  planning  must  not  be  merely  a new 
avenue  of  exploitation  by  professional  administra- 
tors, or  a new  field  for  penetration  by  government 
agencies.  This  is  a distinct  danger.  To  forestall 


TWO  HUNDRED  YEARS, 

Providence  and  Philadelphia  are  three  hun- 
dred miles  apart.  Brown  University  and  the  Uni- 
versity of  Pennsylvania  have  medical  schools  which 
are  two  hundred  years  apart.  In  the  year  1965  they 
are  linked  together  in  the  celebration  of  Bicen- 
tennials. 

The  problems  faced  by  Benjamin  Franklin  and 
Doctor  John  Morgan  in  deciding  on  and  their 
travels  in  giving  birth  to  a medical  curriculum  have 
a familiar  sound.  It  was  as  difficult  a task  for  the 
founders  of  medical  education  in  America  as  it 
seems  to  be  for  the  new  medical  faculty  on  College 
Hill.  It  is  well  to  reread  Benjamin  Franklin’s  ad- 
vice and  philosophy  on  medical  education  as  one 
approaches  the  problem,  for  they  are  as  valid  today 
as  they  were  then  — a basic  usable  knowledge  of 
English,  a grasp  of  all  of  the  basic  science  extant, 
and  a perfected  technical  training. 

Two  hundred  years  ago  it  was  necessary  to  travel 
to  Europe  for  a formal  medical  education.  The  Uni- 
versity of  Edinburgh  was  the  mother  of  the  Uni- 
versity of  Pennsylvania  by  virtue  of  having  edu- 
cated all  of  the  first  teachers  in  the  medical  school 
at  Philadelphia.  The  driving  force  in  the  founding 
of  the  school  was  a group  of  young  men  who  were 
not  addicted  to  xenophilia.  With  forthright  self- 
confidence  and  dedication  to  their  work  they  had 
the  self-assurance,  self-discipline,  and  self-reliance 
to  realize  that  one  can  produce  as  green  a grass  as 
can  one’s  neighbors. 

We  should  with  the  same  conviction  as  did  John 
Morgan,  William  Shippen,  and  Benjamin  Rush 
plan  with  boldness  and  integrity  a medical  educa- 
tion second  to  none.  Rhode  Island  has  long  had  in 
its  midst  men  of  superb  training  and  teaching  ca- 
pacities, whose  talents  have  never  been  used  to  the 
fullest.  We  hope  that  advantage  will  be  taken  of 
this  resource  in  the  future. 
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sucn  unwanted  intervention,  the  profession  must 
become  totally  involved  and  make  known  its  posi- 
tion, its  needs,  and  its  philosophy.  Area-wide  plan- 
ning must  not  interfere  with  the  right  of  individuals 
to  construct  and  operate  hospital  facilities,  even  if 
contrary  to  the  advice  of  the  area  planning  group. 
Take-over  by  a bureaucratic  regulatory  agency 
which  makes  regulations  for  their  own  sake  will 
surely  add  to  the  frustrations  of  practice.  The  needs 
of  all.  including  the  needs  of  the  medical  profession 
to  provide  for  the  highest  quality  of  care  for  its 
patients,  must  be  considered.  We  must  lend  support, 
direction,  and  leadership  to  this  new  endeavor  of 
area-wide  planning,  but  for  the  purpose  of  protec- 
ting those  values  which  we  deem  important. 


TOGETHER  AND  APART 

Dedicated  teaching  physicians  are  one  part  of 
the  story.  Hospital  facilities  and  enlightened  trus- 
tees are  the  other  ingredients  which  led  to  the 
founding  of  a medical  school  in  Philadelphia.  The 
influence  of  dedicated  lay  trustees  reached  perfec- 
tion in  the  person  and  character  of  the  gifted 
Benjamin  Franklin.  He  was  the  archetype  of  the 
hospital  trustee.  Lending  his  full  influence  and  often 
taking  the  leadership  for  the  good  and  welfare  of 
the  community,  he  helped  found  the  Pennsylvania 
Hospital  a full  fifteen  years  before  the  development 
of  the  medical  school.  In  no  small  measure,  the 
availability  of  these  clinical  facilities  for  teaching 
permitted  the  first  effective  medical  education  in 
America.  The  flowering  of  the  medical  school  of 
the  University  of  Pennsylvania  occurred  simultan- 
eously with  the  development  of  its  own  great  Uni- 
versity Hospital.  The  lack  of  hospital  facilities  and 
a clinically  oriented  curriculum  in  no  small  way 
led  to  the  failure  of  Brown  University’s  first  ven- 
ture into  medical  education  a century  and  a half 
ago. 

The  excellent  hospital  facilities,  which  enlight- 
ened trustees  in  the  tradition  of  Benjamin  Frank- 
lin have  since  provided  in  Rhode  Island,  now  give 
hope  that  these  facilities  will  at  last  be  used  for 
medical  education  at  Brown  University,  that  the 
two  hundred  year  gap  will  be  breached,  and  that 
history  will  not  repeat  itself. 

We  salute  the  University  of  Pennsylvania  on  its 
most  successful  career  and  upon  the  completion  of 
the  first  two  hundred  years  of  medical  education 
in  America.  We  also  pay  tribute  to  those  dedicated 
trustees  in  the  state  of  Rhode  Island  who  in  the 
Franklin  tradition  have  given  their  time  and  effort 
to  the  development  of  the  finest  of  hospital  facilities. 
We  expect  the  outstanding  feature  of  Brown’s  third 
century  to  be  its  Medical  School. 
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DOCTORS  AS  MEN  OF  LETTERS 


The  curiosity,  capacity,  and  creativity  of  doc- 
tors have  frequently  led  to  a happy  combination 
of  medicine  and  literature.  By  coincidence,  the 
Rhode  Island  Medical  History  Club  was  recently 
entertained  by  Doctor  Alex  M.  Burgess,  our  Senior 
Editor,  with  an  outstanding  recitation  from  mem- 
ory of  the  poetry  of  full-time  practicing  physicians 
from  the  time  of  Middle  English  to  the  present. 
Currently  an  exhibit  in  the  Berg  Collection  at  the 


New  York  Public  Library  called  DOCTORS  AS 
MEN  OF  LETTERS  is  being  shown.  This  exhibit 
does  not  confine  itself  to  practicing  physicians  but 
includes  many  whose  interest  in  medicine  was  less 
complete.  There  are  many  surprises.  Those  who 
may  be  unable  to  view  the  New  York  Public  Li- 
brary show  may  learn  of  some  of  these  unknown 
students  of  medicine  in  the  Book  Review  Section 
of  this  issue.  (See  Page  294) 
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GENERAL  MEETING  OF  THE  RHODE  ISLAND 
MEDICAL  SOCIETY,  MAY  5,  1965 


A general  meeting  of  the  Rhode  Island  Medical 
Society  membership  was  called  for  Wednesday, 
May  5,  1965,  during  the  scientific  assembly  held 
at  the  Marvel  gymnasium  of  Brown  University  in 
Providence. 

The  meeting  was  called  to  order  by  the  President, 
Dr.  John  C.  Ham.  at  1 p.m.  Approximately  115 
members  were  in  attendance. 

There  were  no  resolutions  or  proposals  proposed 
from  the  floor. 

The  Secretary  reported  that  at  a meeting  of  the 
House  of  Delegates  held  on  April  21,  1965,  the 
following  officers  were  elected  to  serve  the  Society 
until  the  annual  meeting  in  1966: 

Dr.  William  A.  Reid,  of  Glocester  President 

Dr.  Walter  J.  Dufresne,  of  Pawtucket 

Vice  President 

Dr.  Harry  E.  Darrah,  of  Providence  President-Elect 
Dr.  John  A.  Dillon,  of  Providence  Treasurer 

Dr.  Michael  DiMaio,  of  Providence  Secretary 
The  Secretary  also  reported  that  at  a meeting 
of  the  Council  of  the  Society  held  on  March  29, 
1965,  it  had  been  unanimously  voted  to  recommend 
honorary  life  membership  in  the  Society  to  John 
E.  Farrell,  executive  secretary. 

A motion  was  made,  seconded  and  unanimously 
voted  that  John  E.  Farrell  be  elected  an  honorary 
member  of  the  Rhode  Island  Medical  Society. 

The  Secretary  reported  that  the  House  of  Dele- 
gates had  approved  of  by-law  revisions  which  had 
been  published  and  sent  to  each  member  of  the 
Society  with  the  program  for  the  154th  annual 
meeting.  A motion  was  made,  seconded  and  voted 
that  the  by-law  revisions  as  proposed  to  the  mem- 
bership be  adopted. 

The  President  invited  Doctor  William  A.  Reid 
to  the  rostrum,  and  Doctor  Reid  briefly  expressed 
his  appreciation  for  the  honor  accorded  him  and  he 
asked  for  the  cooperation  of  the  membership  in 
carrying  forward  the  many  fine  programs  of  the 
Society. 

The  meeting  was  adjourned  at  1:30  p.m. 

Michael  DiMaio,  m.d.,  Secretary 
NEW  OFFICERS  INSTALLED 

Dr.  William  A.  Reid,  state  representative  in  the 
General  Assembly  from  the  town  of  Glocester,  in- 
stalled as  the  106th  President  of  the  Rhode  Island 
Medical  Society  at  its  154th  annual  scientific  as- 
sembly held  at  the  Marvel  gymnasium  of  Brown 
Univers:tv.  is  a native  of  Douglas,  Massachusetts. 
Doctor  Reid  received  his  elementary  education  at 
schools  in  Pascoag.  and  at  Burrillville  High  School. 


He  was  graduated  from  the  University  of  Rhode 
Island  in  1936,  and  four  years  later  he  received  his 
doctorate  in  medicine  from  Tufts  University  School 
of  Medicine.  After  an  internship  at  Rhode  Island 
Hospital,  and  residency  training  at  Lying-In  Hos- 
pital, he  served  with  the  Army  medical  corps  dur- 
ing World  War  II  in  the  European  theater  of  op- 
erations. After  the  war  he  established  his  practice 
in  obstetrics  and  gynecology. 

Active  in  community  activities,  Doctor  Reid 
served  as  state  representative  in  the  General  As- 
sembly from  the  first  East  Providence  district  in 
1952-1954,  prior  to  his  moving  of  his  residence  to 
Chepachet.  He  served  as  Secretary  of  the  Provi- 
dence Medical  Association  for  five  years,  as  a 
member  of  the  state  Society’s  House  of  Delegates 
for  many  years,  and  he  is  also  a member  of  the 
boards  of  directors  of  both  Blue  Cross  and  Physi- 
cians Service. 

DOCTOR  DARRAH  CHOICE  AS 
PRESIDENT-ELECT 

Dr.  Harry  E.  Darrah,  Providence  anesthesiologist 
who  is  now  director  of  medical  education  at  Roger 
Williams  General  Hospital,  was  the  Society’s  choice 
to  succeed  Dr.  Reid  a year  from  now.  A native  of 
Pittsburg,  Doctor  Darrah  was  graduated  from 
Hahnemann  Medical  School  in  Philadelphia  in  1935. 
After  an  internship  at  Roger  Williams  General  Hos- 
pital he  established  an  office  for  the  practice  of 
medicine  in  East  Providence,  and  he  subsequently 
moved  to  Providence.  During  World  War  II  he 
served  as  a Captain  in  the  Army,  drawing  overseas 
duty  with  the  141st  General  Hospital,  one  of  the 
largest  hospital  units  established  in  England.  A 
diplomat  of  the  American  Board  of  Anesthesiology, 
he  served  as  President  of  the  Providence  Medical 
Association  in  1963,  and  he  has  been  a member  of 
the  state  medical  society’s  House  of  Delegates  for 
several  years.  Last  year  he  was  named  by  the  state 
medical  society  as  its  representative  on  the  state 
board  of  education's  advisory  committee  in  voca- 
tional education. 

PAWTUCKET  OBSTRETRICIAN  VICE-PRESIDENT 

Dr.  Walter  J.  Dufresne,  former  chief  of  the  De- 
partment of  Obstetrics  at  Pawtucket  Memorial 
Hospital,  was  elected  Vice-President,  succeeding 
Dr.  Robert  W.  Drew  of  Warren.  A native  of  Paw- 
tucket, a graduate  of  La  Salle  Academy,  Tufts 
College  and  Tufts  Medical  School,  Doctor  Dufresne 
is  a past  president  of  the  Pawtucket  Medical  Asso- 
ciation. a former  member  of  the  Executive  Com- 
(Continued  on  Page  322) 
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THE  RHODE  ISLAND  MEDICAL  SOCIETY 

Offi  cers  and  Standing  Committees , 1965-1966 
(Elected  by  the  House  of  Delegates,  April  21, 1965) 


OFFICERS 

President William  A.  Reid,  m.d. 

Vice  President  Walter  J.  Dufresne,  m.d. 

President-Elect  Harry  E.  Darrah,  m.d. 

Secretary  Michael  DiMaio,  m.d. 

Treasurer  John  A.  Dillon,  m.d. 


STANDING  COMMITTEES 

(President  and  Secretary,  ex  officio,  members  of  all 
Standing  Committees.) 


COMMITTEE  ON  INDUSTRIAL  HEALTH 

Thomas  J.  Dolan,  m.d.,  Chairman 
Walter  E.  Hayes,  m.d. 

Richard  R.  Knowles,  m.d.  (Newport) 

John  Murphy,  m.d.  (East  Greenwich) 

Paul  J.  Rozzero,  m.d. 

Robert  P.  Sarni,  m.d. 

Raymond  E.  Stevens,  m.d.  (Pawtucket) 

Alton  P.  Thomas,  m.d.  (Woonsocket) 

Harold  Woodcome,  m.d.  (Pawtucket) 

LIBRARY  COMMITTEE 

Francesco  Ronchese,  m.d.,  Chairman 
Briand  Beaudin,  m.d.  (Warwick) 

Harold  G.  Calder,  m.d. 

Anthony  Caputi,  m.d.  (Newport) 

Ralph  DiLeone,  m.d. 

Kieran  Hennessey,  m.d.  (Pawtucket) 

Walter  S.  Jones,  m.d. 

Harold  Libby,  m.d. 

Julianna  Tatum,  m.d.  (Westerly) 

COMMITTEE  ON  MEDICAL  ECONOMICS 

Stanley  D.  Simon,  m.d.,  Chairman 
Wilfred  I.  Carney,  m.d. 

C.  Barrus  Ceppi,  m.d.  (Jamestowm) 

Peter  Erinakes,  m.d.  (Warwick) 

John  F.  W.  Gilman,  m.d. 

Stephen  J.  Hoye,  m.d.  (Pawtucket) 

James  McGrath,  m.d.  (Wakefield) 

Gustavo  A.  Motta,  m.d. 

John  Turner,  II,  m.d. 


COMMITTEE  ON  PUBLICATIONS 

AlexM.  Burgess,  Sr.,  m.d.,  Chairman 
Irving  A.  Beck,  m.d. 

John  A.  Dillon,  m.d. 

Seebert  J.  Goldowsky,  m.d. 

Mdton  W.  Hamolsky,  m.d. 

Robert  YT.  Lewis,  m.d. 

Peter  L.  Mathieu,  m.d. 

Jose  M.  Ramos,  m.d.  (Newport) 

Laurence  A.  Senseman,  m.d.  (Pawtucket) 

COMMITTEE  ON  PUBLIC  LAWS 

Edmund  T.  Hackman,  m.d.,  Chairman  (Warwick) 
Freeman  B.  Agnelli,  m.d.  (Westerly) 

Walter  J.  Dufresne,  m.d.  (Pawtucket) 

Frank  D.  Fratantuono,  m.d. 

Stephen  J.  Fortunato,  m.d. 

Aurav  Fontaine,  m.d.  (Woonsocket) 

Stanley  T.  Grzebien,  m.d. 

Frank  Logler,  m.d.  (Newport) 

Armand  D.  Versaci,  m.d. 

COMMITTEE  ON 

SCIENTIFIC  WORK  AND  ANNUAL  MEETING 

Jesse  P.  Eddy,  III,  m.d.,  Chairman 
George  Anderson,  m.d. 

John  A.  Dillon,  m.d. 

Marshall  N.  Fulton,  m.d. 

Alfred  Gobeille,  m.d.  (Jamestown) 

Milton  W.  Hamolsky,  m.d. 

Stephen  J.  Hoye,  m.d.  (Pawtucket) 

A.  A.  Savastano,  m.d. 

Lester  L.  Vargas,  m.d. 


COMMITTEE  ON 

PUBLIC  POLICY  AND  RELATIONS 

William  A.  Reid,  m.d.,  Chairman 
Francis  H.  Chafee,  m.d. 

Harry  E.  Darrah,  m.d. 

Michael  DiMaio,  m.d. 

John  C.  Ham,  m.d. 
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(Continued  from  Page  320) 
mittee  of  Memorial  Hospital,  a member  of  the 
American  and  the  New  England  Obstetrical  and 
Gynecological  Associations,  and  for  the  past  two 
years  a member  of  the  Council  of  the  state  medical 
society. 

SECRETARY  AND  TREASURER  RE-ELECTED 

Dr.  Michael  DiMaio,  of  Providence,  was  re- 
elected for  his  fifth  term  as  Secretary,  and  Dr.  John 
A.  Dillon,  of  Providence,  was  re-named  as  Treas- 
urer. Doctor  Dillon  served  in  the  same  office  from 
1953  until  1959,  and  then  was  succeeded  by  the 
late  Dr.  J.  M.  Beardsley.  He  was  elected  Treasurer 
again  a year  ago.  Doctor  DiMaio,  a member  of 
the  state  board  of  examiners  in  medicine,  was  for- 
merly Secretary  of  the  Providence  Medical  Asso- 
ciation. 

STANDING  COMMITTEE  CHAIRMEN 

Chairmen  of  the  major  elected  committees  of  the 
Society  were  announced  as  follows:  Dr.  Thomas  J. 
Dolan,  Industrial  Health;  Dr.  Francesco  Ronchese, 
Library;  Dr.  Stanley  D.  Simon,  Medical  Econom- 
ics; Dr.  Alex  M.  Burgess,  Sr.,  Publications;  Dr. 
Edmund  T.  Hackman,  Public  Laws;  Dr.  Jesse  P. 
Eddy,  III.  Scientific  Work  and  Annual  Meeting. 
BY-LAW  REVISIONS 
Adopted,  May  5,  1965 
ARTICLE  III.  MEMBERSHIP 

“Section  2.  MEMBERS.  — The  Members  are 
all  the  active  members  in  good  standing  in  the 
component  societies  from  whom  the  required  annual 
dues  or  special  assessments  have  been  received  time- 
ly by  the  Treasurer  of  this  Society,  unless  exemp- 
tion from  payment  of  dues  or  assessments  has  been 
provided  in  these  by-laws  or  by  action  of  the 
Council.” 

“Section  5.  GOOD  STANDING.  — A Member 
is  not  in  good  standing  within  the  meaning  of  these 
by-laws: 

(a)  L’nless  payment  of  dues  and  special  assess- 
ments on  his  behalf  have  been  received  by  the 
Treasurer  as  provided  in  these  by-laws,  unless  ex- 
emption from  payment  of  dues  or  assessments  has 
been  provided  in  these  by-laws  or  by  action  of  the 
Council.” 

“Section  6.  DLTES.  — On  or  before  January  1 
of  the  year  for  which  the  dues  in  question  are  pay- 
able, each  Member  shall  be  assessed  as  annual  dues 
such  sum  as  the  House  of  Delegates  of  this  Society 
may  have  determined  at  its  meeting  in  September 
immediately  preceding.  Said  dues  shall  be  raid  to 
the  Treasurer  of  the  Rhode  Island  Medical  Society. 
Any  Member  with  respect  to  whom  dues  for  that 
year  have  not  been  received  by  the  Treasurer  by 
Mav  1 shall  be  suspended  from  membership  in  this 
Societv.  and  he  shall  forfeit  his  membershiD  if  said 
indebtedness  remains  unpaid  fifteen  (15)  days  after 
official  notification  thereof  from  the  Treasurer. 


"Members  having  attained  the  age  of  seventy 
(70)  years  shall,  if  they  so  request  in  writing,  be 
exempt  from  the  payment  of  dues,  but  they  shall 
remain  as  active  members  in  good  standing.” 
ARTICLE  V.  OFFICERS. 

“Section  10.  TREASURER. 

Subsection  (9) 

(9)  to  render  an  account  of  his  work  and  of 
the  state  of  the  funds  of  the  Society  annually,  and 
to  make  in  writing  such  other  reports  as  the  House 
of  Delegates  or  the  Council  may  require;  . . .” 
ARTICLE  VI.  HOUSE  OF  DELEGATES. 
Section  8.  Reports  of  Officers. 

“The  Secretary,  for  the  Council,  and  the  Chair- 
men of  committees,  shall  prepare  and  submit  for  the 
consideration  of  the  House  reports,  preferably  in 
writing,  concerning  their  activities.” 

ARTICLE  X.  STANDING  COMMITTEES 
AND  BOARDS  OF  TRUSTEES. 

Section  2.  Required  Reports. 

“Each  of  these  committees  shall  report  to  the 
House  of  Delegates,  preferably  in  writing,  con- 
cerning its  activities.  The  Trustees  of  the  Calib 
Fiske  Fund  and  Trustees  of  Special  Funds  shall 
report  to  the  Council.” 

ARTICLE  X.  STANDING  COMMITTEES 
AND  BOARDS  OF  TRUSTEES. 

“Section  13.  Auditors.” 

(DELETE  THIS  SECTION  ENTIRELY) 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PROVIDENCE  MEDICAL  ASSOCIATION 

A meeting  of  the  Providence  Medical  Association 
was  held  at  the  R.  I.  Medical  Society  Library  on 
Monday.  April  5.  1965.  The  meeting  was  called  to 
order  by  the  President.  Dr.  Ralph  Richardson,  at 
8:30  p.m.  The  minutes  of  the  previous  meeting 
were  not  read. 

Report  of  the  Secretary 

In  the  absence  of  the  secretary  his  report  was 
presented  by  Dr.  William  A.  Reid,  as  follows: 

In  addition  to  reviewing  applications  for  mem- 
bership. the  Executive  Committee  at  a recent  meet- 
ing approved  of  the  transfer  of  membership  to  the 
Kent  County  Medical  Society  of  Drs.  Tse-ping 
Chen  and  Leroy  Aaronson.  and  granted  an  exemp- 
tion from  dues  to  Dr.  Vitalijs  Kaspari  while  he 
undertakes  a residency  in  pathology  at  Our  Lady 
of  Fatima  Hospital. 

The  Committee  also  authorized  the  President  to 
name  the  Association’s  two  delegates  to  the  Rhode 
Island  Council  of  Community  Services:  it  reviewed 
and  approved  the  annual  report  of  the  Medical 
Milk  Commission,  and  it  voted  to  extend  an  invi- 
tation to  pre-medical  students  at  Brown  Univer- 
sity. Providence  College  and  the  University  of 
Rhode  Island  to  attend  the  scientific  meetings  of 
the  Association. 

The  Executive  Committee  reviewed  the  recom- 
mendations of  the  Committee  on  the  Revision  of 
the  By-Laws  and  Constitution,  and  it  voted  to 
submit  the  by-law  amendments  for  vote  at  the  April 
meeting,  and  the  Constitutional  amendment  at  the 
October  meeting. 

The  Committee  voted  to  hold  the  annual  meet- 
ing with  the  members  of  the  General  Assembly  from 
the  Greater  Providence  area.  This  meeting,  held 
on  March  31.  was  most  successful. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary  be  approved  and 
placed  on  file. 

Amendments  to  By-Laws 

The  President  noted  that  the  By-Laws  Revision 
Committee  had  published  its  report  with  the  notice 
to  the  members  of  the  April  meeting,  together  with 
exolanatory  comments  on  the  proposed  revisions. 
Action : A motion  was  made,  seconded  and  voted 
that  th°  proposed  amendments  to  the  by-laws  be 
adopted. 


Announcements  by  the  President 

Doctor  Richardson  reported  that  on  April  26,  27 
and  28  the  surgeon-in-chief  pro  tempore  at  Rhode 
Island  Hospital  would  be  Dr.  James  D.  Hardy, 
professor  of  surgery  at  the  Medical  School  of  the 
University  of  Mississippi,  and  he  noted  that  mem- 
bers of  the  Association  are  invited  to  participate 
in  the  programs  at  the  hospital  during  Doctor 
Hardy's  visit. 

He  also  reported  that  the  annual  meeting  of  the 
State  Medical  Society  would  be  held  on  May  4 and 
5,  and  he  urged  attendance  at  the  sessions  by 
members  of  the  Association. 

He  reported  also  that  the  annual  dinner  and  golf 
tournament  of  the  Association  would  be  held  at  the 
Metacomet  Golf  Club  on  Wednesday,  June  30. 

He  read  a report  on  possible  Congressional  action 
on  the  controversial  bill  H.R.  6675  which  includes 
medical  benefits  for  elder  citizens  over  the  age  65, 
and  he  urged  members  to  write  the  Rhode  Island 
Congressional  Delegation  to  urge  recommittal  of 
the  bill  in  order  that  public  hearings  may  be  held 
on  it. 

Applicants  for  Membership 

Doctor  Reid  reported  that  the  Executive  Com- 
mittee recommended  the  election  of  the  following 
physicians  to  membership: 
iMichael  J.  Baccari,  m.d. 

Frederick  W.  Barnes,  Jr.,  m.d. 

John  H.  Barrall.  m.d. 

Franco  Erculei,  m.d 
William  Fethiere.  m.d. 

Kenneth  E.  Liffman.  m.d. 

Youssef  M.  Menasha.  m.d. 

Tames  J.  Scanlan.  m.d. 

Walter  R.  Thayer.  Jr.,  m.d. 

Action : A motion  was  made,  seconded  and  voted 

that  the  applicants  be  elected. 

Scientific  Program 

The  scientific  lecture  was  presented  by  Dr.  Arvin 
S.  Glicksman  of  New  York  City.  Assistant  Radio- 
therapist. [Memorial  and  Tames  Ewing  Hospitals: 
Associate.  Section  on  Experimental  Radiation, 
Sloan-Kettering  Institute.  Xew  York  City:  Public 
Health  Service  Research  Career  Program  Awardee. 
National  Cancer  Institute,  who  spoke  on  “Com- 
bined Sequential  Radiotherapy  and  Surgery  in  the 
Management  of  Malignancy." 

The  presentation  was  followed  by  discussion  from 
the  floor  bv  members. 
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The  meeting  was  adjourned  at  9:50  p.m. 
Attendance  67 
Collation  was  served 

Respectfully  submitted, 
William  A.  Reid,  m.d. 
Secretary  Pro  Tern 


WASHINGTON  COUNTY  MEDICAL  SOCIETY 

The  annual  meeting  of  the  Washington  County 
Medical  Society  was  held  at  the  Larchwood  Inn,  in 
Wakefield,  R.  I.  on  January  13,  1965. 

The  meeting  was  called  to  order  by  Dr.  E.  T. 
Gale,  President,  at  11:45  a.m. 

Dr.  Walsh’s  motion  that  the  minutes  of  the  last 
meeting  be  accepted  as  printed  was  seconded  and 
passed. 

Unfinished  Business-.  Dr.  McGrath  moved  that 
Dr.  William  McDermott’s  application  to  the  Wash- 
ington County  Medical  Society  be  accepted,  having 
been  endorsed  by  the  credentials  committee.  Dr. 
Jones  seconded  the  motion  which  was  passed  unani- 
mously. 

New  Business:  Dr.  Richard  Kreamer  rendered  a 
report  of  the  recent  meeting  of  the  council  of  the 
R.  I.  Medical  Society  which  involved  discussions 
of  the  State  Hospital  advisory  council,  licensure, 
cigarette  smoking,  meetings  with  a congressional 
delegation  and  the  Kerr-Mills  Council. 

Dr.  Tatum  discussed  the  progress  of  the  Mental 
Health  Clinic,  the  acquisition  of  a full  time  admin- 
istrator and  social  worker,  the  increased  utilization 
of  the  facilities  that  has  been  noted. 

Dr.  Gale  discussed  his  attendance  of  the  first 
annual  meeting  of  the  Washington  County  Nursing 
project. 

Standing  and  Special  Business  Committees'.  The 
nominating  committee  rendered  a slate  of  officers 
for  the  consideration  of  the  members.  No  additional 
nominations  were  made  from  the  floor.  Dr.  Tobin 
moved  that  the  nominations  be  closed  and  that  the 
officers  nominated  be  elected.  The  motion  was  sec- 
onded and  passed.: 

President  Dr.  Dominic  Chimento 

First  Vice  President  Dr.  John  J.  Walsh 

Second  Vice  President  Dr.  John  D.  Pinto 

Secretary  Dr.  Erwin  Siegmund 

Program : Dr.  David  Fish  gave  an  interesting 
talk  on  the  trend  toward  therapy  of  psychiatric 
problems  in  community  and  general  hospitals.  The 
necessity  of  considering  such  facilities  as  new  con- 
struction occurs  in  the  future,  and  the  necessity  for 
close  cooperation  between  the  psychiatrist  and  at- 
tending physicians  in  order  to  implement  this  trend. 

Members  present : Drs.  Jones,  Burbello,  Tatum, 
Angelli,  Manganaro,  Kraemer,  McGrath,  Siegmund, 
Walsh,  Mclver,  Nestor,  Johnson,  Kusma,  Gobielle, 
Tang,  Morrone,  Gale,  Pinto  Palaia,  LaPere, 
Visiglio. 

Respectfully  submitted, 

Dr.  Erwin  Siegmund,  Secretary 
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HOUSE  OF  DELEGATES 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 

Report  of  Meeting  Held  on  April  21 , 1965 


A MEETING  OF  THE  HOUSE  OF  DELEGATES  of  the 

Rhode  Island  Medical  Society  was  held  at  the 
Medical  Library  in  Providence  on  Wednesday, 
April  21,  1965.  The  meeting  was  called  to  order  by 
the  President.  Dr.  John  C.  Ham.  at  8:05  p.m.  The 
following  delegates  were  in  attendance: 

Joseph  E.  Wittig,  m.d..  John  E.  Murphy,  m.d., 
John  M.  Vesey.  m.d..  Charles  B.  Round,  m.d..  Earl 
J.  Mara,  m.d.,  Harold  A.  Woodcome,  m.d.,  Joseph 
Ruisi.  m.d..  Freeman  B.  Agnelli,  m.d.,  James  A. 
McGrath,  m.d.,  William  A.  Reid,  m.d.,  Michael 
DiMaio.  m.d..  John  A.  Dillon,  m.d..  Thomas  Perry, 
Jr.,  m.d.,  John  T.  Barrett,  m.d.,  J.  Robert  Bowen, 
m.d..  Bertram  H.  Buxton,  m.d.,  Wilfred  I.  Carney, 
m.d..  Joseph  Caruolo,  m.d.,  Nathan  Chaset,  m.d., 
Warren  W.  Francis,  m.d.,  Frank  Fratantuono,  m.d., 
John  F.  W.  Gilman,  m.d..  Seebert  J.  Goldowsky, 
m.d.,  Stanley  Grezebien,  m.d.,  Herbert  F.  Hager, 
m.d.,  Joseph  Lambiase,  m.d..  Robert  V.  Lewis,  m.d., 
Thomas  Littleton,  m.d.,  William  J.  MacDonald, 
m.d..  Raul  Xodarse.  m.d.,  Edwin  B.  O'Reilly,  m.d., 
Arnold  Porter,  m.d.,  Ralph  Richardson,  m.d.,  Carl 
S.  Sawyer,  m.d.,  Stanley  D.  Simon,  m.d..  John  Tur- 
ner. II.  m.d.,  Edwin  Vieira,  m.d..  Elihu  S.  Wing, 
Jr.,  m.d.,  Arthur  E.  Hardy,  m.d.,  delegate  to  the 
AMA.  Edmund  T.  Hackman,  m.d.,  alternate  dele- 
gate to  the  AMA.  and  John  C.  Ham.  m.d.,  Presi- 
dent. 

The  following  delegates  were  absent : 

Paul  A.  Botelho,  m.d.,  Philomen  Ciarla.  m.d., 
Charles  Dotterer.  m.d..  Reginald  H.  Boucher,  m.d., 
Robert  C.  Hayes,  m.d..  Earl  F.  Kelly,  m.d..  Leonard 
Staudinger.  m.d.,  Roger  Berard.  m.d.,  Roger  Fon- 
taine, m.d.,  Robert  W.  Drew,  m.d.,  Joseph  Cannon. 
m.d..  Irving  A.  Beck.  m.d..  Henry  B.  Fletcher,  m.d., 
James  Hardiman.  m.d.,  Walter  E.  Hayes,  m.d., 
James  B.  Moran,  m.d..  Gustavo  A.  Motta.  m.d.. 
William  S.  Xerone.  m.d..  and  Charles  J.  Ashworth, 

M.D. 

Also  present  were  Doctors  Francis  Sargent.  Chair- 
man of  the  Mediation  Committee;  John  B.  Lawlor. 
Chairman  of  the  Disaster  Committee:  Thomas  J. 
Dolan.  Chairman  of  the  Industrial  Health  Com- 
mittee: Richard  P.  Sexton.  Chairman  of  the  Medi- 
cal Care  Programs  Committee;  and  John  E.  Far- 
rell. Sc.D..  Executive  Secretary. 

REPORT  OF  THE  SECRETARY 
Dr.  Michael  DiMaio.  Secretary,  read  his  annual 
report,  copy  of  which  was  included  in  the  Delegates’ 
handbook. 


Item  16  relating  to  publicity  in  the  daily  press 
of  a physician’s  experimental  work  was  discussed 
at  length.  The  opinion  was  expressed  that  the  mem- 
bership be  informed  that  new  medical  or  surgical 
procedures  warrant  initial  reporting  in  medical  pub- 
lications, not  the  lay  press,  and  it  was  recommended 
that  members  withhold  their  name  and  information 
in  such  instances  when  questioned  by  communica- 
tions media,  on  the  basis  that  such  information 
should  first  be  reported  to  physicians  for  their 
analysis  and  confirmation.  It  was  also  recommended 
that  the  opinion  sent  to  the  membership  be  sent 
to  the  public  relations  department  of  every  hospital 
in  the  state. 

Doctor  Ham  discussed  the  work  of  the  Xew 
England  Postgraduate  Medical  Institute  in  answer 
to  an  inquiry  regarding  Item  6 of  the  Secretary’s 
report. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary  as  presented  be 
approved  and  placed  on  file. 

RECOMMENDATIONS  OF  THE  COUNCIL 

The  Secretary  reported  on  recommendations  to 
the  House  from  the  Council,  as  follows: 

1 . Procedure  for  X ominations  to  Physicians  Service 
Board. 

That  the  Council  be  authorized  by  the  House  of 
Delegates  to  submit  annually  a slate  of  physician 
nominees  to  the  House,  at  its  January  meeting,  for 
positions  on  the  Board  of  Directors  of  the  Rhode 
Island  Medical  Society  Physicians  Service,  with  the 
understanding  that  additional  or  counter  nomina- 
tions may  be  made  from  the  floor  of  the  House. 
Action : A motion  was  made  to  amend  the  recom- 
mendation by  deleting  the  phrase  ‘‘with  the  un- 
derstanding” and  substituting  the  word  “and.'' 
The  motion  was  seconded  and  voted. 

A motion  was  made,  seconded  and  voted  to  adopt 
the  recommendation  as  amended. 

2.  Revision  of  By-Laws. 

Proposed  revisions  of  the  by-laws,  submitted  to 
the  House  as  a separate  memorandum  with  ap- 
proval of  the  Council,  were  recommended  for  adop- 
tion and  submission  to  the  membership  for  vote  at 
the  general  session  on  May  5.  1965. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  by-law  revisions  as  proposed  be  approved 
and  submitted  to  the  membership  at  the  general 
meeting  on  May  5.  1965. 

(Continued  on  Page  328) 
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Stop  most  gram-negative 
urinary  infections. 

Before  they  can  develop  into 
pyelonephritis,  pyonephrosis  or 
some  other  potentially  life-threat- 
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NegGram,  a specific  urinary  anti- 
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...“a  good  ‘starting’  drug.”1  Neg- 
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negative  bacterial  urinary  infec- 
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Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  ahd  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment.  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  in  patients  with  liver  disease  or  severe  impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false- 
positive reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1,000.  250  mg.  for  children,  available  in  bottles  of  56  and  1,000. 

References:  (1)  Carroll,  G.:  Urologists'  Letter  Club,  June  1,  1964.  (2)  McDonald, 

D.  F.,  and  Short,  H.  B.:  Address  to  the  Fourth  Interscience  Conference  on  Anti- 
microbial Agents  and  Chemotherapy,  New  York,  Oct.  26-28,  1964. 
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3.  dominations  jor  Officers  and  Standing  Com- 
mittees 

The  Council  as  a nominating  committee  submit- 
ted a slate  of  officers  and  standing  committees  to 
serve  from  the  conclusion  of  the  1965  Annual  Meet- 
ing until  their  successors  are  elected  and  qualified 
in  1966.  The  slate  of  nominees  was  submitted  as 
a ballot  in  the  Delegates'  handbook. 

Action : A motion  was  made,  seconded  and  voted 
that  the  slate  of  nominees  and  standing  commit- 
tees as  presented  by  the  Council,  copy  of  which 
is  made  part  of  the  official  minutes  of  this  meet- 
ing. be  approved,  and  the  Secretary  be  author- 
ized to  cast  one  ballot  for  the  House  electing  the 
nominees. 

RESOLUTION  FROM 

BRISTOL  COUNTY  MEDICAL  ASSOCIATION 

The  President  noted  that  a resolution  from  the 
Bristol  County  Medical  Association  had  been  in- 
cluded in  the  Delegates'  handbook.  He  pointed  out 
that  the  resolution  specifically  asks  that  the  House 
consider  two  actions:  (1)  that  the  request  of  the 
Bristol  County  Medical  Center  for  approval  of  its 
accident  room  by  Blue  Cross  be  adjudicated  solely 
on  the  merits  of  the  case  presented  without  relation 
whether  it  benefits  physicians  or  not,  and  (2) 
whether  the  Center's  accident  room  is  advantageous 
to  the  health  and  welfare  of  the  residents  of  the 
area. 

There  was  general  discussion  of  the  resolution, 
with  several  members  of  the  House  indicating  that 
they  did  not  feel  thev  had  sufficient  information 
regarding  the  Center  and  its  accident  room  cover- 
age to  resolve  the  issue  as  presented. 

Action:  A motion  was  made  and  seconded  that 
the  resolution  be  referred  to  the  Council  for  its 
study  of  the  issues  involved,  and  for  recommen- 
dations to  the  House. 

A motion  was  made  and  seconded  to  table  the 
motion.  The  motion  to  table  was  defeated. 

The  original  motion  was  voted. 

SUPPORT  OF  BLUE  CROSS  PAYMENT  POLICY 
A motion  was  made,  seconded  and  voted  that 
the  House  of  Delegates  of  the  Rhode  Island  Medi- 
cal Society  reaffirm  its  position  in  support  of  the 
present  policv  of  the  Hospital  Service  Corpora- 
tion of  Rhode  Island  of  making  payments  only 
to  licensed  hospitals. 

REPORTS  OF  COMMITTEES 
On  separate  motions  the  House  approved  and 
placed  on  file  written  reports,  as  submitted  in  the 
Delegates’  handbook,  from  the  following  commit- 
tees and  boards  of  trustees: 

Trustees  of  Benevolence  Fund 
Industrial  Health  Committee 
Library  Committee 
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Mediation  Committee 

Committee  on  Medical  Aspects  of  Sports 

Medical  Care  Programs  Committee 

Perinatal  Mortality  Committee 

Publications  Committee 

Social  Welfare  Committee 

Trustees  of  the  R.  I.  Medical  Library 

REPORT  OF  DISASTER  COMMITTEE 
Dr.  John  B.  Lawlor.  Chairman  of  the  Disaster 
Committee,  read  his  annual  report,  copy  of  which 
had  not  been  sent  to  the  delegates  in  advance  of 
the  meeting. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Disaster  Committee,  as 
presented,  be  approved  and  placed  on  file. 

MEDIATION  COMMITTEE 

(Supplemental  Report) 

The  House  went  into  executive  session  to  hear  a 
supplementary  report  from  Dr.  Francis  B.  Sargent, 
Chairman  of  the  Mediation  Committee. 

The  House  resumed  regular  session. 

REPORT  OF  MEDICAL  ECONOMICS  COMMITTEE 
Dr.  Stanley  D.  Simon  reported  briefly  for  the 
Medical  Economics  Committee,  stating  that  the 
Committee  would  re-evaluate  the  Society’s  major 
medical  plan  for  its  members  with  Blue  Cross-Phy- 
sicians Service  for  possible  increases  in  benefits, 
particularly  as  regards  the  hospital  per  diem  pay- 
ment. He  also  noted  that  at  a recent  national  Blue 
Shield  conference  counsel  was  given  that  with  the 
increase  in  federal  and  state  medical  aid  programs 
the  work  of  utilization  and  record  committees  will 
have  added  importance,  and  he  urged  members  of 
the  Society  to  take  an  interest  in  their  hospital 
utilization  committee  work. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Chairman  of  the  Medical 
Economics  Committee,  as  presented,  be  approved. 
REPORT  OF  PHYSICIANS  AND  CARRIERS 
WORKERS  COMPENSATION  COMMITTEE 
Dr.  Arthur  E.  Hardy  reported  on  highlights  of 
cases  adjudicated  bv  the  new  committee  of  physi- 
cians and  carriers  for  consideration  of  workmen’s 
compensation  insurance  cases.  He  indicated  at  the 
conclusion  of  his  oral  report  on  the  problems  that 
it  is  apparent  that  the  committee  is  operating  to 
the  advantage  of  all  interested  parties. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  by  the  Chairman  of  the  Toint 
Physicians  and  Carriers  Workmen's  Compensa- 
tion Committee,  as  presented,  be  approved. 

REPORT  OF  PUBLIC  HEALTH  COMMITTEE 
In  the  absence  of  Dr.  Thomas  Forsvthe.  Chair- 
man of  the  Public  Health  Committee.  Doctor  Ham 
reported  briefly  on  the  work  of  the  committee  in  its 
exploration  of  the  possibility  of  a Health  Museum 
that  might  be  established  in  Roger  Williams  Park 
(Continued  on  Page  330) 
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(Continued  from  Page  328) 
under  the  auspices  of  the  Society,  and  under  the 
operation  and  guidance  of  a board  of  directors 
composed  of  community  leaders  throughout  the 
State. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  submitted  for  the  Public  Health 
Committee  by  Dr.  John  C.  Ham  be  approved. 
REPORT  OF  THE  SCIENCE  FAIR  COMMITTEE 

In  the  absence  of  Dr.  Louis  A.  Leone.  Chairman 
of  the  Science  Fair  Committee,  the  Executive  Sec- 
retary reported  briefly  on  the  Committee's  work. 
He  stated  that  the  Committee  had  selected  six  high 
school  students  for  awards  by  the  Society  at  the 
20th  annual  secondary  schools'  science  fair,  and 
the  selectees  will  receive  special  framed  certificates 
and  a S25  Treasury  bond  from  the  Society  at  the 
evening  session  of  the  Annual  Meeting  to  be  held 
on  May  5,  1965. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  submitted  by  the  Executive  Secre- 
tarv  for  the  Science  Fair  Committee  be  approved. 

CITY  EMPLOYEES  HEALTH  PLAN 
Doctor  Seebert  J.  Goldowsky  reported  that  in 
September  of  1964  the  House  authorized  the  ap- 
pointment of  a committee  to  meet  with  Providence 
city  officials  regarding  the  health  benefits  program 


for  the  employees  of  the  city.  He  stated  that  the 
Committee  had  been  advised  to  postpone  a meeting 
until  the  new  mayor  was  elected  and  installed. 
Subsequently,  since  the  first  of  the  XewT  Year,  the 
committee  has  made  repeated  attempts  to  arrange 
a meeting  with  the  city  officials,  and  finally  an 
appeal  was  made  to  the  Mayor.  A meeting  has  now 
been  set  for  April  30. 

Action:  A motion  was  made,  seconded  and  voted 
to  approve  the  progress  report  of  the  committee 
on  Providence  City  Employees’  Health  Benefits. 
The  suggestion  was  made  that  the  committee 
investigate  and  report  to  the  membership  on  the 
procedure  to  be  followed  for  qualification  by  phy- 
sicians to  treat  federal  employees  for  on-the-job  in- 
juries. The  President  stated  that  the  Executive  Sec- 
retarv  would  investigate  this  situation. 

ADJOURNMENT 


The  House  was  adjourned  at  10:20  p.m. 
Respectfully  submitted. 

Michael  DiMaio,  m.d.,  Secretary 


REPORT  OF  THE  SECRETARY 

Since  the  January  meeting  of  the  House  of  Dele- 
gates the  following  actions  have  been  taken  by  the 
Council: 

1.  A report  of  the  Public  Health  Committee 
was  heard,  and  the  Council  authorized  the  com- 
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mittee  to  conduct  an  organization  luncheon  or  din- 
ner meeting  at  the  expense  of  the  Society,  to  which 
representative  persons  from  all  parts  of  the  State 
would  be  invited  who  might  be  potential  nominees 
for  a board  of  directors  for  a permanent  Health 
Museum  if  such  a project  wins  their  approval;  and 
further,  the  Council  voted  that  Dr.  Bruno  Gebhard, 
Director  of  the  Cleveland  Health  Museum,  be  in- 
vited to  address  such  an  organization  meeting. 

2.  A prospectus  on  health  careers,  aimed  at  en- 
couraging the  youth  of  the  state  to  be  interested  in 
work  in  the  medical  and  allied  fields,  was  approved. 

3.  Amendments  to  the  state  workmen’s  compen- 
sation law  as  submitted  by  the  Industrial  Health 
Committee  were  approved  for  submission  to  the 
State  Director  of  Labor. 

4.  The  President  was  authorized  to  request  the 
Governor  of  the  State  to  permit  the  Society  to  sub- 
mit a list  of  nominees  from  whom  he  may  make 
appointments  for  positions  on  the  Medical  Advisory 
Committee  to  the  State  Labor  Department  and 
the  Workmen’s  Compensation  Commission. 

5.  The  question  of  establishing  a committee  on 
alcoholism  was  referred  to  the  Committee  on  Mental 
Health  with  a request  that  it  determine  whether 
there  is  a need  for  such  a committee,  and  whether 
it  could  operate  as  a sub-committee  of  the  Mental 
Health  Committee. 
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6.  The  Council  approved  of  a proposal  of  the 
Postgraduate  Medical  Institute  to  offer  its  services 
to  hospitals  and  other  medical  groups  in  Rhode 
Island. 

7.  The  Council  approved  of  a proposal  sub- 
mitted for  a formal  organization  of  the  Interagency 
Council  on  Smoking,  with  the  stipulation  that  the 
Society  would  be  unable  to  provide  direct  financial 
assistance,  but  it  would  seek  the  aid  of  physician 
volunteers  for  educational  programs  and  in  other 
ways  aid  the  promotion  of  the  programs  of  such  a 
Council. 

8.  The  Chairman  of  the  Child-School  Health 
Committee  was  named  as  the  Society’s  official  dele- 
gate to  the  national  AMA  Conference  on  Physi- 
cians and  Schools. 

9.  In  answer  to  a request  from  the  State  Di- 
rector of  Labor  for  physician  nominees,  the  Council 
nominated  Dr.  Thomas  J.  Dolan,  Chairman  of  the 
Industrial  Health  Committee,  to  succeed  Dr.  Stan- 
ley Sprague  on  the  Advisory  Board  to  the  State 
Curative  Centre. 

10.  Approval  was  given  for  the  establishing  of 
a Grace  E.  Dickerman  Fund  to  utilize  contribu- 
tions made  in  memory  of  the  late  Librarian  of  the 
Society,  as  well  as  additional  funds  that  may  be 

(Continued  on  next  page) 
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received,  the  income  and  principal  to  be  used  for 
Library  purposes. 

11.  The  Trustees  of  the  Medical  Library  build- 
ing were  authorized  to  proceed  with  necessary 
cleaning,  painting,  and  miscellaneous  repairs  to  the 
building  as  recommended  by  the  Chairman  of  the 
Board. 

12.  The  Council  voted  that  the  Society  seek  to 
arrange  a volunteer  staffing  by  its  members  of  a 
first  aid  station  at  the  State  House  for  the  members 
of  the  General  Assembly  during  legislative  sessions. 

13.  Approval  was  given  for  the  mailing  as  a 
separate  bill  one  seeking  paid  membership  in 
AMPAC-RIMPAC  with  the  mailing  of  dues  bills 
to  members  of  the  Society,  contingent  on  legal 
counsel's  approval. 

14.  The  Executive  Secretary  was  authorized  to 
explore  the  possibility  and  advisability  of  a confer- 
ence on  the  health  professions  in  Rhode  Island,  and 
the  possible  development  of  an  association  of  all 
the  major  professions  in  the  State. 

15.  The  President  was  authorized  to  appoint  a 
committee  to  study  and  to  review  the  arrangements 
whereby  hospitals  provide  medical  care  by  salaried 
physician  personnel. 

16.  The  President  was  instructed  to  write  a 
member  who  had  received  extensive  publicity  in  a 
local  newspaper  calling  to  his  attention  the  ethical 
code  of  the  Profession  relative  to  publicity  of  phy- 
sicians’ professional  activities.  The  Council  also 
authorized  that  information  of  its  action  in  this 
instance  be  noted  in  the  next  newsletter  sent  to  the 
membership 

Michael  DiMaio,  m.d.,  Secretary 

RESOLUTION  FROM 

BRISTOL  COUNTY  MEDICAL  ASSOCIATION 

At  a meeting  of  the  Bristol  County  Medical  As- 
sociation, held  on  March  23,  1965,  it  was  unani- 
mously voted  that  the  Bristol  County  Medical  Asso- 
ciation endorse  the  enclosed  (see  below)  resolution 
in  behalf  of  the  Bristol  County  Medical  Center. 

William  A.  Marshall,  m.d.,  Secretary 
April  10.  1965 

RESOLUTION 
BE  IT  THEREFORE  RESOLVED  that. 

(1)  Since  the  Bristol  County  Medical  Society 
has  officially  endorsed  acceptance  of  the  Bristol 
County  Medical  Center’s  Accident  Room,  the 
Bristol  County  Medical  Society  respectfully  re- 
quests that  the  House  of  Delegates  officially  rec- 
ommend to  the  Board  of  Directors  of  Blue  Cross 
that  it  recognize  the  Accident  or  Emergency 
Room  of  the  Bristol  County  Medical  Center  and 
that  this  action  is  based  solely  on  the  fact  that 
such  a need  actually  exists  and  that  it  is  for  the 
benefit,  health  and  welfare  of  the  citizens  of 
Bristol  County  and  is  a benefit  which  should  not 
be  denied  them  on  the  basis  that  no  hospital 
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exists  in  the  area.  We  respectfully  submit  that 
this  situation  in  Bristol  County  is  peculiar  to 
this  area  and  exists  in  no  other  county  in  the 
State.  The  citizens  of  each  of  the  other  counties 
have  available  to  them  hospital  accident  rooms. 
In  Bristol  County  this  is  the  only  facility  of  its 
kind  and  should  be  recognized  until  such  time 
as  a hospital  is  erected  in  the  area.  Before  this 
medical  center  was  erected  the  situation  for  med- 
ical coverage  in  Bristol  was  so  serious  the  Town 
Council  and  the  Union  leaders  met  and  pleaded 
with  the  Medical  Society  to  set  up  some  system 
of  coverage.  Since  the  opening  of  the  Bristol 
County  Medical  Center,  which  offers  twenty-four 
hour  coverage  both  for  house  calls  and  emergency 
room  coverage,  no  patient  has  had  to  go  without 
medical  care.  We  submit  that  no  other  county  in 
the  State  has  better  coverage  and  that  this  cov- 
erage is  offered  by  licensed  physicians  and  not 
by  interns  or  residents  and  made  possible  solely 
through  the  existence  of  the  Bristol  County  Medi- 
cal Center. 

(2)  WE  ASK  THAT  THIS  BE  ADJUDI- 
CATED SOLELY  OX  THE  MERITS  OF  THE 
CASE  PRESENTED,  WITHOUT  RELATION 
TO  WHETHER  IT  BENEFITS  PHYSICIANS 
OR  NOT.  BUT  MERELY  WHETHER  IT  IS 
GOOD  FOR  THE  RESIDENTS  OF  THIS 
COUNTY. 

(3)  WE  ARE  SPECIFICALLY  NOT  ASKING 
YOU  TO  CONSIDER  WHETHER  THIS  IS 
LEGAL  OR  NOT  AS  REGARDS  THE  ENAB- 
LING ACT  WHICH  CREATED  BLUE  CROSS, 
MERELY  WHETHER  IT  IS  ADVANTAGE- 
OUS TO  THE  HEALTH  AND  WELFARE  OF 
THE  RESIDENTS  OF  THE  COUNTY. 

Further,  that  whatever  action  is  taken  by  the  House 
of  Delegates,  we  request  this  body  to  notify  the 
Bristol  County  Medical  Society  of  its  actions  on 
this  resolution  and  further,  if  a favorable  finding 
is  made  that  it  direct  its  members  who  represent 
the  Medical  Society  on  the  Board  of  Directors  of 
Blue  Cross,  to  present  and  vote  for  this  recognition 
and.  further,  after  they  present  this  motion  to  the 
Blue  Cross  Board  of  Directors,  that  they  report 
back  fully  to  the  House  of  Delegates  which  in  turn 
will  report  to  the  Bristol  County  Medical  Society. 
Further,  since  the  matter  has  been  under  considera- 
tion for  two  years,  we  respectfully  ask  your  imme- 
diate action  and  attention.  L'nder  separate  cover  is 
the  Addenda  which  we  believe  substantiates  this 
Resolution  and  we  present  the  facts  for  your  pro- 
found deliberation. 


BENEVOLENCE  FUND 

During  1964  the  Trustees  of  the  Benevolence 
Fund  extended  financial  aid  to  four  physicians 
and/or  their  families.  In  addition  to  direct  cash 
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payments  the  Trustees  authorized  payment  of  Blue 
Cross  and  Physicians  Service  for  the  four  bene- 
ficiaries of  the  fund. 

A financial  summary  for  the  year  is  as  follows: 
Cash  balance,  Savings  Account,  Industrial 
National  Bank,  Providence,  R.  I.,  January 

1,  1964  $15,827.68 

Donations  to  the  Fund  during  1964 3,910.28 

Interest  on  savings  account 820.26 

'Total  Assets  $20,558.22 

Benefits  paid  $'  2,584.00 

Balance  $17,974.22 

Paid  Industrial  National  Bank  for  Check 
Book  4.00 

Balance  $17,970.22 

Cash  on  hand,  Industrial  National  Bank, 

January  1,  1965: 

Savings  Account  $17,574.22 

Checking  Account  396.00 

Total  $17,970.22 

Cash  on  hand,  January  1,  1965 $17,970.22 

The  trustees  again  express  their  appreciation  to 

the  Woman’s  Auxiliary  of  the  Society  for  their 

generous  contribution  to  the  Fund,  and  to  the  many 
members  of  the  Society  who  have  donated  to  this 
most  worthy  program.  Members  are  urged  to  com- 
municate with  the  Trustees  if  they  know  of  any 
physician  in  dire  need  of  financial  aid. 

Respectfully  submitted, 

George  W.  Waterman,  m.d. 

Alfred  L.  Potter,  m.d. 

David  Freedman,  m.d.,  Chairman 


DISASTER  COMMITTEE 

I.  The  principal  activity  of  the  Disaster  Com- 
mittee since  the  previous  report  has  been  the  as- 
sembling of  potential  assignments  for  the  member- 
ship in  the  event  of  non-military  disasters  in  the 
Rhode  Island  area.  Recognizing  that  individual 
hospital  loyalties,  proximities,  and  staff  positions 
would  govern  the  direction  to  which  individual 
physicians  would  likely  report  in  the  event  of  a re- 
gional disaster,  the  Committee  is  attempting  to 
draw  up  a list  of  potential  assignments  in  the  hope 
of  averting  irregularly  dispersed  concentrations  of 
medical  and  surgical  talent. 

In  this  attempt  it  is  also  recognized  that  disasters 
do  not  occur  as  hypothetically  anticipated,  that 
nighttime  disasters  would  find  many  physicians  at 
home,  in  locations  well  away  from  their  primary 
affiliated  hospital,  and  that  a local  disaster  con- 
fined to  part  of  the  State  would  mobilize  many 
physicians  from  other  areas  to  the  scene,  regardless 
of  their  home  town  disaster  assignment.  Despite 
these  limitations,  it  is  felt  that  a hypothetical  dis- 
aster assignment  for  the  membership  is  potentially 
useful.  In  January,  1965  the  membership  was  polled 
by  mail  inquiring  of  the  major  and  secondary  hos- 
pital affiliations  and  the  preference  of  each  mem- 
ber therefor,  in  the  event  of  a civilian  disaster.  Of 
a total  of  798  mailings,  cards  with  the  requested 
data  were  returned  by  440  physicians,  a total  of 
55%.  Predictably  the  various  County  Medical 
Society  members  responding  answered  in  the  ma- 

( Continued  on  next  page) 
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jority  that  they  would  consider  the  local  hospital 
as  their  preferred  major  disaster  assignment  site. 
Having  listed  the  various  preferences  expressed  in 
a master  society  roster,  it  appears  now  to  be  the 
task  of  the  Disaster  Committee  to  determine  (1) 
whether  the  entire  membership  shall  be  given  a 
hospital  assignment,  (2)  whether  those  members 
not  expressing  a hospital  preference  should  possibly 
be  assigned  to  the  closest  hospital  to  their  office  in 
the  event  of  disaster,  and  (3)  whether  dispersal  at 
key  care  areas  other  than  hospitals  should  possibly 
be  made,  so  that  areas  other  than  hospitals  may  be 
covered  in  the  event  of  disaster. 

In  this  mailing  we  apparently  did  not  get  across 
as  completely  as  we  had  hoped  that  civil  disasters 
were  the  subject  of  the  assignment,  as  distinct  from 
a military  or  atomic  disaster.  Many  replied  that 
their  Armed  Forces  Reserve  membership  had  al- 
ready predisposed  them  to  a mobilization  assign- 
ment; at  least  one  other  physician  felt  that  appar- 
ently the  disaster  most  threatening  us  is  the  current 
widely  heralded  population  explosion:  in  that  reply 
the  only  possible  disaster  assignment  listed  on  the 
card  was  at  the  Planned  Parenthood  Center  of 
Rhode  Island.  We  shall  strive  to  have  the  rest  of 
the  State  as  well  covered. 

II.  Since  the  last  report  of  the  Disaster  Com- 
mittee. its  chairman  has  served  as  a member  of  the 
State  Pre-emergency  Planning  Committee's  Health 
Task  Group,  whose  chairman  is  Mr.  John  E.  Far- 
rell. This  Group,  which  has  met  twice  for  prelim- 
inary discussions  and  definition  of  responsibilities, 
is  one  of  a series  charged  with  concerning  them- 
selves with  wartime  of  Task  Groups  on  pre-emer- 
gency planning  in  the  State  of  Rhode  Island  under 
the  supervision  of  the  State  Director  of  Civil  De- 
fense. State  Pre-emergency  Planning  had  its  in- 
ception in  January  with  a meeting  of  all  Task 
Groups  at  the  State  House. 

Respectfully  submitted. 

John  B.  Lawlor,  m.d.,  Chairman 


INDUSTRIAL  HEALTH  COMMITTEE 

A meeting  was  held  in  January  with  local  mem- 
bers of  the  X.  E.  Industrial  Medical  Association 
and  local  physicians  interested  in  industrial  medi- 
cine. At  this  meeting  Dr.  Gradie  Rowntree  of 
Louisville,  Kentucky,  former  president  of  the 
I.M.A.  and  at  present  chairman  of  component  so- 
cieties. was  guest  speaker.  A decision  to  form  a 
Rhode  Island  component  unit  was  reached.  Tem- 
porary officers  were  elected  and  eighteen  of  a nec- 
essary twenty-five  signatures  were  obtained  to  start 
proceedings. 

Another  committee  meeting  in  February.  1965 
with  representatives  of  the  R.  I.  Curative  Center 
and  the  R.  I.  Department  of  Labor  relative  to 
their  proposed  changes  and  amendments  of  the 
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Workmen's  Compensation  Law,  Section  28-33-41, 
namely,  Rehabilitation  of  Injured  Persons,  was  held. 

These  changes  and  amendments  were  not  accep- 
table to  the  committee.  On  3/12/65  a meeting  of 
committee  members,  the  president  of  the  Society, 
and  executive  secretary  was  held.  Representative 
local  orthopedic  surgeons  were  informed  of  the  bill 
and  their  written  comments  were  included  in  the 
discussion.  At  this  meeting  changes  were  approved 
by  the  committee  which  would  retain  free  choice 
of  physician;  any  evaluation  would  be  by  the  per- 
sonal physician  or  an  impartial  examiner;  and  any 
action  by  the  Director  of  Labor  would  be  only  on 
the  advice  of  the  medical  advisory  committee. 

Relative  to  the  latter  it  was  also  proposed  the 
medical  advisory  committee  meet  regularly  and  be 
compensated  for  same  by  the  Department  of  Labor. 

It  was  not  written  into  the  proposed  amendment 
but  this  committee  suggests  that  the  medical  ad- 
visory committee  have  a minimum  of  three  ortho- 
pedic surgeons  on  its  panel  as  the  anticipated  re- 
habilitees to  come  under  this  law  will  be  mainly  for 
injuries  resulting  from  orthopedic  problems. 

A copy  of  the  amendments  proposed  by  the  De- 
partment of  Labor  and  the  Rehabilitation  Center, 
and  the  changes  proposed  by  the  R.  I.  Medical 
Society.  Committee  on  Industrial  Health  are  at- 
tached hereto. 

Respectfully  submitted. 

Thomas  J.  Dolan,  m.d.,  Chairman 

Committee  on  Industrial  Health 


LIBRARY  COMMITTEE 

The  Library  has  suffered  the  severe  loss  of  a 
faithful  servant.  Librarian  Emerita,  Miss  Grace 
Dickerman.  She  will  be  remembered  for  her  kind- 
ness. devotion  and  skill. 

The  report  which  follows  shows  the  ever-increas- 
ing importance  of  the  Library  in  our  community. 
It  is  a clearing  house  for  all  kinds  of  questions  on 
medical  care,  on  bibliography,  on  book  exchanges, 
on  help  to  the  potential  scientists  in  our  schools. 

All  this  is  possible  because  of  the  energy  and  spe- 
cialized ability  of  Mrs.  Dejong,  assisted  by  Mrs. 
Annmarie  Iannetta  and  Miss  Jo-Anne  Rabold. 

Francesco  Ronchese.  m.d..  Chairman 

During  the  year  1964-1965,  we  have 

— added  389  bound  volumes  to  our  holdings. 
This  makes  our  total  44.862.  Numerous  unbound 
volumes.  DamDhlets  and  reprints  were  added,  also. 

— catalogued  554  books  and  processed  394  other 
items,  making  a present  count  of  34.006  and  6.040. 
respectively. 

— acknowledged  the  following  special  gifts:  a 
surgical  instrument  case  from  Howard  E.  Blan- 
chard. m.d.:  newsclippings  from  Mrs.  William  T. 
G’enn;  two  bookcases  from  Doctor  and  Mrs.  Her- 
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3 one  tablet  every  day 
breakfast. 


legroton 


Please  bring  me  some  Regroton 
samples,  Miss  Brown. 


Just  one? 


Superior  to  other  antihypertensives 
in  76  of  80  patients  in  a 2-year  study* 


Sure.  One  tablet  works  round 
the  clock. 


Geigy 


to  position:  Each  tablet  contains  chlorthalidone, 
I and  reserpine,  0.25  mg. 
to  aindications:  History  of  mental  depression, 
jfl  sensitivity,  and  most  cases  of  severe  renal 
patic  diseases. 

ing:  Discontinue  2 weeks  before  general 
hesia,  1 week  before  electroshock  therapy, 
f depression  or  peptic  ulcer  occurs. 
wtions:  Reduce  dosage  of  concomitant  anti- 
tensive  agents  by  one-half.  Discontinue  if 
UN  rises  or  liver  dysfunction  is  aggravated, 
rolyte  imbalance  and  potassium  depletion 
)ccur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Average  Dosage:  One  tablet  daily  with  breakfast. 
Availability:  Bottles  of  100  and  1000  tablets. 

Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper 
tension:  A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  0m) 

Ardsley,  New  York  RE-3456 
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bert  E.  Harris;  $40.00  from  the  Rhode  Island  Vet- 
erinary Medical  Association;  a drawing  and  instru- 
ments from  Francesco  Ronchese,  m.d.;  several  hours 
of  volunteer  work  from  Mrs.  Marjorie  E.  Smith, 
formerly  of  the  Providence  Public  Library  staff;  a 
doctor’s  bag  and  miscellaneous  instruments  from 
Mrs.  William  J.  Sullivan.  Gifts  of  books  and  jour- 
nals will  be  listed  in  OX  THE  MEDICAL  LI- 
BRARY BOOKSHELVES. 


— prepared  163  volumes  for  the  bindery. 

— processed  487  periodicals  and  serials  regularly. 

— prepared  248  bibliographies. 

— helped  2,505  readers  (1,217  physicians;  1,288 
public). 

— answered  89  letters  from  students  who  wished 
help  with  science  fair  projects.  We  were  un- 
able to  provide  nicotine,  cancer  cells  or  a 
human  lung  but  we  could  offer  assistance  in 
many  cases.  We  have  started  a “students’ 
corner’’  in  the  Library  where  we  put  discards 
and  duplicates  to  give  away. 

— replaced  missing  and  lost  periodicals  through 
the  Medical  Library  Association  Exchange  to  the 
tune  of  4 bound  volumes,  and  162  single  issues  of 
which  31  completed  volumes. 

— given  1,114  unbound,  duplicate  journals  to 
other  libraries. 


HEALTH  HAVENS 

NURSING  HOME 


CONVENIENTLY  SERVING 
GREATER  PROVIDENCE,  PAWTUCKET, 
CRANSTON,  EAST  PROVIDENCE  and 
EAST  BAY  COMMUNITIES 

ETHICAL,  PROFESSIONAL  SERVICE 

Registered  Nurses  Always 
Dietician  Supervised  Food  Services 
Nationally  Accredited 

100  WAMPANOAG  TRAIL 
EAST  PROVIDENCE,  R.  I. 
438-4275 


— found  reviewers  for  72  books  received  by  the 
RHODE  ISLAND  MEDICAL  JOURNAL. 

— finished  reshelving  the  first  floor  stacks.  Next 
on  the  agenda  is  third  floor,  a project  that  we  refuse 
to  estimate  in  terms  of  time! 

— requested  56  items  from  other  libraries  for  the 
use  of  our  members.  Of  these  requests,  27  were 
filled  through  photostats. 

— sent  488  items  to  other  libraries  (19  of  these, 
out-of-state)  plus  27  photostats  made  on  our  own 
copy  machine.  In  the  first  seven  months  of  owner- 
ship, we  have  copied  129  articles  in  our  machine. 
We  feel  that  we  can  give  our  readers  much  better 
service  for  we  can  copy  material  that  doesn’t  cir- 
culate and  material  that  shouldn't  circulate  (too 
old,  too  fragile,  too  rare,  too  much  in  demand,  too 
new). 

— circulated  1,491  periodicals;  381  books;  208 
pamphlets  and  reprints;  3 photographs  and  2 
letters. 

- — attended  the  annual  meeting  of  the  New  Eng- 
land Group  Medical  Library  Association  in  New 
Haven.  It  was  a stimulating  meeting  and  provided 
a high-spot  that  none  of  us  is  apt  to  forget,  namely, 
the  Beinecke  Rare  Book  and  Manuscript  Library 
at  Yale.  Any  dedicated  librarian  gives  homage  to 
the  knowledge  contained  in  her  volumes,  but  few 
of  us  are  aware  of  the  physical  beauty  of  the  book 
itself.  In  the  Beinecke  Library,  thousands  of  vol- 
umes have  been  placed  in  a tower  of  glass  and  the 
building  surrounding  them  has  been  constructed 
largely  of  translucent  marble  and  the  effect  is 
startlingly  beautiful. 

— started  checking  our  periodical  holdings  for 
the  fifth  edition  of  the  Union  List  of  Serials  re- 
ceived currently  in  local  medical  libraries. 

— said  goodbye  to  our  Librarian  Emerita,  Grace 
Dickerman.  who  died  in  February  after  a long 
illness. 

— added  a new  member  to  the  staff  in  the  per- 
son of  Miss  Jo- Anne  Rabold,  who  took  the  place 
of  Mrs.  Sally  Sleicher. 

— had,  by  and  large,  a good,  busy,  interesting 
year! 

Helen  E.  DeJong,  Librarian 


MEDIATION  COMMITTEE 

During  the  past  three  months,  a Providence  phy- 
sician has  won  an  important  decision  involving 
alleged  professional  liability  and  breach  of  contract. 
Among  other  inconviences,  he  donated  three  weeks 
of  his  time,  in  a lengthy  trial,  to  our  cause  and 
the  cause  of  justice.  He  deserves  the  thanks  of  all 
the  members  of  the  Rhode  Island  Medical  Society. 

Dr.  Chaset  and  I attended  the  Second  National 
Medico-legal  Symposium  held  in  Las  Yegas,  March 
(Continued  on  Page  338) 


1308  PHENIX  AVE.  CRANSTON,  R.  I.  02910 


THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


bPi 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 
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11,  12,  13,  1965.  Over  1,800  professional  men  at- 
tended. The  program  covered  many  areas  of  mutual 
interest  for  the  two  professions.  Altogether,  twenty- 
one  presentations  were  given.  Considerable  atten- 
tion was  devoted  to  the  legal  problems,  personal  and 
professional,  of  the  doctor.  Three  trial  vignettes 
were  exceptionally  well  presented. 

There  will  be  more  complete  coverage  of  this 
meeting  later,  from  us  and  from  your  legal  counsel, 
who  was  also  present. 

Of  timely  interest  was  a thought  provoking  dis- 
course given  by  Charles  Whittaker,  a retired  U.  S. 
Supreme  Court  Justice.  He  spoke  on  self-discipline, 
the  right  of  the  professions.  I am  giving  some  of 
the  highlights  of  his  discourse  at  this  time  because 
of  its  bearing  on  our  local  situation. 

In  the  course  of  his  remarks,  he  emphasized  the 
impact  of  President  Johnson’s  510  medical  centers 
for  the  study  of  heart  disease,  cancer  and  shock, 
coming  at  a time  when  there  already  exists  an  acute 
shortage  of  physicians  to  care  for  the  sick.  This 
new  drain  will  intensify  the  shortage  already  caused 
by  numerous  research  programs  already  in  exist- 
ence. 

The  impact  of  these  programs  will  be  far  reach- 
ing. “Even  now  people  are  flocking  to  hospital  acci- 


“BUT 

MAESTRO 

all  those  people  out  there! 
I’m  scared!”  The  young 
soprano,  waiting  for  the 
curtain  to  rise  on  her  New 
York  debut,  trembled. 
“Now,  now,  my  dear,” 
soothed  the  great  impre- 
sario, “never  mind  all  those 
people.  I shall  be  in  the 
back  row.  Just  walk  out 
there  and  sing  to  me! 
Keep  cool!” 

Ah,  she  thought,  that  was 
it!  Cool  — like  Warwick 
Club  Pale  Dry  Ginger  Ale, 
available  in  the  full  32- 
ounce  quart  bottle!  It  sings 
in  the  glass  . . . 


dent  rooms  for  routine  ailments.”  The  importance 
and  influence  of  hospitals  have  greatly  increased  in 
the  past  two  decades.  With  the  number  of  prac- 
titioners further  reduced,  the  hospital  emergency 
facility  will  become  even  more  important  than  now. 
There  will  be  pressures  to  enlarge  the  hospital 
emergency  service  to  allow  twenty-four  hour  cov- 
erage for  patients  with  all  types  of  ailments.  It  is 
then  a short  step  to  full  time  salaried  physicians 
offering  twenty-four  hour  coverage  for  all  the  ail- 
ments of  mankind.  “These  patients  should  be  af- 
forded the  convenience  of  one  bill,  that  of  the 
hospital."  So  much  for  urban  practice. 

There  is  still  a place  for  the  doctor  who  desires 
to  be  self-employed.  Mr.  Whittaker  presented  a 
plan  for  increasing  the  number  of  general  prac- 
titioners. Briefly,  the  plan  is  to  make  general  prac- 
tice an  attractive  specialty.  In  such  a plan  the 
generalist  would  become  a specialist  with  three 
years  of  hospital  training.  He  would  be  indispens- 
able in  areas  not  covered  by  large  hospitals. 

From  the  discussion  provoked  by  this  paper,  it 
would  appear  many  professional  men  join  the  in- 
dustrialists in  being  ready  to  work  hard  for  the 
public  acceptance  of  the  principle  of  private  enter- 
prise, but  are  less  concerned  with  self-employment. 

Francis  B.  Sargent,  m.d.,  Chairman 


MEDICAL  ASPECTS  OF  SPORTS 

The  Committee  on  the  Medical  Aspect  of  Sports 
held  a meeting  on  March  22,  1965  at  the  Rhode 
Island  Medical  Library  at  which  time  plans  were 
formulated  for  the  national  meeting  which  will  be 
held  at  the  University  of  Rhode  Island  on  August 
19  and  20,  1965,  and  will  be  co-sponsored  by  the 
Committee  on  the  Medical  Aspect  of  Sports  of  the 
Rhode  Island  Medical  Society  and  the  University 
of  Rhode  Island. 

It  was  agreed  at  our  meeting  that  an  attempt 
would  be  made  to  invite  the  coaches  and  trainers 
in  the  public  secondary  schools  in  the  State  of 
Rhode  Island  to  the  meeting  at  a reduced  rate. 

As  of  this  date,  we  are  pleased  to  report  that 
the  nationally  known  speakers  who  will  take 
part  in  the  meeting  include  Dr.  Markee,  Professor 
of  Anatomy  at  Duke  University;  Dr.  Jack  Hugh- 
ston,  Professor  of  Orthopedic  Surgery  at  the  Uni- 
versity of  Georgia  Medical  School;  Mr.  Frank 
Wiechec,  Head  Trainer  at  the  University  of  Pitts- 
burgh and  Mr.  Frank  Kavanagh,  Head  Trainer  at 
Cornell  University.  As  an  added  attraction  we  are 
planning  on  having  a New  England  Clambake 
under  the  “Big  Top.” 

Very  truly  yours, 

A.  A.  Savastano,  m.d.,  Chairman 
Committee  on  Medical  Aspect  of  Sports 
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PRINCIPLES  OF  THIRD  PARTY  REIMBURSEMENT 


What  are  the  weaknesses  oj  the  cost  formula 
method  of  reimbursement  to  hospitals?  What  are 
the  advantages  of  the  billings  method ? How  should 
the  financial  responsibility  of  the  patient  be  de- 
termined? 

Abstracted  from  an  article  by  Thomas  Hale, 
M.D.,  Director,  Albany  (N .Y .)  Medical  Center 
Hospital,  which  appeared  originally  in  “ Hospitals , 
Journal  of  the  American  Hospital  Association” 
(August  1,  1962).  In  it,  Dr.  Hale  examines  tradi- 
tional methods  of  reimbursement,  with  emphasis  on 
the  desirability  of  payment  on  the  basis  of  pub- 
lished charges  to  patients. 


The  Principles  of  Payment  for  Hospital  Care  ap- 
proved by  the  American  Hospital  Association  rec- 
ognize two  broad  methods  of  reimbursement  to  hos- 
pitals by  third  party  agencies.  One  is  the  so-called 
“charges”  or  “billings”  method,  whereby  hospitals 
are  paid  on  the  same  basis  as  their  official  scheduled 
charges  to  patients.  The  other  is  the  so-called  “cost” 
method,  where  hospitals  are  paid  on  the  basis  of  an 
average  per  diem  cost  as  determined  by  a negotiated 
“cost  formula.” 

The  cost  formula  as  a method  of  third  party  re- 
imbursement for  hospital  care  has  been  in  general 
use  only  since  1943.  Prior  to  that  hospitals  had 
generally  be  paid  by  third  parties  either  in  ac- 
cordance with  the  hospital’s  posted  charges  or  on 
a contractual  basis,  usually  of  a rather  arbitrary 
nature,  agreed  upon  between  the  hospital  and  the 
third  party  paver. 

Welfare  patients  and  Blue  Cross  patients  repre- 
sented the  bulk  of  third  party  agency  patients  in 
1943.  The  former  sought  ward  care,  the  latter  semi- 
private care.  Most  hospitals  at  that  time  had  less 
than  half  of  their  patients  paid  for  bv  third  party 
agencies,  in  many  instances  only  a small  proportion. 

In  the  past  two  decades,  however,  there  has  been 
a very  marked  growth  in  third  party  payments 
throughout  the  country.  This  has  been  particularly 
significant  in  the  semiprivate  category,  where  Blue 
Cross,  commercial  insurance.  Workmen’s  CompQnsa- 
tion  and  other  employee  benefit  plans  have  all  ex- 
panded their  hospital  role.  These  changes  have 
given  marked  impetus  to  the  development  of  cost 
formulas,  now  widely  used  to  establish  the  rates 
paid  by  third  party  agencies  for  hospital  care. 

All  cost  formulas  have  one  thing  in  common  — 
thev  are  derived  by  dividing  the  total  number  of 
patient  days  in  a given  year  into  a dollar  figure 
which  is  supposed  to  represent  the  “costs”  of  the 


hospital.  Any  difference  between  formulas,  there- 
fore, lies  in  the  inclusion  or  exclusion  of  certain 
factors  which  go  to  make  up  costs  in  each  individual 
case.  Each  formula  was  different  because  in  each 
case  the  word  “cost”  had  a different  connotation. 

Cost  formulas  have  other  weaknesses  than  the 
fact  that  almost  without  exception  they  fail  to  re- 
imburse hospitals  adequately.  Even  if  a formula 
should  be  developed  which  would  appear  to  provide 
a fair  income  for  the  hospital,  these  other  weak- 
nesses would  still  exist,  as  they  are  inherent  in  the 
cost  formula  method  of  reimbursement. 

A few  weaknesses  are: 

1.  Cost  formulas  do  not  take  into  consideration 
other  sources  of  income  enjoyed  by  certain  hospitals 
in  varying  degrees,  such  as  endowment  income,  or 
income  from  gifts,  contributions  and  bequests  dur- 
ing the  course  of  a given  year.  It  is  obvious  that  a 
hospital  which  enjoys  considerable  outside  income 
of  this  sort  does  not  need  to  charge  as  much  for  its 
services  as  a hospital  which  is  dependent  almost 
entirely  on  income  from  patients.  Hence,  if  a third 
party  agency  paid  such  a hospital  on  the  basis  of 
(Continued  on  next  page) 


NEW ...! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Renewable  To  Age  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  Medical  Society’s 
Underlying  Group  Plan. 


Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  $225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payable  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purchase  mail-order  insurance  to  have  the 
BEST  in  Disability  Insurance!  We  have  yet  to  see  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 

For  further  information , send  us  your  name,  address, 
and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmple  1-4883 
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a cost  formula,  it  might  be  more  expensive  than 
to  pay  its  billings. 

2.  A second  weakness  in  the  cost  formula  meth- 
od of  reimbursement  comes  from  the  fact  that  the 
average  census  varies  considerably  from  hospital 
to  hospital.  Assuming  that  all  other  things  are  equal, 
for  example,  a 100-bed  hospital  that  averages  75  per 
cent  of  capacity  during  the  course  of  a year  will  have 
a per  diem  cost  one-third  higher  than  a 100-bed 
hospital  that  averages  100  percent  of  capacity.  Each 
hospital  might  be  very  efficiently  operated  and  each 
might  be  rendering  important  services  to  its  com- 
munity. Assuming  the  cost  formula  were  a fair  one, 
there  would  be  no  particular  problem  from  either 
hospital's  point  of  view  in  accepting  it. 

Experience  has  shown,  however,  that  when  there 
are  any  significant  variations  in  per  diem  costs  be- 
tween hospitals  of  the  same  relative  size  in  a given 
region,  there  is  a very  strong  tendency  for  third 
party  payers  to  demand  ‘'ceilings'’  and  “floors”  on 
payments,  or  at  least  ceilings.  These,  in  effect,  result 
in  “out-of-pocket"  losses  to  the  hospitals  which  are 
subjected  to  these  ceilings,  regardless  of  how  effi- 
ciently and  competently  the}-  may  be  operated, 
how  much  they  need  the  money,  or  how  much  the 
community  needs  the  services  they  are  providing. 

3.  Cost  formulas  often  work  inequities  because 
they  are  seldom  used  to  pay  for  all  of  the  patients 
in  a hospital.  In  many  cases,  a particular  third 
party  cost  formula  may  apply  to  only  a small  per- 
centage of  patients. 

4.  The  cost  fo’mula  method  hurts  the  hospital 
that  is  badly  overcrowded,  perhaps  operating  at  100 
to  110  per  cent  of  capacity  for  long  periods  of  time, 
while  it  endeavors  to  raise  sufficient  funds  to  add 
the  beds  it  needs.  Such  a hospital  may  show  a rela- 
tively low  per  diem  cost  because  of  the  high  total 
of  patient  days.  It  is  obviously  in  need  of  more 
space  and  facilities.  It  needs  to  build  a capital  fund 
for  construction  purposes  if.  as  is  frequently  the 
case,  its  community  appeals  do  not  bring  in  suffici- 
ent money.  The  per  diem  cost  as  calculated  by  the 
average  cost  formula  method  is  therefore  not  a 
realistic  estimate  of  what  this  hospital's  patients 
should  be  paying  under  these  circumstances,  and 
such  a hospital  may  find  it  necessary  to  raise  its 
charges  markedly  above  the  per  diem  cost  in  order 
to  obtain  adequate  funds  for  operation  and  expan- 
sion. 

5.  Another  weakness  in  the  cost  formula  meth- 
or  of  reimbursement  is  the  fact  that  payments  are 
based  on  prior  costs,  not  current  costs.  In  a period 
of  steadily  rising  costs,  this  can  mean  substantial 
losses  at  the  end  of  the  year. 

. . . Reprinted  from  HEALTH  INSURANCE  VIEW- 
POINTS. Vol.  5.  No.  1 
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BOOK  REVIEWS 

(Concluded  from  Page  296) 

POLYPOID  LESIONS  OF  THE  GASTROIN- 
TESTINAL TRACT  by  Claude  E.  Welch,  m.d. 

W.  B.  Saunders  Company,  Philadelphia,  1964. 

S7.50. 

Polypoid  Lesions  of  the  Gastrointestinal  Tract, 
the  second  of  a series  of  monographs  published  by 
W.  B.  Saunders  Company,  is  a volume  of  148  pages. 
At  least  half  of  the  space  in  the  volume  is  taken 
up  by  excellent  illustrations  and  figures,  and  bibli- 
ographies, so  that  its  content  can  be  readily  digested 
in  an  evening's  reading.  It  is  certainly  a suitable 
introduction  to  polypoid  lesions  for  the  resident 
surgeon  and  a good  review  for  the  practicing 
surgeon. 

Dr.  Welch  answers  a question  regarding  the  re- 
lationship between  polyps  and  cancer  by  saying 
that  there  is  no  doubt  that  papillary  adenoma  is 
a premalignant  lesion.  He  also  believes  that  most 
simple  adenomas  remain  so  during  the  life  of  the 
host.  On  the  other  hand,  he  believes  that  carcinoma 
develops  much  more  commonly  in  simple  adenomas 
than  in  the  normal  mucosa  of  the  colon  and  rectum. 
In  addition  to  polypoid  lesions  of  the  colon,  he 
discusses  those  of  the  small  intestine  and  of  the 
stomach. 

Dr.  Welch's  book  is  recommended  as  a gathering 
of  knowledge  concerning  polypoid  lesions  of  the 
gastrointestinal  tract  as  it  is  known  today. 

J.  E.  Caruolo,  m.d. 


INFECTIOUS  DISEASES  OF  CHILDREN  by 
Saul  Krugman.  m.d..  and  Robert  Ward.  m.d.  The 
C.  V.  Mosby  Company,  Saint  Louis.  1964.  Third 
Edition.  S15.75 

This  book  is  an  extremely  concise  and  valuable 
text  covering  the  infectious  diseases.  In  addition  to 
discussions  of  the  more  common  and  well  known 
viruses  such  as  measles,  chicken  pox.  and  mumps, 
there  are  also  chapters  on  the  newly  isolated  ones 
and  their  relation  to  clinical  disease.  The  latest 
recommendations  concerning  polio  and  measles  vac- 
cines. the  use  of  the  new  penicillins,  and  the  treat- 
ment of  resistant  organisms  are  all  covered.  In  fact, 
the  diseases  covered  are  those  making  up  the  vast 
majority  of  illnesses  seen  in  any  pediatric  practice. 

I found  the  book  thorough  and  helpful  in  all 
respects. 

Wilson  F.  Utter,  m.d. 


PROVIDENCE  MEDICAL  ASSOCIATION  . . . GOLF  TOURNAMENT 
and  Annual  Dinner  — ^ED.,  JUNE  30  . . . METACOMET  CLLB 
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Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning-May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  India- 
napolis 6,  Indiana. 
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AMOBARBITAL 


Russian  Thistle 

(Salsola  pestifer,  A.  Nelson) 

Distress  for  Allergic  Patients 


Benad  ryl 

(diphenhydramine  hydrochloride) 


PARKE-DAVIS 


To  Combat  Symptoms  of  Weed-Pollen  Allergy 


This  time-tested  agent  provides  two  actions  that  effectively 
combat  symptoms  of  seasonal  allergy:  Antihistarninic— re- 
lieves sneezing,  nasal  congestion,  itching,  and  lacrimation. 
Antispasmodic— relieves  bronchial  and  gastrointestinal 
spasm.  Precautions:  Persons  who  hate  become  drowsy  on 
this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  en- 
gage in  other  activities  requiring  keen  response  while 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers, 
if  used  with  BENADRYL,  should  be  prescribed  with  cau- 
tion because  of  possible  additive  effect.  Diphenhydramine 


has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL.  Side  Effects:  Side  reac- 
tions, commonly  associated  with  antihistaminic  therapy 
and  generally  mild,  may  affect  the  nervous,  gastrointestinal, 
and  cardiovascular  systems.  Most  frequent  reactions  are 
drowsiness,  dizziness,  dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in  Kapseals®  of  50 
mg.  and  Capsules  of  25  mg.  diphenhydramine  hydrochlo- 
ride. The  pink  capsule  with 
the  white  band  is  a trademark 

of  Parke,  Davis  & Company.  PARKE.  DAVIS  4 COMPANY.  Detro-I.  Mx'-ftn  4KB 
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BSP®  DISPOSABLE  UNIT 

H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 

Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  “unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg./kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  10’s  and  25’s. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


Recertification* 

Can  Help  You,  Doctor 
Here’s  How! 


Physicians  now  have  a new  tool  through  which  they  can  explain  to  patients 
who  are  Blue  Cross  subscribers  that  both  Blue  Cross  and  hospitals  have  agreed  to  pro- 
vide subscribers  with  hospitalization  that  is  based  entirely  on  medical  need. 

In  the  past,  doctors  have  often  cited  patient  pressure  as  a factor  in  their  decision 
to  prolong  hospitalization.  Recertification  will  help  to  relieve  this  pressure  on  physi- 
cians, while  helping  to  reduce  possible  unnecessary  hospitalization  at  the  same  time. 

How  Recertification  Works:  A recertification  form  has  been  added  to  the  regular  Blue 
Cross  hospital  admission  notice.  As  a patient’s  hospitalization  approaches  the  15th  day, 
the  attending  physician  will  be  asked  to  complete  a section  of  the  form  — by  answer- 
ing three  questions  and  signing  the  form.  The  hospital  and  Blue  Cross  will  do  the  rest. 

Highlights  of  Recertification: 

• The  key  term  is  medical  necessity.  If  you  feel  that  it  is  medically  necessary  to  con- 
tinue a patient’s  hospitalization,  you  simply  indicate  this  on  the  form. 

• Similar  programs  are  in  effect  in  30  other  areas  around  the  country.  Also,  recertifica- 
tion is  a requirement  under  the  State  Medical  Assistance  for  the  Aged  Program,  and 
is  included  under  the  pending  national  Medicare  legislation. 

• The  dollar  savings  can  be  significant.  This  has  been  demonstrated  in  other  areas. 

• Recertification  demonstrates  that  doctors,  hospitals,  and  Blue  Cross  have  embarked 
on  a co-operative  “voluntary”  effort  directed  toward  keeping  the  cost  of  health  care 
within  the  reach  of  the  public. 

‘The  basic  inlent  of  recertification  is  to  ask  physicians  to  take  a moment  and  reflect  on  the  question  of  whether  continued 
hospitalization  is  medically  necessary  for  a particular  patient. 
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Doctor ! 


Here’s  A 
New  Car 
Leasing  Service 
With  Special 
Advantages 
for  Physicians  A 


Convenience  — Peace  of  Mind  — You 
will  always  have  a car  when  you  lease 
with  us.  We  will  loan  you  a new  car 
when  your  regular  leased  car  is  getting 
maintenance  or  repair  service.  And 
maintenance  is  provided  free  under 
your  lease.  That’s  not  all.  Your  new, 
1965  car  comes  complete  with  registra- 
tion, plates  and  insurance  ($100,000/ 
$300,000).  Your  only  expense  is  gas. 

Tax  Advantages  — completely  tax 
deductible  for  professional  use.  Other 
advantages  too.  Let  us  explain  details 
to  you  personally. 

Frees  Capital  — Need  funds  for  equip- 
ment, new  office  space?  No  capital 
investment  needed  when  you  lease 
from  us.  Monthly  payments  are  low. 

Widest  Model  Selection  — Any  Buick, 
Cadillac,  Chevrolet,  Oldsmobile,  Pon- 
tiac, Any  Ford  or  Chrysler  product. 
Even  more  . . . you  can  select  any  other 
make  and  model  car.  Immediate  availa- 
bility. 

For  more  information  phone,  or  have  a 
representative  call  on  you.  Or,  visit  us 
yourself.  See  our  wide  selection  of  cars 
and  get  full  details  at  the  same  time. 

■■  Testimonials  from  doctors  already  leasing 
from  us  are  available  for  your  inspection. 


ELLIOTT 

Leatei  Ca/t4,  //vc. 


635  Elmwood  Avenue,  Providence 
Phone:  467-6610 


H.  Harootunian— Providence 


. R.  Lamg — Newport 


“We’re  puzzled”*... 


• . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
. . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

• . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency — 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 

RELATED  ARMOUR  PRODUCTS: 

Thyrar®  (Beef  Thyroid)  Thytropar®  (Thyrotropin) 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I T 

| Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid  I 
| tablets  offered  on  your  new  continuous  Physicians  Personal  I 
| Use  Program. 

I 

I - M.D.  I 


ADDRESS 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


CITY  STATE  ZIP  CODE 

% gr.  /2  gr.  1 gr.  2 gr.  3 gr.  5 gr. 

I Please  circle  potency  requested. 


■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


Wallace  Laboratories  j Cranbury,  N.J. 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  Washington  Office 
of  the  American  Medical  Association 


A Registry  of  Tissue  Reactions  to  Drugs  is  being 
established  here  within  the  Armed  Forces  Institute 
of  Pathology  (AFIP)  through  the  cooperation  of 
the  American  Medical  Association,  the  Pharma- 
ceutical Manufacturers  Association  and  the  Food 
and  Drug  Administration. 

The  AFIP  has  the  world's  largest  repository  of 
pathologiical  material  for  research  and  education, 
and  the  registry  is  expected  to  be  a major  addition 
to  existing  adverse  drug  reaction  reporting  pro- 
grams. 

“This  unique  cooperative  effort  for  the  benefit 
of  the  American  public  is  the  first  between  major 
drug  manufacturing,  drug  prescribing  and  drug  reg- 
ulating bodies,”  said  a joint  statement  issued  by 
Dr.  Jean  Weston.  Director  of  the  AMA’s  Depart- 
ment of  Drugs;  Dr.  Joseph  Sadusk,  FDA  medical 
director,  and  Dr.  Austin  Smith,  president  of  the 
PMA. 

The  purpose  of  the  Registry  will  be  to  obtain 
autopsy  or  biopsy  tissue  specimens  from  suspected 
adverse  drug  reaction  cases.  These  specimens  will 
be  thoroughly  studied  by  all  methods  available  to 
a full-time  pathologist,  including  consultation  with 
other  authorities  in  pathology  and  toxicology.  Re- 
sults of  the  studies  will  be  reported  to  local  path- 
ologists who  furnished  the  study  material,  and 
monthly  summary  reports  will  be  made  to  each  of 
the  three  sponsoring  organizations.  Important  in- 
formation obtained  will  then  be  disseminated  to 
the  medical  community.  The  pathological  material 
will  remain  on  file  at  the  Registry  for  future  ref- 
erence and  study. 

The  Tissue  Registry  will  augment  the  existing 
drug  reaction  reporting  programs  maintained  by 
the  AMA  and  FDA.  The  FDA  at  present  receives 
reports  of  suspected  adverse  drug  reactions  from 
about  500  cooperating  federal  and  military  hos- 
pitals, and  from  110  civilian  hospitals  under  con- 
tract. 

The  AMA  receives  such  reports  from  physicians 
in  private  practice,  a number  of  hospitals  not  re- 
porting to  FDA,  and  other  sources. 

Information  is  exchanged  by  the  FDA  and  AMA, 
catalogued  by  data-processing  techniques,  and  filed 
by  data-processing  machines.  The  data  are  then 
available  for  use  in  identifying  drugs  possibly  asso- 
ciated with  adverse  reactions,  in  assisting  physi- 
cians to  diagnose  possible  adverse  drug  reactions, 
and  in  scientific  investigations. 


Establishment  of  the  Tissue  Registry  was  origi- 
nally proposed  by  the  Drug  Research  Board  of  the 
National  Academy  of  Sciences-Xational  Research 
Council.  Twenty-eight  such  Registries  already  exist 
as  joint  activities  of  the  Armed  Forces  Institute  of 
Pathology  and  sponsoring  professional  societies. 
Collectively,  the  Registries  are  known  as  the  Amer- 
ican Registry  of  Pathology. 

The  parent  Armed  Forces  Institute  of  Pathology, 
which  is  more  than  100  years  old.  serves  as  a cen- 
tral laboratory  of  pathology  for  the  Department  of 
Defense  and  has  become  a center  of  research,  teach- 
ing and  consultation  not  only  for  the  military  but 
for  civilian  groups.  AFIP  offices  and  laboratories 
are  in  an  eight-story  building  at  Walter  Reed  Army 
Medical  Center. 

The  cost  of  the  Tissue  Registry  is  being  borne 
equally  by  each  of  the  three  sponsors.  In  its  first 
full  calendar  year  of  operation  (1966),  the  cost  of 
operation  and  administration  is  expected  to  be 
about  $100,000.  The  fund  will  be  administered  by 
the  Universities  Associated  for  Research  and  Edu- 
cation in  Pathology,  Inc. 

In  another  development  in  this  field,  the  U.  S. 
delegation  proposed  at  the  World  Health  Organiza- 
tion Assembly  in  Geneva,  Switzerland,  that  there 
be  a worldwide  warning  system  against  drugs  with 
adverse  effects. 

In  commending  the  proposal,  which  was  recom- 
mended by  the  HEW  department,  President  John- 
son said: 

“The  expansion  of  this  into  an  international  sys- 
tem would  be  of  direct  benefit  to  the  American 
people  since  it  would  include  the  monitoring  of 
adverse  reactions  throughout  the  world. 

“This  is  one  of  the  many  instances  in  interna- 
tional technological  cooperation  w'here  everybody 
gains  and  no  one  loses.  ’ 

sjs 

Congress  has  approved  legislation  authorizing 
more  than  $100  million  to  finance  a three-vear  ex- 
tension of  a program  of  federal  aid  to  community 
health  services,  including  immunization  programs 
against  polio  and  measles. 

The  American  Medical  Association  supported  the 
provisions  for  immunization  programs  and  most 
other  features  of  the  legislation. 

Included  in  $11  million  a year  earmarked  for 
immunization  is  a new  program  to  innoculate  20 
(Continued  on  Page  352) 


to  assure  pain  relief  in  relaxant  therapy 

In  painful  skeletal  muscle  spasm,  relief  of  pain  does  not  always  follow  relaxant  therapy, 
as  in  the  presence  of— 

Provocative  pain,  when  muscle  spasm  is  triggered  by  some  underlying  musculo- 
skeletal defect. 

Residual  pain,  when  relaxation  of  severe  spasticity  leaves  a degree  of  myalgia 
that  continues  to  cause  discomfort. 

Severe  pain,  when  the  degree  of  pain  is  such  as  to  cause  persistence  of  symptoms 
in  spite  of  relaxant  therapy. 

Emotionally  aggravated  pain,  when  anxiety  or  agitation  creates  tensions  that 
undermine  the  efficacy  of  relaxant  medication. 

For  decisive  relief— lest  persistent  pain  overshadow  the  benefits  of  relaxant  therapy  — many  physi- 
cians prescribe  Robaxisal  or  Robaxisal-PH. 


Synergistic  double  action 

In  Robaxisal  the  potent  action  of  the  well-recog- 
nized skeletal  muscle  relaxant  Robaxin  (methocarba- 
mol)1,2'3,4’5'6,8  is  accompanied  by  the  time-tested  anal- 
gesia of  aspirin.  This  “rational  therapeutic  combina- 
tion’’7 proves  especially  effective,  since  clinical  studies 
have  attested  that  the  concurrent  ingestion  of  metho- 
carbamol and  aspirin  produces  higher  salicylate  lev- 
els than  equivalent  doses  of  aspirin  alone7. . .with 
“gratifying  relief”  of  pain  as  well  as  spasm.7 


Supplementary  sedation 

In  Robaxisal-PH,  the  relaxant  Robaxin  is 
combined  with  the  analgesic-sedative  ingre- 
dients of  the  popular  Phenaphen  formula, 
for  use  when  emotional  tensions  aggravate 
the  spasm-pain  syndrome.  Anxiety  is  eased 
by  the  phenobarbital  component,  which  also 
enhances  analgesic  effects;  and  any  tendency 
to  gastric  upset  is  minimized  by  hyoscyamine 
in  the  formulation. 


INDICATIONS:  Strains  and  sprains,  painful  disorders  of  the 
back,  “whiplash"  injury,  myositis,  pain  and  spasm  associated 
with  arthritis,  torticollis,  and  headache  associated  with  muscu- 
lar tension. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  one  of  the 
components. 

SIDE  EFFECTS:  Lightheadedness,  slight  drowsiness,  dizziness 
and  nausea  may  occur  rarely  in  patients  with  unusual  sensitiv- 
ity to  drugs,  but  usually  disappear  on  reduction  of  dosage. 


References:  1.  Carpenter,  E.  B.,  South.  M.J.  51:627, 
1958.  2.  Crookshank,  J.  W.:  J.  Louisiana  State  Med. 
Soc.  1 14:272,  1962.  3.  Feinberg,  I.,  et  al.:  Am.  J.  Ortho- 
ped.  4:280,  1962.  4.  Fitzgerald,  W.  J.:  Miss.  Valley  M.J. 
82:146,  1960.  5.  Forsyth,  H.  F.:  J.A.M.A.  167:163, 
1958.  6.  Meyers,  G.  B.,  and  Urbach,  J.  R.:  Penna.  M.J. 
64:876,  1961.  7.  Truitt,  E.  B.,  Jr.,  Morgan,  A.  M.,  and 
Nachman,  H.  M.:  South.  M.J.  54:318,  1961.  8.  Weiss, 
M.,  and  Weiss,  S.:  J.  Am.  Osteopath.  Assn.  62:142, 
1962. 


ROBAXISAL  E 

Each  pink-and-white  laminated  Tablet  contains: 


Robaxin®  (methocarbamol,  Robins) 400  mg. 

U.  S.  Pat.  No.  2770649 

Aspirin  (5  gr.) 325  mg. 


ROBAXISAL-PH 

Each  green-and-white  laminated  Tablet  contains: 

Robaxin®  (methocarbamol,  Robins) 400  mg.  Hyoscyamine  sulfate 0.016  mg. 

Phenacetin  (IPS'  gr.) 97  mg.  Phenobarbital  (VS  gr.) 8.1  mg. 

Aspirin  (1V4  gr.)  81  mg.  (Warning?  May  be  habit  forming.) 


A.  H.  ROBINS  CO.,  INC.;  Richmond  20,  Virginia 
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When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100% corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland, 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  1 8 1 :4 1 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 


one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark 
Each  capsule  contains 

8 mg  °f  Te|dnn®  (brand  ...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 

of  chlorpheniramine  J ^ 

maieate)  somg.of  phenyi  sneezing,  weeping  and  nasal  congestion  for  24  hours  with 

propanolamme  hydrochlo-  i ■u  s-> 

ride,  and  2.5 i mg.  of  isopro-  one  'Omade’  Spansule®  brand  sustained  release  Capsule  p12h 
pamide,  as  the  iodide.  1 1 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories  VP 
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THE  WASHINGTON  SCENE 

(Concluded  from  Page  348) 
million  pre-school  children  against  measles.  Aid  to 
states  and  local  communities  for  immunization  pro- 
grams against  polio,  diptheria,  tetanus  and  per- 
tussis also  will  continue. 

Other  features  of  the  legislation  are: 

— - $3  million  a year  for  a program  of  health 
services  for  domestic  migrant  workers  and  their 
families. 

— $50  million  to  continue  for  one  more  year  a 
program  of  general  federal  aid  to  communities  to 
enable  them  to  establish  and  maintain  adequate 
public  health  service. 

— $10  million  to  continue  for  one  more  year  a 
program  of  federal  grants  designed  to  encourage 
the  development  of  new  or  improved  methods  of 
providing  health  services  outside  the  hospital. 

The  House  Commerce  Committee  extended  the 
last  two  features  for  only  one  year  because  they  are 
both  under  review  by  the  public  health  services 
with  a view  toward  possible  changes. 

:*c  :*i 

Wilbur  J.  Cohen,  a longtime  advocate  of  health 
care  for  the  aged  under  social  securiity,  has  been 
promoted  to  Under  Secretary  of  Health,  Education 
and  Welfare. 

Cohen,  51.  has  been  Assistant  HEW  Secretary 
for  legislation  since  1961.  The  post  made  him  the 
Administration's  chief  lobbyist  for  medicare.  Play- 
ing mainly  a behind-the-scenes  role,  Cohen  long 
has  worked  for  social  security  financing  of  health 
care  for  the  aged. 

At  one  time,  he  was  director  of  the  social  security 
research  and  statistics  division. 

He  succeeded  Ivan  A.  Xestingen,  who  resigned, 
as  HEW  under  secretary. 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
IlOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 

Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

♦Dorhout  Mees,E.J.,and  Geyskes, 
G.G.:  Acta  med.scandinav. 
175:703,1964. 

Photos:  A 59-year-old  woman 
with  hypertensive  card:ovas- 
cular  disease  and  edema  re- 
sistant to  low-salt  diet  and  bed 
rest.  The  patient  lost  3V2  lbs. 
in  one  week  with  a single  tab- 
let daily  of  Hygroton,  brand  of 
chlorthalidone. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3516 


good  riddance 


Hygroton,  brand  of  chlorthalidone,  gets  rid  of  edema  efficiently. 
Your  edematous  patients  will  generally  need  far  fewer  tablets 
than  with  most  diuretics.  And  they’ll  generally  save  more  on  pre- 
scription costs.  One  tablet  a day  is  a popular  dosage.  So  is 
one  tablet  every  other  day.  You  may  even  find  half  a tablet  three 
times  a week  does  the  job.  No  other  diuretic  works  as  long. 

And  none  has  as  much  natruretic  activity  per  tablet.*  For  good 
riddance  of  edema  with  the  least  number  of  tablets,  prescribe 
Hygroton,  brand  of  chlorthalidone. 

Hygroton  chlorthalidone  Geig\ 


WHO  NEEDS  A BLOOD-GLUCOSE  DETERMINATION? 

Many  of  your  patients,  Doctor.  With  DEXTROSTIX®  Reagent  Strips,  estimating 
blood  glucose  takes  only  60  seconds.  The  test  can  be  used  for  screening  in 
every  physical  examination  and  emergency  situation.  DEXTROSTIX  isalso  use- 
ful for  checking  blood  glucose  in  pregnancy,  obesity,  peripheral  vascular  dis- 
ease, certain  endocrine  disorders,  patients  on  “thiazides”  and  other 
potentially  hyperglycemic  drugs,  diabetic  screening  and  manage- 
ment, and  other  conditions  where  hypo-  or  hyperglycemia  may  be  of 
clinical  significance.  □ Ames  Company,  Inc.,  Elkhart,  Indiana  ames 
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Keeping  an  eye  on  the  scales  may  be  an  avoca- 
tion with  some  people,  but  it  is  a full-time  occu- 
pation for  Lilly  employees  who  determine  the 
weight  of  filled  tubes  of  medication.  First,  a 
random  sampling  of  empty  tubes  is  taken,  and 
the  average  weight  is  calculated.  Then,  the 
amount  of  ingredient  is  added  to  this  figure  to 
determine  the  standard  fill.  As  the  machine  fills 
the  tubes,  a sample — about  one  out  of  every 


four  hundred— is  weighed  and  checked  against 
the  standard.  The  weights  are  plotted  on  a 
graph.  A variation  of  three  consecutive  points 
in  either  direction  indicates  a trend  away  from 
the  standard,  and  the  machine  is  adjusted.  Tol- 
erances are  kept  to  less  than  5 percent.  An  extra 
step  . . . but  consistent  with  the  meticulous 
program  at  Eli  Lilly  and  Company  to  assure 
the  highest  quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana 
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DERMAQUIZ 

Conducted  by  Francesco  Ronchese,  m.d. 


For  diagnosis,  turn  to  page  394 


Case  II.  Lobulated,  circinated  raised  round,  nodular 
borders,  yellowish  telangectases,  ulceration.  Duration 
about  3 years. 


For  diagnosis,  turn  to  page  394 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


trmyxtn 

latibiotic 


* **  in  the 
IB  minor 

Me  burns,  on 


USE  ‘POLYSPORINUL 

POLYMYXIN  B-BAGITRACIN 

ANTIBIOTIC  OINTMENT 


broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 


JZi  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


july,  1965 
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Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy» 
chotic  disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 
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LO  M OTI L— Pharmacologic  Activity. 

The  significant  pharmacologic  actions 
of  Lomotil  are  summarized  as  follows: 

Evidence  indicates  that  Lomotil  acts 
directly  on  the  intestinal  musculature  to 
inhibit  excess  peristalsis. 

Lomotil  is  not  known  to  inhibit  nonpro- 
pulsive  intestinal  movements. 

Roentgenograms  demonstrate  that  this 
activity  occurs  within  two  hours  after 
oral  administration  and  persists  for  at 
least  six  hours. 


Comparative  studies  in  the  rat  show 
Lomotil  to  be  more  effective  in  inhibit- 
ing fecal  excretion  than  either  codeine 
or  morphine. 

Analgesic,  anticholinergic,  mydriatic 
and  gastric  secretory  effects  have  not 
been  significant. 

Reduction  of  propulsive  motility  with 
Lomotil  relieves  spasm  and  cramping, 
allows  physiologic  absorption  of  fluid 
and  reduces  frequency  of  evacuations  to 
provide  prompt,  symptomatic  control  of 
virtually  all  diarrheas. 


LOMOTIL- 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 

slows  propulsion  • relieves  distress  • stops  diarrhea 


Precautions : Lomotil  is  an  exempt  nar- 
cotic preparation  of  very  low  addictive 
potential:  more  than  three  million  prescrip- 
tions have  now  been  written  for  Lomotil. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs  or 
barbiturates. 

Side  Effects:  Side  effects  are  relatively 
uncommon  but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  restlessness 
and  insomnia. 

Dosage:  For  full  therapeutic  effect  — Rx 
full  therapeutic  dosage.  The  recommended 


initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Children: 

3 to  6 months— 3 mg.  (Vz  tsp.*  t.i.d.) 

6 to  12  months— 4 mg.  (Vz  tsp.  q.i.d.) 

1 to  2 years— 5 mg.  (V2  tsp.  5 times  daily) 

2 to  5 years— 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years— 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years— 10  mg.  (1  tsp.  5 times  daily) 
Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tab- 
lets 4 times  daily)  *Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 


Lomotil  is  a brand  of  diphenoxylate  hydro- 
chloride with  atropine  sulfate;  the  subther- 
apeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 
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The  subject  of  this  paper  might  well  be 
phrased  as  a question,  “Where  is  the  peaceful 
atom  in  medicine  today?” 

Since  1947  when  the  Atomic  Energy  Commission 
came  into  existence  quite  a lot  has  happened  with 
respect  to  atomic  energy  and  medicine.  For  in- 
stance, cobalt  teletherapy  machines  have  become  an 
accepted  source  of  high  energy  photons  side  by  side 
with  high  voltage  x-rays  for  the  day-to-day  treat- 
ment of  cancer  all  around  the  world.  In  the  United 
States  alone  more  than  1,000  physicians  are  licensed 
to  use  radioisotopes  for  diagnosis  and  treatment  in 
the  practice  of  medicine.  In  the  experimental  la- 
boratory radioisotopes  have  provided  keys  to  the 
structure  of  genetic  material  and  the  method  by 
which  it  is  replicated.  For  instance,  the  important 
work  of  Marshall  Nirenberg  and  his  associates  at 
the  National  Institutes  of  Health  on  the  DNA  ge- 
netic code  would  have  been  impossible  without  the 
use  of  radioisotopes  to  label  the  amino  acids  one  at 
a time  in  their  studies.  Later  studies  sponsored  by 
the  Department  of  Agriculture  at  Cornell  University 
and  elsewhere,  again  dependent  on  radioactive  ele- 
ments as  tracers,  have  identified  not  only  the  func- 
tion of  certain  ribonucleic  acids,  but  the  sequence  of 
the  nucleotides  in  specific  nucleic  acid  molecules. 
Much  of  the  basic  structure  of  proteins  has  been 
worked  out  with  non-isotopic  methods,  but  work 
of  scientists  such  as  the  Koshlands  and  Hirs  of  the 
Brookhaven  National  Laboratory,  and  many  others 
at  university  laboratories  across  the  country,  is  with 
the  essential  aid  of  radioactive  elements  building 
up  a true  picture  of  the  active  or  highly  specific  and 
functional  sites  of  a variety  of  proteins. 

Melvin  Calvin  at  the  University  of  California, 
Berkeley,  received  the  Nobel  Prize  for  the  brilliant 
work  he  and  his  colleagues  have  done  in  elucidating 

*Presented  at  the  154th  Annual  'Scientific  Assembly  of 
the  Rhode  Island  Medical  Society,  at  Providence, 
R.  I.,  May  4,  1965. 


the  carbon  cycle  in  the  photosynthetic  process 
whereby  plants  are  able  to  utilize  the  energy  of  sun- 
light. It  is  hard  to  conceive  of  this  work  being  ac- 
complished without  the  use  of  carbon- 14.  What  has 
happened  to  the  peaceful  atom  in  fundamental  bio- 
medical research  is  that  it  is  so  taken  for  granted 
as  an  essential  tool  that,  like  the  microscope,  that 
it  is  not  even  mentioned  in  many  public  reports  of 
successful  research.  Not  long  ago,  I put  the  question 
“What  would  you  do  without  radioactive  tracers?” 
to  some  top  flight  biochemists.  They  said  that  they 
shuddered  to  think  of  endeavoring  to  carry  on  with- 
out these  essential  tools. 

STUDIES  IN  METABOLISM 

In  a recent  review  in  Science,  Francis  D.  Moore, 
Professor  of  Surgery  at  Harvard  Medical  School, 
stated  “Metabolic  studies  of  body  components  and 
physiologic  events  — for  example  blood  flow,  organ 
flow,  gas  flow,  cardiac  output,  liver  function,  kidney 
function,  albumin  synthesis  and  degradation,  and 
turnover  rates  for  such  metallic  ions  as  calcium, 
magnesium,  and  copper  — can  now  be  quantified 
readily.”  The  book  under  review  was  “Dynamic 
Clinical  Studies  with  Radioisotopes  — The  Pro- 
ceedings of  an  Oak  Ridge  Institute  of  Nuclear  Stud- 
ies Symposium.”  The  emphasis  here  is  on  Moore’s 
use  of  the  word  readily.  Many  of  these  things  were 
done  before  the  days  of  freely  available  radioiso- 
topes and  labeled  organic  compounds.  But  the  me- 
thods were  cumbersome,  tedious,  and  often  indirect. 
Moore  spoke  from  firsthand  experience.  He  has 
always  been  vitally  interested  in  the  physiological 
and  metabolic  disturbances  associated  with  surgery 
and  surgical  procedures.  He  was  among  the  first  to 
realize  the  importance  of  the  radioisotope  in  un- 
raveling some  of  these  problems.  He  has  exploited 
them  fully  in  his  work.  And  speaking  of  surgery, 
I understand  that  a major  proportion  of  all  surgical 
suture  materials  is  now  radiation  sterilized. 

Before  World  War  II  nuclear  medicine  had  heavy 
going.  Radioisotopes  Were  available  only  to  a chosen 
few  at  schools  near  the  available  cyclotrons  then  in 
existence.  Their  colleagues  at  other  institutions  were 
inclined  to  be  overcritical  at  the  first  attempts  to 
(Continued  on  next  page) 
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use  the  new  artificially-produced  radioisotopes  in 
medical  practice  and  research.  Nevertheless,  John 
Lawrence,  Sol  Hertz,  Joseph  Hamilton,  and  Bertram 
Low-Beer  persisted  in  their  pioneering  uses  of  radio- 
isotopes in  clinical  medicine.  Martin  Kamen  and 
others  pioneered  in  the  use  of  radioisotopes  in  the 
biochemical  fields,  utilizing  first  the  disconcertingly 
short-lived  carbon- 11  (20.5  minutes).  A few  years 
later  Kamen  discovered  the  long  lived  carbon- 14, 
now  an  invaluable  isotope  for  research. 

The  stage  was  being  set  for  the  explosion  of 
isotope-dependent  research  which  took  place  as  soon 
as  the  Oak  Ridge  National  Laboratory  in  August  of 
1946  began  to  make  available  a host  of  radioactive 
elements  to  all  who  chose  to  qualify  for  Atomic 
Energy  Commission  certification.  They  became 
available  in  almost  any  quantity  needed  and  at 
modest  prices. 

Every  year  now  special  postgraduate  courses  are 
given  at  one  or  more  medical  schools  on  the  uses  of 
radioisotopes  and  nuclear  energy  techniques  in  the 
practice  of  medicine  and  clinical  research.  Recently 
I was  privileged  to  participate  in  such  a course 
given  by  the  Johns  Hopkins  University  School  of 
Medicine  in  Baltimore  under  the  auspices  of  the 
American  College  of  Physicians.  There  were  90  in- 
ternists in  attendance  who  were  so  convinced  of  the 
importance  of  nuclear  medicine  that  they  had  given 
up  a week  of  their  practice  to  take  this  intensive 
course  at  their  own  expense. 

A whole  day  was  devoted  to  diseases  of  the  thy- 
roid gland,  a clear  indication  that  more  patients 
are  diagnosed  or  treated  with  radioisotopes  for  thy- 
roid disease  than  for  disease  of  any  other  organ.  It 
further  implied  that  no  clinic  group  not  versed  in 
the  uses  of  radioisotopes  for  these  conditions  is 
adequately  equipped  to  cope  with  thyroid  diseases. 

A half  morning  on  the  uses  of  isotopes  in  hema- 
tology for  the  diagnosis  of  blood  dyscrasias  indi- 
cated their  importance  in  this  broad  field. 

A third  of  a day  on  the  diagnosis  of  gastrointes- 
tinal disease  indicated  the  potential  of  radioisotopes 
in  this  group  of  conditions,  but  perhaps  it  also  re- 
flected a special  interest  of  the  Johns  Hopkins  Hos- 
pital staff  in  gastrointestinal  physiology. 

The  half  day  devoted  to  cardiovascular  and  pul- 
monary disease  and  physiology  reflected  established 
uses  plus  Henry  Wagner’s  pioneering  use  of  radio- 
isotopes for  pulmonary  scanning,  something  that 
promises  to  be  a very  important  addition  to  medical 
diagnosis. 

SCANNING  TECHNIQUES 

That  there  was  but  a single  lecture  on  brain  scan- 
ning was  understandable  in  a course  for  internists. 
It  suggested,  however,  that  radioisotopes  have  less 
to  contribute  to  the  diagnosis  of  brain  lesions  than 
is  actually  the  case.  Certainly,  no  first  rate  neuro- 
surgery team  would  want  to  be  deprived  of  radio- 
isotopes in  its  diagnostic  armamentarium. 
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There  was  heavy  emphasis  on  instrumentation 
and  measurement  techniques  suggesting  that  this 
rapidly  changing  field  requires  regular  updating. 
There  is  a constant  race  on  now  between  those  who 
would  reduce  the  time  necessary  for  a scan  and 
those  who  would  increase  the  detail  of  the  informa- 
tion obtained.  Fortunately,  progress  is  being  made 
on  both  fronts. 

This  is  not  the  place  to  go  into  technical  details. 
Nevertheless,  I would  like  to  say  a word  about  a 
relative  newcomer  in  nuclear  medicine,  techne- 
tium-99w,  just  to  give  you  an  idea  of  its  versatility. 
At  a recent  visit  to  the  Argonne  Cancer  Research 
Hospital  at  the  University  of  Chicago,  I was  given 
an  opportunity  to  become  familiar  with  the  possi- 
bilities of  this  amazing  radioelement  by  Paul  Har- 
per, another  professor  of  surgery  who  has  been  able 
to  grasp  the  power  of  the  peaceful  atom  in  clinical 
medicine.  Technetium-99?«  is  obtained  from  a “ra- 
dioisotope cow'5  available  from  the  Brookhaven  Na- 
tional Laboratory.  The  cow  comes  loaded  with 
molybdenum-99w  with  half  life  of  2.8  days.  The 
molvbdenum-99  decays  to  technetium-99  with 
half  life  of  6 hours.  The  short  half  life  coupled  with 
the  absence  of  any  primary  particle  radiation  makes 
the  exposure  of  the  patient  exceedingly  low.  (There 
is  some  secondary  beta  radiation  from  the  occasion- 
al dislodging  of  an  orbital  electron  by  an  emitted 
gamma  ray,  but  this  is  relatively  insignificant). 

The  gamma-ray  energy  of  140  Kev  is  in  good 
range  for  brain  scanning.  Some  two  per  cent  of  the 
pertechnetate  (Tc04)  is  trapped  in  the  euthyroid 
gland.  A dose  of  one  or  two  millicuries  can  be  readi- 
ly scanned.  In  hyperthyroid  states,  the  uptake  is 
increased  by  a large  factor.  Hot  nodules  are  par- 
ticularly well  demonstrated  by  this  technique.  Per- 
technetate also  permits  visualization  of  the  salivary 
glands.  It  appears  that  intrathecal  pertechnetate 
(Tc04)  disappears  with  great  rapidity  with  a half 
time  of  the  order  of  2 minutes.  However,  after  pre- 
treatment with  chlorate  which  paralyzes  the  ability 
of  the  choroid  plexus  to  deconcentrate  the  per- 
technetate, the  activity  remains  in  the  subarachnoid 
space  for  hours  and  may  be  used  for  systernographv. 
Plasma  albumin  tagged  with  technetium-99«r  may 
be  used  for  blood  pool  scanning,  and,  when  aggre- 
gated, for  lung  scanning.  The  group  at  the  Argonne 
Cancer  Research  Hospital  uses  a special  detector 
head  for  low  energy  radiation  and  a modified  read 
out  apparatus  adopted  to  a commercial  scanner. 
They  obtain  satisfactory  scans  of  the  thyroid  gland 
with  associated  exposure  of  the  patient  to  about 
1/1 000th  of  the  dose  of  radiation  received  from  the 
usual  iodine-131  scan.  Technetium  sulfide  carried 
on  sulfur  colloid  behaves  like  colloidal  gold  and 
may  be  used  for  liver,  spleen,  and  bone  marrow 
scanning.  As  the  glycine  complex  and  ferric  hy- 
droxide complex,  technetium  is  excreted  rapidly  via 
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the  kidney  and  thus  may  be  used  for  renal  scans. 
The  high  activities  that  can  be  used  means  im- 
proved collimator  resolution  and  scanning  speed. 
In  fact  technetium  seems  to  embody  most  of  the 
prerequisites  of  an  ideal  radionuclide  for  scanning. 

SPECIFIC  TRACER  MATERIALS 

Robert  Wood  of  our  Radiological  Physics  Branch 
wrote  in  the  AEC’s  1964  report  on  Fundamental 
Nuclear  Energy  Research  ‘‘up  to  the  present,  the 
compounds  that  have  been  used  routinely  are  largely 
those  that  have  been  developed  by  chance.  For  ex- 
ample, colloidal  gold  was  used  early  because  it  was 
a relatively  easy  colloid  to  prepare,  not  because  it 
was  an  ideal  isotope.  When  investigators  began 
kidney  scanning,  they  labeled  diuretics  because  they 
were  familiar  as  stable  drugs,  not  because  they  were 
necessarily  the  best  for  scanning  purposes.  The  same 
might  be  said  of  Rose  Bengal.  It  now  appears 
worthwhile  to  explore  the  preparation  of  cell  or 
organ  specific  tracer  materials  which  have  selective 
localizing  and  concentrating  properties  by  virtue  of 
their  chemical,  physical,  biological  and/or  immuno- 
logical properties.”  This  is  just  what  is  beginning 
to  happen. 

An  advance  that  is  on  the  verge  of  clinical  appli- 
cation stems  from  the  use  of  immunological  tech- 
niques to  localize  radionuclides  in  specific  tissues. 
For  a number  of  years,  AEC  has  sponsored  work 
of  this  sort,  notably  that  of  David  Pressman  at 
Roswell  Park  Memorial  Institute,  Buffalo,  New 
York,  and  William  F.  Bale  at  the  University  of 
Rochester,  and  more  recently  also  the  work  of  Eu- 
gene Day,  formerly  of  Roswell  Park,  now  at  Dur- 
ham, North  Carolina. 

Our  original  interest  was  in  the  possibilities  for 
locating  and  localizing  metastases  as  is  done  with 
iodine- 131  in  thyroid  cancer  and  in  the  more  re- 
mote possibility  of  getting  therapeutically  useful 
amounts  of  radiation  to  the  cancer. 

Bale  has  given  up  for  the  time  being  the  develop- 
ment of  antibodies  highly  specific  for  the  tumor 
itself.  He  has  concentrated  rather  on  the  natural 
tendency  for  tumors  to  lay  down  fibrin.  He  develops 
heavily  iodinated  antibodies  to  fibrin  which  then 
concentrate  in  the  fibrin  of  the  tumor  tissue.  He  is 
able  to  counteract  normal  fibrin  removal,  and  thus 
to  increase  the  amount  of  iodinated  antibody  laid 
down.  He  accomplishes  this  by  administering  epsi- 
lon-aminocaproic  acid  which  inhibits  plasminogen 
activation,  with  the  result  that  both  administered 
iodine- 131  fibrinogen  and  iodine-131  antibody  to 
fibrin  preferentially  localize  in  rat  tumors.  He  has 
used  an  antigamma  globulin  as  a follow-up  to  re- 
move any  circulating  excess  iodine-131  fibrinogen 
from  the  blood.  The  fibrinogen  goes  to  the  spleen 
and  the  liver  and  within  6-12  hours  is  broken  down 
and  eliminated  in  the  urine  while  the  labeled  ma- 
terial in  the  tumor  persists  there  for  24  hours  and 


more.  This  permits  scanning  for  tumor  sites  with  a 
greatly  reduced  iodine- 131  background.  Bale  has 
been  able,  quite  regularly,  to  destroy  Murphy- 
Sturm  lymphosarcoma  in  rats  using  these  techniques. 
The  few  clinical  trials  have  been  promising. 

The  Durham  group  is  endeavoring  with  some 
success  to  produce  antibodies  to  individual  human 
gliomas.  Day  iodinates  the  antibodies  and  then  in- 
jects them  into  the  patient  with  the  hope  of  getting 
therapeutically  important  amounts  of  radioactivity 
to  the  tumor. 

Willard  Libby,  when  he  was  an  AEC  Commis- 
sioner, was  very  insistent  that  the  future  of  nuclear 
medicine  lay  in  the  development  of  labeled  com- 
pounds which  would  be  administered  as  pills.  Then 
either  urine  or  blood,  or  breath  samples,  or  perhaps 
all  three  would  be  analyzed  and  the  results  would 
reveal  subtle  metabolic  disturbances,  forerunners  of 
overt  disease.  This  dream  of  Libby’s  may  someday 
be  realized.  We  shall  have  to  have  a much  better 
understanding  of  normal  and  abnormal  metabolism 
than  we  have  at  the  present  time  before  we  can  do 
this  sort  of  thing  routinely,  Yet  I cannot  help  but 
feel  that  such  things  are  really  not  too  far  away. 
Some  studies  with  carbon- 14  labeled  uric  acid  at 
the  Argonne  Cancer  Research  Hospital,  University 
of  Chicago,  largely  stimulated  by  George  LeRoy, 
already  point  in  this  direction.  For  instance,  studies 
there  in  Wilson’s  Disease  by  Leif  Sorensen  on  uric 
acid  pool,  plasma  uric  acid,  uric  acid  turnover  time, 
uric  acid  clearance  time  and  cumulative  recovery  in 
urine  of  the  injected  dose  have  given  a much  better 
picture  of  the  defect  in  uric  acid  metabolism  in  this 
diseases.  Furthermore,  under  penicillamine  therapy 
a return  toward  normal  of  all  of  these  indices  of 
uric  acid  metabolism  disturbances  has  been  ob- 
served. 

NEUTRON  ACTIVATION  ANALYSIS 

Finally,  I would  like  to  mention  a technique  that 
is  really  about  ripe  for  full  exploitation  — neutron 
activation  analysis.  Activation  analysis  has  to  date 
been  pretty  much  a will-of-the-wisp.  The  basic  idea 
is  simple:  bombard  with  neutrons  a sample  contain- 
ing some  trace  element  which  you  wish  to  measure. 
The  element  becomes  radioactive  and  you  can  now 
both  detect  and  quantitate  its  presence.  In  metal- 
lurgy this  has  proved  an  invaluable  technique.  In 
biology  there  is  one  big  drawback.  Dozens  of  other 
elements  are  usually  present  which  become  radio- 
active in  a beam  of  neutrons  of  mixed  energies  such 
as  from  a reactor.  These  unwished-for  induced  ac- 
tivities interfere  with  standard  counting  techniques. 
This  means  that  an  awful  lot  of  chemistry  has  to 
be  done  either  before  or  after  irradiation  and  the 
beautiful  simplicity  of  the  method  dissolves  into  a 
sea  of  hard  work.  Nevertheless,  activation  analysis 
will  some  day  be  a most  powerful  tool  in  clinical 
(Continued  on  next  page) 
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studies,  in  pathology,  and  in  experimental  physi- 
ology and  biochemistry.  I am  convinced  that  it  can 
add  a whole  new  dimension  to  nuclear  medicine. 

Progress  is  being  made,  if  slowly,  in  developing 
neutron  sources  less  cumbersome  than  reactors, 
which  hopefully  will  have  relatively  mono-energetic 
beams  of  adequate  flux.  Ideally,  a truly  mono- 
energetic  beam  for  each  energy  of  interest  would  do 
the  trick.  It  is  not  impossible  that  such  a device  will 
be  developed  in  the  next  few  years  and  even  that 
it  would  not  be  prohibitively  expensive.  The  point 
here  is  that  there  is  for  each  element  some  neutron 
energy  which  is  particularly  effective  in  producing 
from  it  a radioisotrope  and  which  is  relatively  in- 
effective in  producing  radioisotropes  from  other  ele- 
ments. 

Even  if  there  are  no  ideal  neutron  sources  avail- 
able for  awhile  Julian  Nielsen  and  associates  at  the 
Hanford  Laboratories,  now  AEC  s Pacific-North- 
west Laboratory,  have  gone  a long  way  towards 
solving  some  of  these  analytical  difficulties  by  the 
development  of  multi-dimensional  anti-coincidence 
shielded  spectrometry.  This  is  a direct  high  sensi- 
tivity method  for  analysis  of  radionuclide  mixtures. 
The  system  provides  ultra-low  background  plus  min- 
imum Compton  response,  and  at  the  same  time,  uses 
coincidence  techniques  to  make  use  of  the  individual 
gamma-ray  characteristic  of  each  radionuclide  for 
its  identification  and  measurement. 

The  sample  is  viewed  by  two  detectors  for  normal 
and  coincidence  gamma-ray  spectrometry.  The  de- 
tectors are  contained  in  a third  detector  which 
serves  for  Compton  and  background  suppres- 
sion. A multiparameter  analyzer  is  used  for  storing 
the  normal  and  coincidence  spectra  in  an  energy- 
energy  plane.  For  instance,  this  method  which  was 
developed  primarily  for  analysis  of  mixed  fission 
products  as  in  fallout  can  make  direct  measurements 
of  a mixture  of  twelve  radionuclides  on  air  filter 
samples:  beryllium-17,  sodium-22,  manganese-54, 
cobalt-60,  yttrium-88,  zirconium-95 — niobium-95, 
ruthenium- 106,  antimony- 124,  antimony-125,  ce- 
sium-134, cesium-137,  and  cerium-144.  The  first 
two  come  from  spallation  reactions  in  the  atmos- 
phere and  are  present  in  quite  low  concentrations. 
The  rest  are  from  nuclear  weapons  testing.  Sodium- 
22,  cobalt-60,  yttrium-88,  antimony- 124,  cesium- 
134,  and  cerium-144  were  measured  at  concentra- 
tions of  a few  dpm  10°  ft.3  of  air  in  the  presence  of 
103  times  as  much  ruthenium-106.  They  applied  this 
technique  to  Hanford  reactor  effluent  water  which 
contains  a variety  of  induced  activities.  It  was  pos- 
sible by  spectra  taken  24  hours  after  sample  col- 
lection (to  allow  large  amount  of  manganese-56  of 
2.6  hour  half  life  to  decay)  and  again  after  one 
week  or  more  to  allow  the  sodium-24  to  decay  to 
calculate  the  concentrations  of  15  radionuclides. 
Eight  of  them  were  scandium-46,  cobalt-60,  copper- 
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64,  gallium-72,  ruthenium-106,  antimony-124,  ba- 
rium-140, and  lanthanum- 140,  which  could  not  be 
measured  directly  by  standard  gamma  ray  spectro- 
metry, were  measured  directly  by  the  multi-dimen- 
sional tecnique.  The  other  seven  nuclides  can  be 
more  accurately  measured  since  precise  Compton 
corrections  can  be  applied  for  the  eight  mentioned 
above. 

USE  IN  BIOLOGICAL  MATERIALS 

A hint  of  what  this  technique  can  mean  in  biolo- 
gical material  can  be  found  in  the  following  state- 
ment by  R.  W.  Perkins:  '‘The  direct  instrumental 
measurement  of  radionuclides  in  either  whole  or 
ashed  bioassay  samples  has  had  very  limited  appli- 
cation because  of  both  the  relatively  large  amounts 
of  natural  potassium-40  present  and  the  very  small 
amount  of  radioactivity  normally  present.  By  the 
use  of  the  multi-dimensional  analyzer  it  has  been 
possible  to  measure  the  present  level  of  numbers  of 
radionuclides  in  urine  samples  in  addition  to  the 
cesium-137  and  potassium-40  which  are  present  in 
relatively  high  concentrations.  Sample  preparation 
simply  involves  wet  ashing  and  mounting  the  salts 
in  a standard  geometry.”  For  instance,  the  radio- 
nuclides sodium-22  and  cesium- 134  are  distributed 
worldwide  but  in  quite  low  concentration.  Neverthe- 
less, their  concentrations  in  urine  have  been  mea- 
sured in  samples  from  several  places  around  the 
world. 

By  drifting  lithium  into  a germanium  crystal  de- 
tector it  may  be  possible  to  go  even  beyond  the  two 
orders  of  magnitude  gain  in  background  reduction 
achieved  by  the  above  technique. 

In  another  way  our  nuclear  energy  program  is 
giving  medical  science  a boost.  For  a number  of 
years,  a group  at  the  Oak  Ridge  National  Labora- 
tory has  been  developing  zonal  centrifuges  for  iso- 
tope separation.  In  recent  years,  Norman  Anderson 
of  their  Biology  Division  has  teamed  up  with  the 
engineers.  Centrifuges  are  now  becoming  available 
which  will  separate  out  in  a high  state  of  purity 
and  in  quantity:  whole  cells,  cell  nuclei,  viruses 
and  a whole  series  of  cell  particles  and  large 
molecules  depending  on  the  speed  of  centrifugation. 
For  the  very  fine  particles  and  molecular  separa- 
tions forces  of  up  to  1.3  million  g will  be  available. 
Machines  for  readily  separating  out  virus-like  par- 
ticles from  the  blood  of  patients  with  leukemia  are 
already  available.  With  these  new  tools  one  can 
expect  even  more  rapid  advances  than  in  the  past 
few  years  in  our  understanding  of  the  nature  and 
function  of  cell  constituents  in  health  and  disease. 

WHOLE  BODY  RADIATION 

Now  I must  discuss  a problem  which  atomic  en- 
ergy has  thrust  onto  the  practice  of  medicine.  I 
refer  to  the  problem  of  whole  body  radiation  injury 
and  its  management.  Some  of  you  must  have  fairly 
(Concluded  on  Page  377) 
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A survey  of  the  need  for  nurses  in  Rhode 
j£\  Island  and  the  resources  to  meet  these  needs, 
both  current  and  anticipated  for  ten  years,  has 
shown  that  Rhode  Island  already  is  facing  nursing 
shortages.  These  shortages  can  be  expected  to  be 
augmented  as  there  are  population  increases  and 
the  proportion  of  people  in  the  older  age  groups 
becomes  larger,  unless  preventive  steps  are  taken. 
Current  resources  for  nursing  education  are  insuffi- 
cient to  meet  even  present  needs. 

“At  the  same  time  the  general  population  is  be- 
coming increasingly  aware  of  what  constitutes  ade- 
quate health  care  and  ways  to  secure  it.  This  puts 
greater  demands  on  the  nursing  profession.  In  ad- 
dition, allowance  must  be  made  for  replacements 
for  those  leaving  active  nursing  through  normal 
attrition  ....  A shortage  of  professional  and  prac- 
tical nursing  personnel  in  the  hospitals  was  reported 
as  compared  to  the  standards  recommended  by  the 
Surgeon  General’s  Report.1  Other  factors  shown  by 
the  survey  were  the  low  ratio  of  school  nurses  and 
public  health  nurses  to  the  population  as  compared 
to  accepted  standards,  the  need  for  increased  faculty 
and  expansion  of  nursing  educational  facilities,  the 
small  proportion  of  nurses  with  advanced  educa- 
tional preparation,  and  the  frequent  use  of  nurses 
for  non-nursing  functions,  particularly  clerical 
work.  All  these  factors  point  to  the  need  for 
thoughtful  planning  and  action.”2 

Because  Rhode  Island  is  a compact  state,  and  the 
nurses  in  administrative  positions  are  in  frequent 
contact  with  each  other,  general  facts  and  trends 
were  apt  to  be  assumed.  But  the  value  of  organized 
surveys  in  other  states  was  becoming  apparent.  The 
need  for  concrete  facts  and  realistic  plans  to  fill 
gaps  during  the  next  decade  became  evident. 


ORIGIN  OF  SURVEY 

In  1958  the  Board  of  Directors  of  the  Rhode  Is- 
land League  for  Nursing  appointed  a special  com- 
mittee to  make  a survey  of  nursing  needs  and  re- 
sources in  the  State.  The  Committee  investigated 
sources  of  financial  support  and  personnel  to  con- 
duct the  survey.  Financing  was  secured  through  the 
persistent  efforts  of  the  President  of  the  League. 
In  1962  it  approached  the  Rhode  Island  Council 
of  Community  Services  to  conduct  the  survey.  This 
request  was  accepted.  An  executive  committee, 
composed  of  people  concerned  with  and  interested  in 
the  field  of  nursing,  was  appointed. 

The  Survey  Committee  based  its  general  plans 
upon  the  "Design  for  State-Wide  Nursing  Surveys”3 
and  was  helped  in  the  development  of  its  final  re- 
port and  recommendations  by  the  report  of  the 
Surgeon  General’s  Consultant  Group  on  Nursing: 
"Toward  Quality  in  Nursing:  Needs  and  Goals,”1 
which  was  published  after  the  data  had  been  col- 
lected. 

All  material  was  gathered  as  of  January  1,  1963. 
The  Rhode  Island  Department  of  Health  as  well  as 
other  employing  agencies  and  the  nurses  themselves 
were  most  cooperative  in  furnishing  the  necessary 
data. 

FINDINGS 

It  was  evident  that  many  employers  of  nursing 
personnel  were  not  anticipating  their  future  needs 
because  of  the  limitations  of  their  financial  re- 
sources and,  in  many  instances,  because  of  their 
dependency  upon  annual  financial  allotments.  It 
was  also  evident  that  nurses  were  frequently  used 
for  non-nursing  functions,  particularly  clerical 
work. 

SUPPLY  OF  NURSES 

During  the  period  between  January  1 and  March 
31,  1963  a total  of  5,564  professional  nurses  were 
registered  by  the  Division  of  Professional  Regula- 
tion of  the  Rhode  Island  Department  of  Health. 
Of  these,  it  was  found  that  1,156  neither  lived  nor 
worked  in  Rhode  Island.  Therefore  the  balance, 
4,408,  were  included  in  the  statistical  analyses.  Of 
the  4,408  nurses,  only  38  were  male.  Of  the  female 
nurses,  2,952  reported  that  they  were  married  and 
358  were  widowed,  divorced,  or  separated.  Table  I 
(Continued  on  next  page) 
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TABLE  I 


Age  and  Field  of  Employment  of  Professional  Nurses  as  Reported  on  Rhode 
Island  Registrations  January  1 to  March  31,  1963 


Field  of 
Employment 

Age 

Under 

20 

20-24 

25-34 

35-44 

45-54 

55-64 

65  & 
Over 

Unknown 

Total 

Hospital  or  other  Institution 

...  0 

248 

701 

601 

413 

235 

69 

36 

2303 

School  of  Nursing 

0 

5 

65 

38 

13 

15 

1 

2 

139 

Private  Duty 

0 

6 

46 

54 

67 

94 

55 

11 

333 

Public  Health 

....  0 

21 

44 

30 

54 

33 

15 

4 

201 

School  Nurse 

...  0 

1 

5 

22 

44 

26 

6 

0 

104 

Industrial  Nurse 

....  0 

0 

5' 

17 

38 

24 

4 

1 

89 

Office  Nurse  (Physician-Dentist).  0 

2 

24 

27 

42 

18 

2 

0 

115 

Other 

...  0 

i 

3 

2 

4 

3 

0 

0 

13 

Total 

....  0 

284 

893 

791 

675 

448 

152 

54 

3297 

Not  Working 

0 

29 

395 

314 

153 

91 

97 

29 

1108 

Unknown 

....  0 

0 

0 

0 

1 

0 

0 

2 

3 

Total 

0 

313 

1288 

1105 

829 

539 

249 

85 

4408 

Percent  Employed 

....  0.0 

90.7 

69.3 

71.6 

81.4 

83.1 

61.0 

63.5 

74.8 

shows  the  distribution  of  the  professional  nurses 
by  age  and  field  of  employment. 

In  addition  to  the  professional  nurses,  a total  of 
1,841  practical  nurses  were  registered  during  the 
same  period.  A total  of  1,505  or  81.7  per  cent  in- 
dicated that  they  were  actively  employed  in  nursing. 
The  majority  of  these,  or  1,016  were  employed  in 
hospitals  or  other  institutions.  Other  fields  of  em- 
ployment were  indicated  as  follows:  nursing  homes 
— 141,  convalescent  homes  — 64,  rest  homes  — 8, 
industrial  nursing  — 10,  office  nurses  — -52,  private 
duty  — 181,  and  other  — 31. 

NURSING  EDUCATION 

Since  the  percentage  of  professional  and  practical 
nurses  actively  employed  is  high  considerable  im- 
portance was  laid  on  nursing  education  in  Rhode 
Island.  As  noted  in  a previous  issue  of  the  Rhode 
Island  Medical  Journal,4  nursing  education  in  the 
state  has  real  problems  to  face  if  sufficient  nurses 
are  to  be  prepared.  In  order  to  increase  the  supply 
of  nurses,  the  seven  existing  schools  of  professional 
nursing  and  the  two  schools  of  practical  nursing 
will  have  to  increase  their  enrollments  or  considera- 
tion will  have  to  be  given  to  the  establishment  of 
new  schools  or  both. 

In  order  to  fill  the  openings  in  the  enlarged  edu- 
cational facilities,  recruitment  efforts  will  have  to 
be  intensified  and  supported  by  both  private  and 
public  sources. 

The  enlarged  educational  facilities  will  require 
more  qualified  faculty,  all  of  whom  should  have  at 
least  a master’s  degree.  Some  of  these  additional 
faculty  members  may  be  drawn  from  current  grad- 
uates of  baccalaureat  programs  and  some  from  the 
88  per  cent  of  Rhode  Island  nurses  who  are  gradu- 
ates of  diploma  programs,  and  who  will  require 
preparation  at  the  baccalaureat  level.  Financial  sup- 
port is  needed  for  the  schools,  for  the  students, 
and  for  the  preparation  of  additional  faculty. 

NURSING  SERVICE  IN  HOSPITALS 

The  survey  documented  facts  which  were  already 


well  known  to  physicians  as  well  as  to  directors  of 
nursing  service  and  hospital  administrators  con- 
cerning the  current  resources  and  future  needs  of 
nursing  service  personnel  in  hospitals  in  Rhode 
Island. 

At  the  time  of  the  survey,  9.2  per  cent  of  the 
professional  nursing  positions  in  hospitals  of  Rhode 
Island  were  vacant.  Although  this  percentage  is 
not  as  great  as  the  20  per  cent  vacancy  rate  in  the 
United  States  as  a whole,  it  still  presents  a handi- 
cap in  providing  adequate  patient  care  in  hospitals. 


TABLE  II 


Surgeon  General’s 
Recommendation 

Current  Staffing 
Pattern  in  Rhode 
Island  (Full-time 
Equivalents) 

Professional  Nurses 

50% 

37.3% 

Practical  Nurses  

30% 

18.5% 

Nurses  Aides  

20% 

44.2% 

The  proportion  of  professional  to  practical  nurses 
was  not  as  great  as  recommended  by  the  staff  ratios 
in  the  Surgeon  General’s  Report  on  Nursing.1  The 
percentage  of  care  given  by  nurses  aides  was  more 
than  double  the  recommended  standard. 

NURSING  HOMES 

The  97  reporting  homes  of  various  types  em- 
ployed a total  of  109  professional  nurses,  113  li- 
censed practical  nurses,  and  464  aides.  Many  of 
these  people  were  employed  part-time.  The  need 
for  qualified  personnel  was  reported  to  be  a con- 
stant problem  for  many  of  the  homes,  and  can  be 
expected  to  increase  as  the  proportion  of  the  popu- 
lation in  the  older  age  groups  results  in  more  people 
requiring  this  type  of  service. 

PUBLIC  HEALTH  NURSING 
Public  health  nursing  service  in  the  state  of 
Rhode  Island  was  provided  at  the  time  of  the  sur- 
vey in  greater  part  by  small  local  voluntary  nursing 
organizations  with  supplemental  services  by  the 
Rhode  Island  Department  of  Health.  Division  of 
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Nursing.  Gaps  and  overlapping  in  services  did  exist. 
Thirty  out  of  31  local  agencies  doing  public  health 
nursing  participated  in  the  survey  in  addition  to 
the  Rhode  Island  Department  of  Health  which  sup- 
plied a record  of  its  nursing  service  and  visits 
throughout  the  state.  ‘‘In  spite  of  the  need  for  more 
public  health  nurses,  the  majority  of  the  agencies 
indicated  no  significant  changes  anticipated  in  the 
size  of  their  staffs.  A total  of  28  additional  posi- 
tions were  anticipated  by  1967.  The  anticipated  in- 
crease reflected  financial  considerations  rather  than 
need  ....  It  is  important  that  agencies  and  local 
and  state  governmental  bodies  study  community 
needs  and  then  work  together  to  obtain  additional 
funds  required  to  provide  adequate  prepared  per- 
sonnel to  maintain  suitable  programs.”2 
SCHOOI.  NURSING 

The  replies  received  from  56  agencies  indicated 
that  school  nursing  in  Rhode  Island  was  provided 
by  various  types  of  agencies,  sometimes  even  in  the 
same  community.  Of  the  135  nurses  employed  to 
perform  school  nursing  functions,  it  was  reported 
that  93  devoted  their  full  time  to  it. 

In  the  majority  of  the  communities,  the  number 
of  pupils  per  school  nurse  was  considerably  higher 
than  the  recommended  standard  of  one  nurse  for 
every  1,000  pupils.  A total  of  200  full-time  school 
nurses  would  have  been  required  to  meet  the  above 
standard.  The  Rhode  Island  Department  of  Edu- 
cation estimated  that  the  pupil  population  will  in- 
crease a total  of  43,000  in  the  next  ten  years,  ne- 
cessitating an  additional  43  nurses  by  1973. 

STAFFING  OF  PHYSICIANS'  PRIVATE  OFFICES 

A relatively  small  number  of  both  professional 
and  practical  nurses  were  employed  in  private  of- 
fices of  physicians  and  osteopaths.  Although  returns 
were  received  from  less  than  half  of  the  licensed 
physicians  and  osteopaths  in  Rhode  Island,  the  1963 
State  registrations  showed  only  16  more  professional 
nurses  and  19  practical  nurses  reporting  that  they 
were  employed  in  physician’s  offices. 

Additional  nurse  positions  anticipated  during  the 
next  three  years  were  for  20  professional  nurses 
and  two  practical  nurses.  Most  of  the  increase  in 
office  positions  during  the  previous  three  years  had 
been  for  non-nurses. 

The  professional  nurses  employed  in  physician’s 
offices  tended  to  be  graduates  of  diploma  schools, 
most  were  35  or  over,  and  the  majority  were  or  had 
been  married.  The  practical  nurses  were  more  even- 
ly distributed  in  the  various  age  groups.  Like  the 
professonal  nurses,  the  majority  were  or  had  been 
married. 

To  learn  about  the  current  number  of  nurses  em- 
ployed in  physicians’  offices  and  the  number  anti- 
cipated. a questionnaire  was  developed  by  the  Tech- 
nical Committee  on  Staffing  of  Physicians’  Private 
Offices.  This  questionnaire,  printed  on  a business 


reply  card,  was  accompanied  by  a letter  signed  by 
the  current  President  of  the  Rhode  Island  Medical 
Society,  and  sent  to  all  physicians  and  osteopaths 
licensed  in  the  state  as  of  January,  1963. 

From  the  1,112  physicians  and  78  osteopaths 
currently  listing  their  office  addresses  in  Rhode  Is- 
land, a total  of  474  questionnaires  were  returned. 
It  was  not  possible  to  send  a follow-up  to  those  not 
replying.  The  only  indication  of  those  who  had 
responded  was  the  signature.  Some  were  omitted, 
many  were  illegible.  Of  the  474  who  replied,  31 
stated  that  they  were  retired  or  not  in  private  prac- 
tice. This  made  443  usable  replies. 

A total  of  302  persons  were  employed  in  the 
private  offices  of  281  of  the  reporting  physicians 
and  osteopaths.  Of  these  employees,  99  were  re- 
ported to  be  professional  nurses  and  33  practical 
nurses.  The  majority,  particularly  of  the  profession- 
al nurses,  were  employed  full-time.  Most  of  them 
were  the  only  employee  in  the  office.  Only  21  phy- 
sicians reported  that  they  employed  more  than  one 
nurse  or  other  person. 

OCCUPATIONAL  HEALTH  NURSES 

A total  of  78  nurses  were  employed  as  occupa- 
tional health  nurses  in  a variety  of  industries  and 
services  at  the  time  of  this  survey.  The  majority  of 
Rhode  Island  industries  were  small.  Since  a nurse 
was  required  by  law  only  if  400  workers  were  em- 
ployed on  any  one  shift,  many  industrial  workers 
did  not  have  the  benefit  of  industrial  nursing  serv- 
ice. 

According  to  the  reporting  industries,  only  two 
professional  nurses  and  one  practical  nurse  were 
anticipated  to  be  added  by  1967.  No  further  addi- 
tions were  anticipated  by  1973. 

RECOMMENDATIONS 

Among  the  recommendations  of  the  Survey  are 
the  following: 

That  a state- wide  plan  be  developed  to  determine 
whether  existing  schools  of  nursing  should  or  could 
expand  their  enrollments,  whether  new  schools  be 
established,  or  both,  and  whether  additional  hos- 
pitals and  institutions  should  participate  in  the 
provision  of  clinical  experience.  Periodic  studies 
should  be  made  to  keep  this  plan  up-to-date. 

That  means  be  found  to  increase  the  number  of 
active  nurses  so  that  adequate  nursing  service  will 
be  available. 

That  the  various  employing  agencies  develop  their 
staffing  patterns  on  the  basis  of  community  needs 
and  the  necessary  funds  required  to  provide  nursing 
personnel  be  obtained  by  the  employing  agencies 
and  private  and  governmental  sources  of  finance. 

That  better  utilization  be  made  of  professional 
nurses.  Some  of  the  recognized  means  of  achieving 
this  are  continuing  in-service  education,  provision 
of  adequate  supervision,  and  appropriate  use  of 
(Continued  on  next  page) 
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practical  nurses,  aides,  and  attendants  and  clerical 
assistants. 

That  attractive  and  competitive  salaries  and  other 
benefits  be  provided  for  the  various  types  and  cate- 
gories of  nursing  personnel. 

That  more  professional  and  practical  nurses  be 
employed  in  homes  for  the  aged  and  convalescents. 

T hat  organized  plans  be  developed  for  the  proper 
training  of  aides  and  attendants  to  assist  in  nursing 
care  in  hospitals  and  nursing  homes. 

That  consideration  be  given  to  ways  and  means 
of  upgrading  current  faculty  and  nursing  service  ad- 
ministrators who  are  not  fully  qualified  for  their 
positions. 

That  means  be  sought  to  provide  financial  assis- 
tance to  all  types  of  nursing  educational  programs 
and  facilities  as  needed. 

That  the  Rhode  Island  League  for  Nursing  as- 
sume the  leadership  in  effecting  the  above  recom- 
mendations and  that  it  seek  the  cooperation  and 
assistance  of  suitable  organizations  and  agencies. 

IMPLICATIONS  TO  PHYSICIANS 

Do  the  findings  of  the  survey  mean  that  the 
physician  will  be  without  the  assistance  of  qualified 
professional  nurses  when  the  nature  of  his  work 
requires  it?  Certainly  not.  They  only  serve  to  re- 
emphasize that  the  professional  nurse  should  be 
utilized  in  instances  when  her  knowledge  and  skills 
can  be  most  advantageous  to  the  patient,  whether 
this  be  in  a hospital,  nursing  home,  public  health 
agency,  or  physician's  office. 

The  professional  nurse  should  not  be  utilized  to 
do  clerical  work  when  someone  with  less  profes- 
sional knowledge  can  do  the  job;  she  should  not 
be  expected  to  do  the  tasks  which  practical  nurses 
or  aides  are  capable  of  doing  when  they  are  avail- 
able. She  should  be  utilized  where  professional  judg- 
ment and  skills  can  best  serve  to  assist  the  physician 
in  the  execution  of  his  medical  plan  and  to  identify 
and  plan  to  meet  the  nursing  needs  of  the  patient. 
In  order  to  accomplish  these  she  must  be  able  to 
spend  time  with  the  patient.  When  she  is  relieved 
of  some  of  these  non-nursing  duties,  she  will  have 
more  time  to  spend  with  the  physician  in  discussing 
and  planning  for  his  patients. 

Administrators  in  nursing  are  constantly  raising 
the  question.  “Is  this  a function  only  the  pro- 
fessional nurse  can  carry  on?  If  not,  is  it  safe  for 
someone  else  to  do?” 

Physicians  will  have  to  ask  these  same  questions 
and  use  the  services  of  others  to  carry  on  some  of 
the  routine  duties  which  do  not  require  the  judg- 
ment and  skills  of  the  professional  nurse,  which 
distinguish  her  from  other  nursing  personnel.  Only 
in  so  doing  will  the  professional  nurse  be  able  to 
plan  individualized  patient  care,  be  able  to  com- 
municate with  the  physician  relative  to  his  patients, 
and  gain  satisfaction  in  her  chosen  field. 
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IMPLEMENTATION  OF  RECOMMENDATIONS 

The  Rhode  Island  League  for  Nursing  has  been 
selected  as  the  agency  to  assume  leadership  in  seek- 
ing the  cooperation  of  suitable  organizations  and 
agencies  to  implement  the  recommendations. 

An  ad  hoc  committee  has  been  appointed  to  de- 
velop a state-wide  plan  of  action.  The  committee 
has  decided  that  a full-time  coordinator  is  needed 
to  facilitate  the  implementation  of  specific  recom- 
mendations. 

Financial  assistance  for  schools  and  students  will 
be  available  through  the  Nurse  Training  Act  of 
1964  which  provides  funds  for  (1)  construction  and 
rehabilitation  of  teaching  facilities,  (2)  improved 
nurse  training  facilities,  (3)  the  continuation  and 
expansion  of  the  traineeship  program  for  advanced 
training  of  professional  nurses,  and  (4)  a student 
loan  program  for  four-year  nursing  students. 

All  seven  professional  schools  of  nursing  have 
achieved  N.L.N.  accreditation.  In  few  other  states 
have  all  professional  schools  achieved  this  distinc- 
tion. There  has  been  a steady  increase  in  admis- 
sions to  these  schools.  In  1964,  total  admissions 
were  439.  compared  to  369  in  1962.  The  study 
recommended  that  schools  should  achieve  481 
yearly  admissions  by  1967.  The  baccalaureate 
schools  have  quadrupled  their  enrollment  since  1954. 

The  lack  of  facilities  and  qualified  instructors 
in  the  practical  nurse  schools  have  greatly  hamp- 
ered a similar  growdh.  Larger  quarters  and  avail- 
ability of  additional  clinical  facilities  would  allevi- 
ate this  problem.  In  1964.  there  wrere  148  students 
admitted  to  the  two  schools  of  practical  nursing. 
This  w:as  an  increase  of  only  14  over  1962. 

The  announcement  by  President  William  Flana- 
gan of  Rhode  Island  Junior  College  of  the  initia- 
tion in  1966  of  a tw-o-year  associate  in  science  de- 
gree program  may  also  augment  the  numbers  of 
professional  nurses  in  Rhode  Island.  The  purpose 
of  this  program  is  to  prepare  bedside  nurses.  Gradu- 
ates of  this  school  wall  be  eligible  to  take  the  State 
Board  examinations  for  Registered  Nurses. 

Public  health  nursing  programs  in  the  Rhode 
Island  Department  of  Health,  such  as  the  Kent 
County  and  Washington  County  projects,  to  de- 
veloo  and  improve  the  quality  of  public  health 
nursing  service  and  to  improve  the  continuity  of 
patient  care  between  hospitals,  nursing  homes,  and 
public  health  agencies,  have  been  initiated  to  pro- 
vide more  adequate  services  to  meet  the  growing 
needs  in  these  communities.  It  is  hoped  this  in- 
crease of  public  health  nursing  staff  and  supervision 
of  services  can  be  extended  to  other  areas  to  make 
the  ratio  of  public  health  nurses  to  population 
more  adequate.  The  Rhode  Island  Department  of 
Health  and  the  Public  Health  Nursing  Committee 
of  the  Rhode  Island  Council  of  Community  Serv- 
(Concluded  on  Page  394) 
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In  late  1960,  the  facilities  of  a children’s  neuro- 
psychiatric hospital  and  a rehabilitation  center 
for  neurologically  impaired  youngsters  were  ex- 
tended and  joined  to  form  a program  for  severely 
disturbed  young  children.  This  was  the  start  of  the 
Bradley  Hospital-Meeting  Street  School  Pre-School 
Program. 

To  start  at  the  beginning,  a baby  is  born  easily 
and  well,  or  with  difficulty  and  problems.  In  either 
case  the  baby’s  parents  soon  note  some  questionable 
things  about  the  infant,  its  eyes  focus  peculiarly,  it 
cries  incessantly,  it  is  too  good  and  quiet,  it  stiffens 
on  being  touched,  and  the  like.  Somewhere  around 
the  first  year  the  feeding,  sleeping,  or  activity  dif- 
ficulties are  pronounced  enough  for  the  parents  to 
ask  questions  hesitantly  of  their  pediatrician.  While 
often  told  not  to  worry  or  assured  of  the  child’s 
normalcy,  the  difficulties  become  undeniable  after 
the  child’s  second  year,  when  he  fails  to  develop 
speech,  shows  no  sign  of  varying  his  extreme  activi- 
ty level,  or  persists  in  living  “in  a world  of  his 
own.”  At  about  this  time  the  search  for  help  begins, 
the  making  of  the  rounds  of  practitioners,  clinics, 
hospitals,  and  schools,  and  all  hand  down  frustrat- 
ingly  vague  and  conflicting  opinions.  The  child  typi- 
cally presents  a picture  of  markedly  deviant  de- 
velopment, does  not  allow  testing,  and  makes  little 
use  of  toys  or  fantasy  play.  The  youngster  impresses 

*Presented  at  a meeting  of  the  American  Association 
of  Psychiatric  Clinics  for  Children,  at  New  York 
City,  March  17,  1965. 
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some  examiners  as  psychotic,  others  as  intellectually 
limited,  and  still  others  perhaps  as  aphasic  or  deaf. 
Very  few  treatment  facilities  are  offered  as  appro- 
priate resources  for  such  a child. 

At  some  point  in  their  search  for  help,  families 
residing  in  the  State  of  Rhode  Island  or  neighboring 
areas  in  Massachusetts  and  Connecticut  may  be  re- 
ferred to  the  Bradley  Hospital-Meeting  Street 
School  Pre-School  Program.  The  Program  is  housed 
on  the  wooded  grounds  of  Bradley  Hospital,  lo- 
cated some  ten  minutes  from  downtown  Providence. 
Its  quarters  include  a nursery  school  room,  con- 
ference and  observation  rooms,  and  several  offices. 
Adjoining  the  building  is  a playyard  equipped  with 
the  customary  sandbox,  swings,  and  slide. 

After  some  preliminary  screening  and  the  collec- 
tion of  information  about  the  family,  arrangements 
are  made  for  an  evaluation  of  the  parents  and  their 
child.  While  the  parents  are  seen  by  the  psychiatric 
social  worker  in  a joint  interview,  the  child  is  tested 
by  a psychologist  and  evaluated  by  a psychiatrist 
and  a nursery  school  teacher.  With  the  completion 
of  these  evaluations,  the  staff  observes  parents  and 
child  as  they  pass  a short  period  together  in  a play- 
room. At  later  dates  the  parents  return  for  individ- 
ual sessions  with  the  psychiatric  social  worker.  A 
short  time  later  the  child  is  evaluated  at  Meeting 
Street  School  by  a pediatric  neurologist,  and  physi- 
cal, occupational,  and  speech  and  hearing  therapists. 
Such  special  procedures  as  may  be  required,  electro- 
encephalography, clinical  laboratory  studies,  and 
audiology  are  arranged  for  during  this  period.  Upon 
the  completion  of  the  evaluation,  the  findings  are 
discussed  at  a meeting  of  all  the  examiners  in- 
volved. The  diagnostic  impressions  and  treatment 
plans  formulated  at  this  conference  are  communi- 
cated to  the  referral  source  and  with  its  concurrence 
to  the  parents.  Should  the  child  have  been  found  to 
be  an  inappropriate  candidate  for  the  Program,  the 
final  interpretive  session  with  the  parents  includes 
referral  to  a suitable  community  resource.  Should 
the  child  have  been  found  to  present  a diagnostic 
problem  or  likely  combination  of  organic  and  emo- 
tional difficulties,  the  family  is  invited  to  join  the 
Program. 

Typically  the  child’s  participation  in  the  Pro- 
( Continued  on  next  page) 
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gram  takes  the  form  of  attending  a nursery  school 
group.  The  groups,  composed  of  some  four  children, 
meet  in  two  two-hour  sessions  per  week  under  the 
direction  of  two  nursery  school  teachers.  Most  ses- 
sions are  observed  by  the  psychiatric  team,  and  the 
impressions  thereby  gathered  are  shared  with  the 
teachers.  At  times  the  groups  are  also  observed  by 
the  neurologically  oriented  members  of  the  staff  and 
by  special  educator  consultants.  Should  a child  ap- 
pear to  be  too  immature,  vulnerable,  or  disruptive 
for  group  participation,  individual  sessions  with  a 
teacher  or  psychotherapist  are  offered.  Arrange- 
ments are  made  for  such  physical  therapies  as  may 
be  required. 

Typical  parental  participation  in  the  Program 
also  takes  the  form  of  psychotherapeutically  ori- 
ented groups.  A mothers'  group  conducted  by  the 
staff  psychiatric  social  worker  and  psychologist 
meets  for  weekly  lj/2-hour  sessions.  A group  of 
fathers  meets  similarly  under  the  same  auspices.  As 
with  the  children,  when  group  participation  is  con- 
traindicated individual  counselling  or  psychotherapy 
sessions  are  offered.  The  group  leaders  are  available 
to  the  parents  for  special  problems  not  appropriate 
for  group  discussion. 

In  the  past  four  years  the  Program  has  provided 
diagnostic  or  treatment  services,  or  both  to  some 
sixty-five  families.  Our  experience  with  the  twenty- 
five  families  that  participated  in  the  treatment 
phases  of  the  Program  suggest  that  the  extension 
of  psychiatric  procedures  to  this  group  of  children 
is  helpful  and  desirable. 

FUNDAMENTAL  ISSUES 

The  current  workings  of  the  Program  as  outlined 
above  have  evolved  in  the  course  of  efforts  at  deal- 
ing with  two  fundamental  issues:  diagnosis  and 
staffing.  As  originally  conceived,  the  Program  was 
to  be  concerned  with  differential  diagnosis.  The 
children  were  to  be  evaluated,  to  meet  in  groups 
for  a four-month  period,  to  emerge  sufficiently  im- 
proved to  be  better  evaluated,  and  thereby  refer- 
able to  an  appropriate  community  facility.  This 
conceptualization  rested  upon  three  assumptions. 
First,  it  assumed  that  different  etiological  factors 
make  for  differing  courses  of  deviant  development 
or  manifest  themselves  uniquely  in  different  kinds 
of  behavior.  Secondly,  it  assumed  that  once  we  iden- 
tify the  etiology  of  a disturbance  and  arrive  at  a 
correct  diagnosis,  it  is  then  possible  to  elect  a treat- 
ment of  choice.  Finally,  it  assumed  that  children 
affected  with  different  kinds  of  handicaps  would 
respond  differently  to  differing  forms  of  treatment. 
These  assumptions  were  pursued  in  a variety  of 
ways  over  a two-year  period  before  being  declared 
untenable.  After  four  months  of  observation  or  even 
four  weeks  of  study,  we  were  better  able  to  docu- 
ment our  original  clinical  hunches,  but  we  remained 
unable  to  point  with  any  specificity  to  etiology  or 
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diagnosis.  We  had  been  able  to  select  children  with 
complex  problems  that  were  both  emotional  and 
neurological  in  nature  but  we  were  unable  to  say 
which  was  basic  or  what  facet  of  deviancy  should 
be  attributed  to  what  aspect  of  genesis.  In  some  in- 
stances the  problems  were  too  intertwined.  In  others 
our  knowledge  of  the  disorders  of  childhood  simply 
did  not  permit  such  distinctions.  It  soon  became  ap- 
parent too  that  regardless  of  our  diagnostic  acumen 
these  children  wrere  not  referrable.  For  reasons  of 
autism,  aggression,  masturbation,  excessive  climb- 
ing, biting  or  whatever  else  these  children  were  not 
likely  to  be  welcome  in  polite  society.  Often  their 
behavior  was  so  deviant  that  the  professional  affili- 
ation of  the  person  attempting  to  relate  to  them  did 
not  appear  to  be  a reasonable  concern. 

Our  “non-referrable”  patients  came  to  remain 
with  us  for  a year  or  more,  and  it  did  eventually 
become  possible  to  make  important  diagnostic  dis- 
tinctions. A hyperactive,  negativistic,  mute  girl  had 
impressed  some  examiners  as  being  deaf,  others  as 
being  neurotic,  and  others  as  being  aphasic.  As  she 
became  able  to  hold  still  longer  and  to  relate  better, 
it  was  possible  to  test  her  hearing  accurately.  She 
was  found  to  have  a decided  hearing  loss,  was  fitted 
with  a hearing  aid,  and  went  on  to  attend  kinder- 
garten in  a normal  school  situation.  Another  ex- 
ample was  a hyperactive,  destructive  boy  who  spoke 
in  ways  understandable  to  no  one  but  his  mother. 
As  his  behavior  improved  his  perceptual  motor  dif- 
ficulties became  all  the  clearer.  At  the  end  of  one 
year,  after  a history  of  being  rejected  by  every 
group  he  had  ever  approached,  he  survived  a sum- 
mer at  day  camp. 

Parallelling  this  early  concern  with  differential 
diagnosis  was  a commitment  to  a multidisciplinary 
staff.  The  rationale  here  was  that  the  complex 
combination  of  neurological  and  emotional  prob- 
lems presented  by  the  children  could  best  be 
attacked  by  the  specialized  knowledge  and  skills  of 
representatives  of  a variety  of  disciplines.  It  was 
further  hoped  that  through  close  working  relation- 
ships there  would  emerge  a mutual  enhancement 
and  sharpening  of  skills  that  would  permit  more  re- 
fined distinctions  among  the  aberrations  of  psyche 
and  soma.  Alas,  integration,  here  too,  was  a diffi- 
cult and  trying  process. 

Operating  responsibility  for  the  Program  fell  to 
the  psychiatric  team  and  the  Program  soon  came  to 
bear  the  stamp  of  its  biases.  While  the  teachers 
seemed  to  be  quickly  indoctrinated  into  psychiatric 
thinking,  even  they  came  to  feel  the  strain  of  the 
bias:  the  classes  that  they  taught  featured  permis- 
siveness; they  were  relatively  unstructured  sessions; 
and  a great  deal  was  made  of  teacher-child  rela- 
tionships. After  being  observed,  for  a short  time, 
they  become  frustratedly  impressed  at  how  differ- 
ently events  were  perceived  on  the  different  sides 
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of  the  observation  mirror.  They  were  not  very  com- 
fortable reflecting  on  the  psychosexual  status  of  the 
children  and  still  less  inclined  to  consider  their  own 
psyches.  They  were  biased  in  favor  of  teaching, 
were  anxious  to  see  the  children  gaining  skills,  and 
were  frustrated  by  the  children’s  slowness  in  learn- 
ing. At  one  point  someone  asked  “Do  you  want  a 
teacher  or  a psychotherapist?”;  and  the  question 
continues  to  be  a difficult  one. 

For  all  of  the  teachers’  irritation,  they  were  per- 
haps less  disconcerted  than  the  other  members  of 
the  staff.  To  those  who  were  accustomed  to  going 
to  children,  to  physically  manipulating  and  urging 
them,  the  psychiatric  hands-off  attitude  was  a 
strange  one.  Where  they  would  have  had  structure 
and  clear  definition  of  limits,  they  found  permis- 
siveness and  regression.  They  were  accustomed  to 
attempting  to  convince  children  that  they  were 
strong  and  capable  and  were  disheartened  by  psy- 
chiatric overprotectiveness.  Where  the  special  edu- 
cator wanted  structure  and  content,  the  psychia- 
trically  oriented  wanted  patience  and  relationship. 

After  two  years  of  a variety  of  close  working 
relationships,  a mutual  brainwashing  had  taken 
place,  and  the  teams  were  in  somewhat  greater  har- 
mony. At  about  this  time,  financial  necessities 
forced  a more  limited  relationship,  the  organic  team 
serving  as  consultants  to  the  psychiatric  team.  Both 
teams,  however,  remained  interested  and  challenged 
by  the  purposes  of  the  Program,  and  there  is  cur- 
rently an  effort  under  way  to  attempt  a closer  work- 
ing relationship  once  again. 

The  ways  of  psychiatry  were  obviously  strange 
to  those  encountering  them  close  up  for  the  first 
time,  but  they  have  by  now  proven  themselves.  By 
the  same  token  the  psychiatric  team  found  it  neces- 
sary to  alter  many  of  its  biases.  The  ways  of  indi- 
vidual psychotherapy  proved  to  be  insufficient  to 
minimally  responsive  children.  It  became  apparent 
that  the  children  were  of  considerable  help  to  one 
another  and  that  the  group  approach  was  to  be 
valued  for  reasons  other  than  economy.  These  chil- 
dren were  unique  in  that  they  presented  real  handi- 
caps beyond  their  psychological  ones,  handicaps  that 
were  left  to  be  lived  with  despite  gains  with  emo- 
tional problems.  The  deaf  child  who  came  to  value 
people  remained  unable  to  hear  or  speak;  the  brain- 
damaged, once  hyperactive  child  remained  unable 
to  hold  a pencil  even  though  he  had  become  able  to 
sit  still.  And  often  these  children  emerged  from  an 
autistic  adjustment  lagging  far  behind  their  con- 
temporaries who  had  experienced  periods  of  rapid 
development.  It  might  be  said  that  as  the  psychiatric 
workers  encountered  success  they  found  correspon- 
dingly increased  need  for  understanding  and  skills 
beyond  their  competence. 

One  might  summarize  the  foregoing  by  noting 
that  the  Program  serves  children  whose  behavioral 


difficulties  are  not  unlike  the  versions  presented  by 
older  youngsters  to  conventional  psychiatric  facili- 
ties for  children.  The  approach  of  the  Program’s 
staff  is  similarly  not  totally  unfamiliar  to  members 
of  traditional  psychiatric  teams.  The  complexity  of 
the  problems  presented  by  our  young  patients  and 
the  multidisciplinary  nature  of  our  staff  do  seem 
to  make  the  Program  unique,  if  in  a somewhat  old- 
fashioned  way.  From  a theoretical  point  of  view  it 
would  not  be  amiss  to  view  the  efforts  that  have 
interested  and  excited  us  as  a focusing  of  the  nature- 
nurture  controversy  upon  severe  emotional  disturb- 
ance in  children.  The  considerable  variability  among 
the  Program’s  patients  have  included  impressive  il- 
lustrations of  the  psychopathological  potentials  of 
both  nature  and  nurture.  More  commonly,  however, 
the  Program’s  children  fall  somewhere  between  the 
polarities  of  schizophrenogenic  pathophysiologies 
and  environments  along  a continuum  of  constitu- 
tional predispositions.  As  one  moves  away  from  the 
extreme  positions,  occupied  perhaps  by  the  kinds  of 
schizophrenic  children  of  whom  Goldfarb  has  re- 
cently written,  one  encounters  aberrations  in  “pri- 
mary reaction  patterns”  as  they  have  been  termed 
by  Chess  and  her  associates.  Whether  one  views  the 
gradations  in  between  in  term  of  unusual  sensitivi- 
ties (Escalona),  potential  for  ego  development 
(Fish),  or  the  functioning  of  the  reticular  formation 
(Rimland),  one  emerges  with  an  organism  and  an 
environment  that  must  come  to  terms  with  one 
another.  In  sum,  we  have  come  to  view  the  Program 
as  representing  a unique  opportunity  for  a unique 
staff  to  learn  something  about  constitutional  pre- 
dispositions, what  they  are,  how  they  influence  chil- 
dren and  their  environments,  and  how  they  affect 
the  interaction  of  the  two. 

CASE  PRESENTATIONS 

Case  presentations  may  help  to  clarify  this 
lengthy  presentation: 

Johnny  is  reasonably  typical  of  the  psychotic  or 
psychotic-like  members  of  the  Program.  Referred  at 
three  years  of  age  after  a period  of  study  by  the 
local  mental  retardation  program  he  emerged  from 
our  assessment  appearing  mentally  retarded,  al- 
though some  examiners  raised  questions  of  aphasia 
and  hyperkinetic  impulse  disorder.  His  behavior  and 
his  mother’s  complaints,  however,  featured  psy- 
chotic-like phenomena  — an  unrelatedness,  lack  of 
speech,  persistent  tearing  of  paper,  “juggling,” 
rocking  and  the  like.  His  isolated  existence  with  an 
ineffectual,  cold,  severely  disturbed  mother  gave 
further  support  to  suspicions  of  emotional  difficul- 
ties. Johnny’s  mother,  once  hospitalized  for  a year 
with  a diagnosis  of  schizophrenic  reaction  and  a par- 
ticipant in  two  short,  unsuccessful  marriages,  had 
seemed  to  arrive  at  a way  of  life  that  required  her 
(Continued  on  next  page) 
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son's  being  disturbed.  After  attempting  to  work  with 
her  in  a variety  of  ways,  her  therapists  concluded 
that  she  was  unworkable,  and  she  is  now  seen  on  a 
supportive  basis  at  infrequent  intervals. 

On  entering  the  group,  Johnny  related  to  no  one, 
except  to  hit  or  push.  He  spent  his  time  rocking, 
banging  his  head  against  the  wall,  or  fondling  string 
in  a bizarre,  if  not  obscene,  manner.  His  behavior 
started  to  change  as  he  was  encouraged  to  allow 
himself  to  be  rocked  in  a rocking  boat  as  he  partook 
of  a nursing  bottle.  In  the  course  of  a year  of  this 
sort  of  regressive  activity  he  came  to  relate  more 
and  to  show  affection  for  his  teachers.  He  also  came 
to  have  less  need  of  his  peculiar  mannerisms. 

At  present  Johnny  makes  little  use  of  his  former 
regressive  pursuits,  expresses  his  jealousy  of  his 
classmates,  is  reluctant  to  leave  at  the  end  of  ses- 
sions, and  appears  to  be  enjoying  his  more  reason- 
able relationships  with  his  peers.  His  bizarre  man- 
nerisms, temper  tantrums,  and  other  behavior  traits 
appear  at  times  of  stress,  but  he  has  come  to  be 
more  tolerant  of  tension  as  well  as  the  restrictions 
of  his  teachers.  Most  impressive  of  all  has  been  his 
recent  use  of  speech  and  interest  in  learning. 

A recent  intellectual  evaluation  indicated  that 
Johnny  was  functioning  within  the  dull  normal 
range  while  demonstrating  a higher  level  potential. 
We  no  longer  consider  him  intellectually  limited  and 
are  attempting  to  prepare  him  for  referral  to  a 
school  for  emotionally  disturbed  children. 

II. 

Joey,  at  five  years  of  age,  presented  similar  prob- 
lems. He  was  referred  by  a child  guidance  clinic 
after  six  months  of  sophisticated  evaluation  and 
treatment  had  failed  to  clarify  the  nature  of  his 
difficulties.  One  of  seven  children,  Joey  was  non- 
verbal, drank  only  from  a bottle,  refused  to  eat 
anything  but  junior  foods  and  what  he  could  steal 
from  the  family  cat,  and  was  untrained.  His  exas- 
perated but  not  terribly  anxious  parents  complained 
of  his  retarded  development  but  also  told  of  his 
many  fears,  his  refusal  to  be  separated  from  his 
playpen  during  the  first  three  years  of  his  life,  his 
bizarre  mannerisms,  and  of  his  turning  mute  with 
the  birth  of  a sibling. 

In  the  course  of  evaluation,  Joey  impressed  the 
psychiatric  team  as  being  intellectually  limited, 
while  the  Meeting  Street  team  viewed  him  as  pre- 
senting more  complex  difficulties.  Joey  was  ac- 
cepted into  the  Program  for  a three-month  diagnos- 
tic evaluation  that  ultimately  lasted  six  months  be- 
cause of  his  parents’  erratic  appointment-keeping 
and  his  positive  response  to  the  Program. 

After  an  unusually  short  period,  many  of  the 
autistic  features  of  Joey’s  behavior  began  to  disap- 
pear. He  moved  from  unrelatedness  to  competitive 
relationship  with  other  children.  After  a brief  pe- 
riod of  having  his  interest  in  airplanes  indulged,  he 
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made  increasing  use  of  speech.  His  initial  refusal  to 
join  the  group  for  cookies  and  drink  were  ignored 
and  he  soon  made  his  approach,  drinking  from  a 
cup  and  chewing  his  cookies.  His  initial  aversion  to 
the  teachers'  restrictions  lessened.  He  was  less  read- 
ily frustrated  and  all  but  abandoned  his  use  of 
temper  tantrums.  Similar  gains  were  made  at  home. 

In  contrast  to  Johnny,  Joey  finally  came  to  ap- 
pear as  an  obviously  intellectually  limited  child.  As 
a more  mature,  relating,  more  reasonable  youngster 
it  was  possible  to  refer  him  to  a program  for  men- 
tally retarded  children. 

III. 

In  contrast  to  these  psychotic-appearing  children, 
other  participants  in  the  Program  present  as  per- 
sonality disorders  or  demonstrate  more  neurotic 
kinds  of  behavior.  Typically,  they  give  good  reason 
to  suspect  neurological  involvements,  but  their  be- 
havior is  so  very  disturbed  as  to  make  definitive 
evaluations  impossible.  Our  diagnostic-treatment 
approach  to  these  children  is  aimed  at  making  them 
behaviorally  accessible  and  referrable. 

Steve  represents  one  of  our  more  successful  ef- 
forts with  this  kind  of  child.  He  entered  the  Pro- 
gram as  he  was  approaching  his  fifth  birthday  with 
an  elaborately  documented  history  of  neurological 
dysfunction  and  an  impressive  reputation  for  cre- 
ating havoc.  Steve  was  born  to  his  twenty-four  year 
old  mother  after  a prolonged  labor  that  was  termi- 
nated by  caesarian  section.  He  spent  the  first  five 
days  of  his  life  in  an  incubator  and  was  fed  for 
some  time  by  dropper  because  of  decreased  sucking 
reflexes.  During  his  first  year  he  experienced  febrile 
convulsions.  By  his  third  year,  Steve  had  acquired 
an  impressive  history  of  hyperactivity,  temper  tan- 
trums, and  inattentiveness.  Frequent  and  elaborate 
evaluations  indicated  an  abnormal  electroencephal- 
ogram, delayed  and  garbled  speech,  hand-eye  co- 
ordination difficulties,  and  borderline  defective  in- 
telligence quotient  scores. 

Steve's  history  of  expulsion  from  normal  and  spe- 
cialized nursery  groups  argued  against  an  immediate 
group  placement,  and  he  was  seen  for  a time  by  the 
staff  psychiatrist.  Once  the  boy's  need  for  control 
of  his  impulsiveness  and  his  ambivalent  concern 
with  things  babyish  were  well  documented,  he  was 
transferred  to  a teacher  and  eventually  to  a group. 
Within  the  group,  efforts  were  made  at  dampening 
his  impulsivity,  but  he  was  encouraged  toward  re- 
gressive kinds  of  activities  and  away  from  his  frus- 
trating attempts  at  imitating  adult  behavior.  While 
the  process  frightened  him,  he  was  before  long 
drinking  from  a nursing  bottle  and  being  rocked  on 
a pillow  lined  rocking  boat.  During  his  second  year 
with  us,  group  activities  were  turned  to  his  physical 
awkwardness  and  speech  problems. 

Steve’s  mother  was  making  equally  ambitious  use 
of  the  mothers’  psychotherapy  group,  soon  coming 
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to  dominate  it.  She  worked  hard  and  well,  examin- 
ing her  great  investment  in  control  and  competence 
and  her  intolerance  of  dependency,  and  related  this 
to  her  free-to-roam  childhood  as  the  daughter  of  a 
chronically  ill,  epileptic  mother.  Before  long  she  was 
exploring  her  pride  in  the  large  size  and  strength 
of  the  men  in  her  life  and  her  pleasure  in  “cutting 
them  down.”  After  some  two  years  of  treatment  for 
mother  and  son,  Steve  had  become  a well-behaved 
child  but  remained  intellectually  limited.  He  en- 
tered an  educable  class  in  his  local  school  system 
this  past  September  and  is  reported  to  be  prospering 
there. 

IV. 

Robert  was  very  much  like  Steve  except  that  his 
behavior  was  less  acceptable.  He  came  to  us  at  five 
years  of  age  with  such  complaints  as  hyperactivity, 
inability  to  follow  directions  or  recognize  limits, 
low  frustration  tolerance,  short  attention  span,  ex- 
cessive masturbation,  hysterical  laughter  for  no  ap- 
parent reason,  destructive  behavior,  thoroughly  gar- 
bled speech,  excessive  dependence  upon  his  mother, 
inability  to  relate  to  peers.  Diagnostic  impressions 
included  mental  deficiency,  apraxia,  hyperkinetic 
impulse  disorder,  aphasia,  and  emotional  distur- 
bance. 

During  his  first  months  in  the  group,  Robert 
proved  to  be  an  active,  excitable  little  boy,  who 
babbled  continually,  giggled  and  masturbated  inces- 
santly, and  otherwise  occupied  himself  by  running 
out  of  the  room  or  scattering  toys.  When  these  ac- 
tivities failed  to  bring  about  his  rejection,  he  be- 
came depressed,  sitting  in  a rocking  chair,  passively 
staring  into  space. 

At  this  time  individual  psychotherapy  sessions 
were  initiated  with  mother,  father  and  child  seen 
by  the  same  therapist.  While  Robert  was  being 
persuaded  on  the  advantages  of  being  a big  boy  in 
the  group,  he  turned  his  destructive  proclivities  to 
the  therapy  room,  where  they  were  interpreted  with 
some  success.  His  mother  came  to  realize  that  he 
was  not  the  younger  delinquent  brother  of  her 
childhood  who  had  long  robbed  her  of  her  spot  in 
the  sun.  With  great  difficulty,  his  father  came  to 
accept  himself  somewhat  better  and  had  less  need 
to  reject  the  reminder  of  his  own  weakness  and 
effeminacy.  Robert  began  to  improve  gradually, 
speaking  more,  using  toys  reasonably,  and  relating 
to  other  children.  During  the  last  three  months  of 
his  stay,  he  participated  in  special  academically- 
oriented  sessions.  Here  he  emerged  as  an  extremely 
bright  child  whose  refusal  to  perform  was  born  of 
intolerance  of  his  fine  motor  limitations. 

As  Robert  began  to  improve  he  no  longer  served 
his  parents  as  an  explanation  of  their  many  diffi- 
culties. Although  they  were  unusually  bright  and 
well-educated  people,  they  had  long  used  their  son 


as  a ready  scapegoat  for  a host  of  their  own  short- 
comings and  marital  incompatibilities.  After  one- 
and-a-half  years  of  participation  in  the  Program, 
Robert  was  placed  in  an  independent  school  known 
for  its  small  classes  and  highly  structured  educa- 
tional procedures  and  has  done  well  there.  At  the 
same  time  he  received  speech  and  occupational  the- 
rapy at  Meeting  Street  School. 
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NEW  DIAGNOSTIC  TECHNIQUES:  FLUORESCENT  ANTIBODY 

Fluorescent  Dyes  Attached  to  Antibodies  Offer  Promising 
Netv  Approach  to  Immunological  Diagnosis  and  Research 
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The  purpose  of  this  review  is  to  describe  the 
principles  underlying  immunofluorescence  tech- 
niques and  to  give  an  indication  of  their  uses  and 
potentialities  in  the  general  hospital  laboratory. 

The  early  work  of  Coons,  Creech,  and  Jones1 
showed  that  organisms  treated  with  specific  anti- 
body which  had  been  labelled  by  chemical  con- 
jugation with  a fluorescent  dye  would  also  fluo- 
resce when  irradiated  with  blue  or  ultra-violet  light. 
The  treatment  of  antibody  in  this  manner  does  not 
alter  the  specific  activity  of  the  antibody  protein 
and  provides  an  immunological  reaction  which  can 
be  visualized  microscopically.  The  dye  found  to  be 
most  suited  for  this  purpose  is  fluorescein  isothio- 
cyanate. Fluorescence  immunology  was  first  ap- 
plied to  problems  in  biology,  such  as  determining 
the  fate  of  injected  antigens.  During  this  period 
much  work  was  done  to  improve  methods  of  la- 
belling antibody  globulin  and  to  cope  with  the 
problem  of  non-specific  fluorescence  by  absorption 
procedures.  The  experience  gained  has  been  applied 
to  the  investigation  of  diseases  caused  by  micro- 
organisms. The  laboratory  diagnosis  of  infection 
by  fluorescent  antibody  methods  may  be  made 
either  by  identification  of  the  causal  organisms  in 
infected  material  or,  in  certain  cases,  by  detection 
of  a significant  level  of  specific  antibody  in  the 
serum  of  the  patient. 

DIRECT  FLUORESCENCE 

The  most  common  application  of  the  procedure 
in  the  general  hospital  laboratory  at  present  is  in 
identifying  etiological  agents  of  disease.  This  me- 
thod is  called  the  direct  fluorescent  antibody  me- 
thod. A dried  smear  or  tissue  section  of  the  ma- 
terial to  be  investigated  is  treated  with  labelled 
antibody  specific  for  the  organism  or  organisms 
whose  presence  in  the  tissues  is  suspected.  After  a 
few  minutes  contact,  the  dye  which  has  not  re- 
acted is  washed  off.  If  organisms  corresponding  to 
the  known  antibody  used  are  present,  they  will  ab- 
sorb the  antibody  in  a typical  antigen-antibody  re- 
action and  will  be  detected  by  their  brilliant  green 
glow  under  the  fluorescent  microscope. 


INDIRECT  FLUORESCENCE 

An  indirect  fluorescent  antibody  method  also  may 
be  applied  in  the  diagnosis  of  infection.  This  has 
the  advantage  of  requiring  only  one  labelled  anti- 
serum, which  can  be  used  for  testing  a variety  of 
antigens  when  known  antisera  are  used.  It  may  also 
be  applied  in  detecting  antibodies  when  a known 
antigen  or  organism  is  used  as  the  known  factor. 
In  order  to  identify  an  organism  by  the  indirect 
method,  a known  typing  serum  corresponding  with 
the  suspected  organism  is  used.  The  antiglobulin 
used  for  labelling  must  have  been  prepared  in  an 
animal  of  the  same  species.  In  the  first  stage  of 
this  method  a test  smear  or  tissue  section  is  treated 
with  unlabelled  antiserum  for  the  organism  whose 
presence  is  suspected.  In  the  second  stage,  the  pre- 
paration is  treated  with  labelled  antibody  directed 
against  the  globulin  of  the  first  stage  serum.  If 
corresponding  organisms  are  present  their  antigens 
will  react  with  the  homologous  labelled  antibody. 
This  reaction  can  be  visualized  by  means  of  the 
labelled  antiglobulin  in  the  second  stage  of  the 
test,  in  which  case  the  unlabelled  antiserum  acts 
as  an  antigen  for  the  labelled  antiglobulin.  Because 
of  this  sequence  of  events,  the  procedure  is  some- 
times called  the  “sandwich  method.” 

CONTROLS 

For  both  the  direct  and  indirect  methods  the  in- 
corporation of  rigid  controls  is  essential;  for  each 
antigen-antibody  system  under  study,  the  methods 
must  be  shown  to  satisfy  strict  criteria  of  sensitivity 
and  specificity  before  they  may  be  considered  ac- 
ceptable for  routine  use.  To  avoid  false  reactions 
it  is  important  that  the  conjugate  be  used  in  opti- 
mum dilution.  Diluting  the  conjugate  reduces  cross- 
reactions to  a minimum.  Commercial  labelled  anti- 
serum for  direct  staining  is  pretested  for  this  pur- 
pose, and  the  use-dilution  is  indicated  on  the  pack- 
age label.  However,  labelled  antiglobulin  for  indirect 
testing  must  be  titrated  in  the  diagnostic  laboratory 
for  each  specific  antigen  antibody  system.  The 
amount  to  be  used  is  that  which  produces  maximum 
fluorescence  with  strongly  reactive  antisera  with 
a small  excess  of  the  conjugate.  The  dilution  se- 
lected is  one  dilution  lower  than  the  highest  dilu- 
tion giving  maximum  fluorescence. 
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EQUIPMENT 

The  equipment  required  is  simple.  The  main  re- 
quirements are  a conventional  laboratory  micro- 
scope provided  with  a dark-field  type  sub-stage 
condenser,  a high  pressure  mercury  discharge  lamp 
as  an  ultra-violet  light  source,  and  an  appropriate 
system  of  light  filters. 

In  hospitals  equipped  to  do  fluorescent  antibody 
procedures,  it  is  the  general  practice  to  use  the 
direct  method  with  specific  labelled  antisera  for 
identifying  agents  of  infection,  since  at  the  present 
time  more  reliable  results  are  possible  with  those 
specific  reagents  which  are  commercially  available. 
While  it  would  be  more  convenient  to  use  the  in- 
direct method,  which  requires  only  one  labelled 
antiserum  and  known  unlabelled  typing  antisera, 
the  procedure  has  been  given  little  attention  in  the 
diagnostic  microbiology  laboratory.  In  practice  its 
use  has  been  limited  and  not  generally  satisfactory; 
however,  it  is  quite  possible  that  when  more  anti- 
gen-antibody systems  have  been  investigated  ade- 
quately by  the  indirect  method,  it  may  be  found 
to  be  as  reliable  as  the  direct  method  in  identifying 
agents  of  disease. 

EXAMINATION  FOR  BACTERIA 

Several  groups  of  investigators,  including  bac- 
teriologists at  the  Communicable  Disease  Center  of 
the  U.S.  Public  Service  at  Atlanta,  Georgia,  have 
worked  out  technical  details  and  solved  other  prob- 
lems relating  to  non-specific  fluorescence  for  a num- 
ber of  antigen-antibody  systems  relating  to  infec- 
tion. As  a result  a number  of  reliable  labelled  anti- 
sera for  direct  indentification  have  been  developed 
commercially.  It  would  appear  that  the  most  useful 
application  of  the  method  is  in  the  detection  of  se- 
lected etiologic  agents  either  in  clinical  material 
or  as  an  aid  to  more  rapid  identification  of  se- 
lected microorganisms  that  may  have  grown  out  in 
culture.  The  direct  staining  technique  lends  itself 
well  to  the  rapid  identification  of  the  enteropatho- 
genic  strains  of  Escherichia  coli  in  fecal  smears.2 
This  procedure  has  been  a valuable  aid  in  the  diag- 
nosis and  control  of  epidemic  enteritis  among  in- 
fants due  to  these  organisms.3  The  direct  method 
has  been  shown  to  be  useful  in  detecting  gonococci 
in  urethral  smears;  Bordetella  pertussis  in  naso- 
pharyngeal smears;  virulent  strains  of  Corynebac- 
terium  diptheriae  in  throat  swabs;  Klebsiella  types 
in  sputum;  Leptospira  species  in  blood,  urine,  and 
tissue  sections;  and  Hemophilus  influenzae  in  spinal 
fluid.  An  especially  useful  application  of  the  direct 
method  has  been  in  the  detection  of  Lancefield's 
Group  A streptococci  in  throat  swabbings.  Labelled 
antisera  for  direct  testing  of  all  of  these  agents  are 
available  commercially.  Non-specific  fluorescence 
problems  were  common  with  earlier  commercial  la- 
belled antisera,  particularly  with  Group  A beta 


streptococci;  but  much  has  been  done  by  the  com- 
mercial companies  by  absorption  procedures  and 
other  means  to  improve  the  specificity  of  these 
products. 

EXAMINATION  FOR  FUNGI 

Application  of  these  methods  to  detection  of  the 
pathogenic  fungi  is  still  in  a developmental  stage; 
here  again  the  problem  has  been  with  non-specific 
fluorescence  and  cross-reactions  with  both  related 
and  unrelated  fungi.  Most  of  the  work  has  been 
done  with  Candida  albicans  and  Cryptococcus  neo- 
formans  species. 

EXAMINATION  FOR  VIRUS 

The  fluorescent  antibody  technique  holds  great 
promise  for  the  identification  of  virus  agents  of 
disease,  in  view  of  the  large  amount  of  experimental 
work  that  has  been  done;  however,  only  a few 
labelled  virus  antisera  are  available  for  use  in  the 
general  hospital  laboratory.  The  only  routine  ap- 
plication to  viral  identification  has  been  in  public 
health  detection  of  rabies.  Experimentally  the  direct 
fluorescent  antibody  technique  has  proved  to  be 
applicable  in  detecting  such  virus  agents  as  small- 
pox, influenza  Type  A and  Type  B,  poliovirus,  and 
herpes  simplex. 

As  a means  of  detecting  antibodies  in  the  serum 
of  a patient,  the  indirect  fluorescent  antibody  test 
appears  to  have  considerable  potential  value.  But 
aside  from  a few  applications  evaluated  and  proved 
useful  in  the  general  hospital  laboratory,  this  aspect 
of  the  technique  in  the  diagnosis  of  infection  has 
been  neglected.  In  this  case  the  known  factor  would 
be  the  bacterial,  viral,  or  fungus  antigen  suspected 
to  be  involved  in  infection,  and  the  test  factor 
would  be  the  corresponding  antibody  in  the  pa- 
tient’s serum.  Since  this  is  an  indirect  test,  the 
labelled  antiglobulin  must  be  human  antiglobulin 
prepared  in  another  species.  Each  lot  of  labelled 
antiglobulin  must  be  titrated  in  each  antigen-  anti- 
body system  to  determine  the  optimum  dilution  of 
conjugate  to  be  used.  In  the  detection  of  specific 
antibodies  to  Treponema  pallidum,  several  reported 
trials,  including  a large  group  of  cases  studied  by 
Wilkinson,4  have  indicated  a favorable  comparison 
with  other  methods  of  determining  antibody  to  the 
organism  in  the  serum  of  the  patient.  This  applica- 
tion is  presently  usable  in  the  diagnostic  laboratory. 
Experimentally  by  this  method,  it  has  been  found 
possible  to  detect  antibodies  to  such  diverse  agents 
as  Brucella  species,  Crypococcus  neoformans,  Acti- 
nomyces bovis,  Candida  albicans,  Eaton  agent 
(PPLO)  in  primary  atypical  pneumonia,  antibodies 
to  various  rickettsial  agents,  and  others. 

OTHER  USES  AND  SPECIAL  VALUE 

The  use  of  immuofluorescence  techniques  is  not 
limited  to  the  detection  of  microbic  agents  in  the 
(Continued  on  next  page) 
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diagnosis  of  dise?se.  but  may  be  applied  theoreti- 
cally in  any  situation  involving  the  antigen-antibody 
reaction  where  one  factor  is  known  for  reference. 
At  some  time  in  the  future  the  technique  no  doubt 
will  be  useful  as  a laboratory  procedure  in  the 
diagnosis  of  diseases  with  so-called  autoimmune  or 
hypersensitive  manifestations  of  the  antigen-anti- 
body response.  Much  work  along  these  lines  is  in 
the  investigative  stage  at  present. 

The  outstanding  advantage  of  the  fluorescent 
antibody  technique  is  the  speed  with  which  micro- 
organisms may  be  identified  in  infected  materials. 
In  some  cases  it  is  possible  to  make  a bacteriologic 
diagnosis  within  an  hour  or  two  after  receiving  the 
specimen  in  the  laboratory.  But  of  course  this  is 
limited  to  those  agents  for  which  reliable  commer- 
cial labelled  antiserum  is  available.  Another  advan- 
tage of  the  fluorescence  technique  is  that  organisms 
need  not  be  living  to  be  detected,  a prerequisite  for 
detection  by  culture  methods.  A third  valuable  ap- 
plication is  its  use  as  a screening  method  for  de- 
tecting an  epidemic  strain  of  an  organism,  such  as 
an  enteropathogenic  E.coli  sero-type  in  patients, 
contacts,  and  possible  carriers.  Concentrating  on 
one  strain  or  type  of  organism  makes  the  method 
rapid  and  simple  compared  with  culture  methods, 
and  it  is  possible  to  detect  one  organism  in  a micro- 
scopic field  by  the  method. 

On  the  other  hand  it  does  not  appear  that  fluo- 
rescent antibody  techniques  will  replace  routine 
cultural  procedures  to  any  large  degree  in  the  gene- 
ral hospital  laboratory,  for  culture  methods  have  ad- 
vantages not  offered  by  the  other  techniques.  Cul- 
ture methods  give  a better  indication  of  the  num- 
ber of  pathogenic  organisms  in  the  specimen;  in 
fact  the  number  can  be  determined  by  quantitative 
plating.  Inspection  of  growth  on  the  routine  streak 
plates  readily  gives  an  idea  not  only  of  the  num- 
ber of  organisms  present  in  the  specimen,  but  also 
of  the  different  species  that  may  be  evident  in  a 
mixed  culture  and  of  the  relative  number  of  each 
type  as  they  occur  in  the  clinical  material.  Large 
numbers  of  a variety  of  organisms  usually  consid- 
ered contaminants,  such  as  coliforms  and  para- 
colons in  urine  culture,  would  thus  indicate  etiologic 
significance.  A definite  limitation  of  the  fluorescent 
antibody  technique  is  the  fact  that  only  those  or- 
ganisms suspected  in  connection  with  the  diagnosis 
of  infection  would  be  tested  for  in  the  clinical 
specimen.  Selection  of  diagnostic  agents  would  then 
be  limited  to  those  available  commercially.  Bv  ade- 
quate routine  culture  methods  most  organisms  pres- 
ent, including  those  not  previously  considered, 
would  become  detectable.  Since  antibiotic  sensi- 
tivity testing  is  carried  out  on  most  organisms  iso- 
lated from  clinical  specimens,  a certain  amount  of 
culture  procedure  must  be  done,  and  routine  cul- 
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ture  methods  for  the  average  clinical  specimen  do 
not  entail  much  added  effort. 

Thus  it  would  appear  that  immunofluorescence 
techniques  or  cultural  procedures  may  have  advan- 
tages not  common  to  both.  Rather  than  replace 
culture  methods  to  any  significant  degree,  immuno- 
fluorescence technique  will  become  a valuable  ad- 
junct procedure  in  the  laboratory  diagnosis  of  di- 
sease. While  the  technique  presently  is  being  applied 
effectively  in  a variety  of  directions  in  diagnosis, 
its  full  scope  and  limitations  remain  to  be  assessed. 
Its  potential  value  in  the  identification  of  patho- 
gens, in  the  serologic  diagnosis  of  infections,  and  in 
assessing  the  role  of  non-microbic  antigen-antibody 
systems  in  disease  is  considerable. 
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Editorials 


THE  MOUNT  SINAI  SCHOOL  OF  MEDICINE 


The  recent  announcement  of  an  $8  million  gift 
from  the  Annenberg  family  to  the  projected  new 
Mount  Sinai  School  of  Medicine  in  New  York  City 
calls  attention  to  a striking  new  project.  The  fund- 
raising goal  of  the  new  school  is  $80  million.  Fifty- 
five  million  dollars  will  be  required  for  construction 
and  equipment,  and  $25  million  for  endowment.  A 
grant  of  the  latter  amount  from  the  United  States 
Public  Health  Service  is  expected.  Half  of  the  re- 
maining voluntary  goal  has  already  been  achieved. 

The  medical  school  will  be  housed  in  a 23  story 
building  situated  at  the  center  of  the  present  4 
block  site  of  the  Mount  Sinai  Hospital  on  upper 
Fifth  Avenue.  The  new  school  according  to  present 
plans  will  open  in  1968.  It  will  be  the  first  new 
medical  school  in  the  United  States  since  before 
World  War  I to  be  sponsored  by  a hospital  without 
University  affiliation.  Its  future  seems  assured  by 
the  munificence  of  its  supporters,  by  the  wisdom  of 
its  founders,  and  by  the  “reasonable  assurance” 
given  that  it  will  be  accredited  by  the  Liaison 
Committee  on  Medical  Education  of  the  American 
Medical  Association  and  the  Association  of  Ameri- 
can Medical  Colleges. 

The  pressures  and  problems  that  induced  the 
trustees  to  go  counter  to  current  concepts  of  uni- 
versity affiliation  are  not  now  clear  and  may  not 
be  known  for  some  time.  There  is,  however,  respect- 


able precedent  for  the  hospital  centered  medical 
school.  One  need  but  mention  the  great  and  his- 
torical hospital-based  medical  schools  of  Great 
Britain.  Mount  Sinai  Hospital  has  been  for  a hun- 
dred years  a prestigious  center  of  clinical  research 
and  postgraduate  education.  The  names  of  the  great 
men  who  have  practiced  there  and  contributed  to 
medical  knowledge  would  in  itself  constitute  a medi- 
cal Hall  of  Fame. 

The  rapidly  changing  picture  of  medical  educa- 
tion and  hospital  practice  has  made  a close  asso- 
ciation between  hospital  and  medical  school  almost 
indispensable  and  inevitable.  It  must  be  assumed 
that  the  Mount  Sinai  Hospital  government  had  con- 
cluded that  it  could  no  longer  maintain  its  accus- 
tomed high  standards  of  patient  care,  education, 
and  research  without  a medical  school  affiliation. 
The  unusual  aspect  of  the  present  undertaking  is 
the  decision  of  the  hospital  to  start  its  own  inde- 
pendent school  rather  than  further  to  seek  uni- 
versity shelter. 

It  presents  a striking  contract  to  another  inter- 
esting project  in  medical  education,  that  of  Brown 
University,  which  is  oriented  first  to  basic  science, 
with  clinical  proliferations  only  indefinitely  per- 
ceived at  some  future  time.  It  will  be  fascinating 
to  compare  the  progress  and  future  development  of 
these  two  interesting  experiments. 


NEED  FOR  A RHODE  ISLAND  CONVENTION  CENTER 


The  recent  Annual  Meeting  of  the  Rhode  Island 
Medical  Society  was  perhaps  the  best  ever  held. 
Doctor  Jesse  P.  Eddy  and  his  Committee  are  to  be 
congratulated  for  the  steady  improvement  in  the 
quality  and  stature  of  the  meetings.  Attendance 
figures  were  very  gratifying.  We  are  greatly  appre- 
ciative of  the  hospitality  of  Brown  University  in 
providing  the  facilities  of  Marvel  Gymnasium  th's 
year  and  for  several  years  past.  Careful  investiga- 
tion by  Doctor  Eddy  and  his  Committee  provided 
assurance  that  it  is  the  best  location  currently 
available  in  the  metropolitan  area  for  the  meetings 
and  the  attendant  technical  and  scientific  exhibits. 


That  it  has  many  shortcomings,  however,  is  clear 
to  all  who  were  in  attendance. 

Recent  press  reports  that  a renewal  project  of  a 
$5  million  sports  arena  in  the  Weybosset  Hill  pro- 
ject is  now  defunct  actually  may  indicate  good 
news  in  disguise.  The  sports  arena  project  was 
killed  when  Governor  John  H.  Chafee  confirmed 
that  the  State  would  not  contribute  to  it.  He  took 
the  opportunity,  however,  to  suggest  that  he  might 
consider  helping  out  with  State  support  for  a smaller 
and  less  costly  exhibition-convention  hall.  The 
agency  will  now  pursue  that  suggestion  by  drawing 
(Continued  on  next  page) 
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plans  for  such  a center  to  be  placed  hopefully  on 
the  large  site  now  occupied  by  the  Manufacturers 
Building  on  Sabin  Street  in  Providence. 

The  experience  of  this  Society  strongly  empha- 
sizes the  need  for  such  a center.  We  feel  too  that 
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it  would  be  a considerable  stimulus  to  the  growth 
of  this  area.  We  congratulate  Governor  Chafee  for 
his  wisdom  in  this  decision  and  urge  his  strong 
support  of  the  revised  project. 


ASTRONAUTS  AND  MOTORISTS 


After  a memorial  day  week-end  during  which 
the  communications  media  of  the  nation  re- 
ported, almost  hourly,  the  increasing  carnage  on 
our  highways  which  resulted  in  the  highest  traffic 
mortality  record  for  such  a week-end.  it  was  with 
envy  that  we  read  within  the  following  wreek  of  the 
fantastic  ride  of  more  than  a million  miles  in  space 
in  four  days  by  our  Gemini  astronauts.  Even  a 
walk  in  space  was  possible,  with  fear  of  being 
struck  by  a passing  space  vehicle  furthest  from  the 
astronaut's  thoughts. 

It  is  indeed  a strange  world  that  we  are  super- 
vising when  wTe  can  project  men  into  orbit  with 
complete  safety,  yet  we  can't  venture  far  from  our 
own  homes  on  land  without  a constant  imminent 
danger  of  being  struck  down  by  a fellow  motorist. 

The  Rhode  Island  Medical  Society  has  long  ad- 
vocated action  against  traffic  accidents,  and  years 
ago  it  conducted  a conference  to  which  police  au- 
thorities were  invited  to  discuss  the  use  of  testing 
devices  aimed  at  convicting  the  alcoholic  driver. 
The  Society  has  supported  chemical  test  legislation 
in  the  General  Assembly,  and  it  has  worked  with 
the  Registry  of  Motor  Vehicles  in  reviewing  licen- 
sure applications  involving  drivers  with  physical 
handicaps. 

The  committee  has  been  re-activated  this  year, 
and  it  is  to  be  hoped  that  the  entire  strength  of 
the  medical  profession  in  Rhode  Island  will  support 
the  committee  in  a frontal  attack  on  the  problem 
of  traffic  safety.  Public  apathy  is  the  major  stum- 
bling block,  and  it  is  to  be  hoped  that  there  wall 
be  an  awakening  of  general  public  interest  that  will 
pave  the  way  for  safer  driving  on  our  highways. 

In  1964  death  had  a field  day  on  American  high- 


ways. with  48,000  lives  lost,  and  3,840,000  persons 
suffering  injuries. 

The  future  is  no  brighter  in  spite  of  the  fine  new 
super  highways  that  encircle  our  cities  and  speed 
up  traffic  in  congested  areas.  The  auto  industry 
promises  twice  as  many  cars  on  the  road  in  a very 
few  years,  and  the  number  of  youthful  drivers, 
those  under  25  years  of  age  who  represent  about 
15%  of  all  licensed  drivers  in  the  nation  and  who 
were  involved  in  more  than  29%  of  all  highway 
deaths  and  more  than  25%  of  all  non-fatal  mishaps 
last  year,  is  on  the  increase. 

There  are  three  basic  components  of  an  auto 
accident  — the  driver,  the  car,  and  the  road.  We 
have  done  much  to  improve  our  highways,  but  in 
widening  them  and  relieving  congestion  we  have 
unwittingly  encouraged  speed.  The  auto  manufac- 
turers in  turn  continue  to  supply  us  with  cars  with 
high  acceleration,  and  the  driver,  once  licensed,  is 
off  and  and  speeding  in  all  directions. 

Driver  error,  lack  of  judgment,  and  excessive 
speed  are  the  major  factors  in  accident  statistics, 
according  to  the  Travelers  Insurance  Companies 
who  annually  publish  a most  informative  booklet 
of  street  and  highway  accident  data.  Excessive 
speed  caused  35%  of  the  deaths  iin  1964,  while 
driving  on  the  wrong  side  of  the  road  and  reckless 
driving  accounted  for  another  30%  of  the  carnage. 

Beyond  any  question  is  the  imperative  need  in 
our  communities  for  more  and  better  driver  edu- 
cation. As  a Travelers  spokesman  aptly  expressed 
the  problem:  '‘Auto  makers  are  adding  more  safety 
features  to  their  product,  but  until  the  driver  rec- 
ognizes his  responsibility,  the  fatality  list  will  con- 
tinue to  increase.” 


THE  PANTY  GIRDLE  MENACE 


We  have  long  been  aware  of  the  hazards  of 
the  pantv  girdle  and  of  its  tourniquet-like 
constriction  of  the  upper  thigh.  It  has  been  our 
regular  practice  over  many  years  to  examine  the 
girdle  of  female  patients  complaining  of  varicose 
veins  or  swollen  legs,  and  to  advise  against  the 
wearing  of  a panty  girdle  in  such  cases  when 
discovered. 

We  were  not  aware  that  we  had  recognized  a new 
disorder.  Two  cases  of  ‘panty  girdle  syndrome’ 
have  recently  been  reported  from  a New'  York  Hos- 
pital. These  women,  complaining  of  swelling  of  the 


feet  and  ankles,  were  immediately  relieved  wdien 
they  eschewed  the  constrictive  and  pernicious  panty 
girdle..  Appearing  in  the  New  York  Journal  of  Me- 
dicine, the  item  wras  quickly  picked  up  by  the  lay 
press  with  consequent  wide  dissemination  of  this 
earth-shaking  concept. 

Not  before  realizing  that  we  had  made  a revolu- 
tionary discovery,  we  kept  the  observation  strictly 
to  ourselves.  Consequently  we  have  been  scooped 
by  a couple  of  city  slikers  down  to  New  York.  It 
should  be  emphasized  nevertheless  that  panty  gird- 
les are  bad  medicine. 
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TRUCK  AND  BUS  EXHAUST 


Air  pollution  experts  in  Los  Angeles  believe 
that  the  California  law  requiring  automobile 
exhaust  control  devices  have  made  a significant  con- 
tribution to  the  reduction  of  air  pollution  to  that 
area.  The  New  York  State  Senate  now  has  under 
consideration  a bill  requiring  such  devices  on  all 
1967  passenger  automobiles.  Automobile  engineers 
explain  that  the  exhaust  control  devices  developed 
by  the  industry  depend  on  engine  modifications 
which  produce  leaner  carburetor  mixtures  (using 
less  gasoline)  and  retarded  timing  of  the  cylinder 
explosions  — both  producing  more  complete  com- 
bustion. These  changes  cost  about  $40  per  car.  The 
industry  does  not  believe  that  such  changes  can  be 
introduced  effectively  before  the  1968  models  be- 
cause of  engineering  development  problems.  There 


is  skepticism  among  automobile  industry  profes- 
sionals as  to  the  probable  effectiveness  of  such 
devices. 

In  any  case,  two  of  the  largest  metropolitan  areas 
in  the  country  are  giving  serious  thought  to  the 
problem.  It  is  inconceivable  to  us  that  a solution 
will  not  ultimately  be  found  by  our  brilliant  and 
resourceful  automotive  engineers. 

But  why  does  not  someone  point  an  accusing 
finger  at  the  heavy  commercial  vehicles,  both  trucks 
and  buses,  which  daily  and  continuously  pour  great 
visible  choking  clouds  of  noxious,  foul,  and  perni- 
cious matter  into  the  atmosphere  of  our  city  streets 
and  country  highways?  No  one  can  tell  us  that  this 
is  not  a significant  contributing  factor  in  air  pol- 
lution. 


ATOMIC  ENERGY 

(Concluded  from  Page  362) 

fresh  in  your  memory  the  accident  at  Wood  River 
Junction  in  Rhode  Island  on  July  24,  1964,  recent- 
ly reported  as  the  lead  article  in  the  New  England 
Journal  of  Medicine,  April  15,  1965,  by  Joseph  S. 
Karas  of  this  city  and  John  B.  Stanbury  of  Boston. 
This  was  a classic  case  of  supralethal  whole  body 
radiation  injury  with  death  occurring  49  hours  after 
exposure. 

Finally,  a word  about  treatment  of  severe  but  not 
supralethal  whole  body  radiation  injury.  It  is  im- 
portant to  remember  that  while  this  syndrome  has 
certain  special  features  — the  initial  nausea  and 
vomiting,  and  later  in  the  course,  epilation  — the 
fundamental  trouble  is  similar  to  that  associated 
with  agranulocytosis  whatever  the  cause.  There  is 
cessation  of  bone  marrow  function,  a severe  leuko- 
penia, and  loss  of  ability  to  form  new  antibody 
against  bacterial  organisms,  and  there  is  thrombo- 
cytopenia. Thus  when  full  blown,  as  in  the  second 
and  third  week  after  exposure,  infection  and  hem- 
orrhage are  the  outstanding  features.  Treatment  to- 
day is  supportive  and  non-specific,  except  insofar  as 
antibiotics  may  combat  invasion  by  certain  bacteria 
and  infusion  of  platelets  can  control  hemorrhage. 
There  has  been  a considerable  amount  of  research 
over  the  past  two  decades  looking  for  more  specific 
therapy.  Bone  marrow  transplants  can  now  be  ac- 
complished in  rodents;  but  it  is  not  certain  that 
they  would  be  lifesaving  or  even  desirable  in  hu- 
mans, except  in  the  case  which  had  enough  radiation 
to  destroy  essentially  all  of  the  marrow  permanently, 
but,  unlike  the  Wood  River  Junction  case,  had 
not  had  enough  to  produce  an  irreversible  shock- 
like course. 


Nevertheless,  in  experimental  animals  the  varia- 
tion in  susceptibility  to  radiation  injury  from  indi- 
vidual to  individual  is  so  great  — a factor  of  two 
at  least  in  the  same  strain  — that  we  would  be  fool- 
ish to  give  up  the  search  for  what  must  be  very 
real  factors  which  can  optimize  a person’s  resistance 
to  radiation. 
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HOSPITALS  AND  THE  TECHNOLOGICAL  REVOLUTION 

IN  MEDICINE* 

Public  Will  Insist  On  More  Efficient  Operation  of  Hospitals 
Either  Through  Voluntary  Or  Government  Planning 

Selig  Greenberg 


The  Author.  Selig  Greenberg,  Staff  Reporter,  Provi- 
dence Journal  and  Evening  Bulletin,  Providence,  R.  I. 


The  problems  of  greater  economy  in  hospital 
operations  cannot  be  discussed  in  a vacuum. 
They  must  be  considered  in  the  context  of  the  hos- 
pital's rapidly  expanding  role  and  of  its  function 
as  the  keystone  in  the  arch  of  the  community’s 
medical  services. 

More  so  than  in  any  other  area  of  medical  care, 
the  problems  spawned  by  the  technological  revolu- 
tion in  medicine  are  coming  to  a head  in  the  hos- 
pital. Here,  more  sharply  than  anywhere  else,  may 
be  observed  the  clash  between  the  challenging  needs 
of  today  and  tomorrow  and  the  stubborn  institu- 
tional resistance  to  change.  This  is  the  major  arena 
of  conflict  in  the  swirl  of  organizational  change  in 
the  health  field. 

So  I hope  you  won’t  mind  if  I go  a little  beyond 
the  strict  limits  of  the  subject  of  Area-Wide  Plan- 
ning assigned  to  this  panel  and  touch  on  some  of 
the  broader  problems  confronting  the  hospital  in 
this  area  of  constantly  rising  expectations.  By  doing 
so.  I may  lay  myself  open  to  challenge  by  experts. 
But  as  an  outsider  I have  the  advantage  of  possibly 
being  somewhat  less  subject  to  the  professional 
hazard  of  failing  to  see  the  forest  for  the  trees. 

Since  there  are  recognized  experts  on  Area-Wide 
Planning  on  this  panel,  I’m  not  going  to  take  up 
too  much  of  my  time  this  morning  to  argue  the 
obvious,  namely,  than  an  integrated  community  ap- 
proach in  an  effort  to  eliminate  competition  and 
waste  in  the  hospital  field  is  long  overdue. 

We  may  disagree  on  the  details  of  how  planning 
councils  should  be  organized,  what  they  should 
cover,  and  how  much  they  can  accomplish  under 
purely  voluntary  auspices.  But  there  can  certainly 
be  no  disagreement  on  the  need  for  a planning  ap- 
proach to  hold  down  costs  by  blocking  construction 
of  unneeded  facilities  and  by  other  economies  in 
the  manner  in  which  hospitals  are  run  and  used. 
Clearly,  the  interests  of  the  public  must  be  placed 
above  those  of  the  individual  institution.  All  too 
long  have  we  allowed  our  hospitals  to  grow  at  ran- 
dom rather  than  by  design,  to  operate  without  any 

*Read  before  the  New  England  Hospital  Assembly,  at 
Boston,  Massachusetts,  March  30,  19,65. 


centralized  planning  or  effective  public  controls  and 
to  expand  in  hit-or-miss  fashion. 

Area-Wide  Planning  for  health  facilities  has  by 
now  been  endorsed  by  the  American  Medical  Asso- 
ciation, the  American  Hospital  Association,  and  the 
national  Blue  Cross  and  Blue  Shield  organizations. 
Frankly,  such  unanimity  makes  me  a little  susp- 
cious.  In  view  of  the  powerful  vested  interests  in- 
volved, it  makes  me  wonder  if  the  medical  and  hos- 
pital establishments  are  sometimes  thinking  in  terms 
of  window  dressing  and  whether  they  really  intend 
to  come  to  grips  with  the  abrasive  issues  involved. 

We  must  never  forget  that  hospitals  are  not  pri- 
vate business  enterprises.  They  have  been  con- 
structed by  voluntary  contributions  and  tax  funds. 
They  are  now  largely  financed  by  health  insurance 
payments  and  taxes.  With  three  out  of  every  four 
Americans  covered  by  some  form  of  health  insur- 
ance, hospital  costs  are  no  longer  solely  the  concern 
of  patients  and  their  families.  They  are  being  un- 
derwritten by  the  healthy  as  well  as  the  sick. 

With  active  participation  by  the  leadership  of  a 
community,  voluntary  planning  councils  can  un- 
doubtedly exercise  considerable  influence  in  mobil- 
izing public  opinion  against  institutions  which  re- 
fuse to  go  along  with  a master  plan  for  health  facili- 
ties. In  a number  of  places,  recalcitrant  hospitals 
have  found  that  their  public  contributions  and 
sources  of  bank  financing  have  dried  up  when  they 
insisted  on  proceeding  with  their  expansion  plans 
against  the  advice  of  the  planning  groups. 

But  it  is  yet  to  be  demonstrated  that  the  exer- 
cise of  such  leverage  of  far-sighted  community  lead- 
ership can  be  widely  obtained.  And  I am  even  more 
skeptical  about  the  ability  and  willingness  of  vol- 
untary councils  to  tackle  some  of  the  highly  con- 
troversial problems  of  internal  hospital  operation 
which  deeply  involve  the  traditional  prerogatives  of 
the  medical  profession.  Unless  we  face  up  to  these 
problems,  our  hospitals  will  have  difficulties  keep- 
ing pace  with  the  times.  They  will  be  unable  to 
live  up  fully  to  their  responsibilities  as  the  centers 
of  health  care  services  and  to  do  so  with  the  utmost 
possible  economv. 

CHRONIC  CARE  CRITICAL  PROBLEM 

There  is  general  agreement  among  authorities 
that  while  the  need  for  short-term,  acute-care  beds 
has  been  met  in  many  communiities,  there  is  a 
(Continued  on  Page  380) 
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at  Merck  Sharp  & Dohme... 


understanding . . . precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

©MERCK  SHARP  & DOHME  Division  of  Merck  4 Co  , Inc  .West  Point,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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(Continued  from  Page  378) 
critical  shortage  of  adequate  facilities  and  services 
for  the  long-term  care  of  the  chronically  ill.  The 
result  has  been  that  chronic  patients  have  been 
forced  into  costly  acute  hospital  beds  or  into  inade- 
quate nursing  homes  and  state  institutions. 

A superabundance  of  hospital  beds  in  a commu- 
nity inevitably  results  in  a low  occupancy  rate  and 
higher  per  diem  costs  in  some  of  the  hospitals.  Not 
only  does  it  cost  money  to  maintain  unoccupied 
beds,  but  excess  capacity  may  tempt  hospitals  to 
resort  to  various  devices  to  fill  up  beds.  Such  abuses 
are  all  the  more  encouraged  by  the  character  of 
our  voluntary  insurance  system,  which  places  a 
premium  on  putting  a patient  between  bed  sheets 
for  the  collection  of  benefits. 

Experts  hold  that  for  maximum  efficiency  hos- 
pitals should  maintain  an  occupancy  rate  of  no  less 
than  85  per  cent.  But  in  1960  the  nation’s  general 
hospitals  averaged  only  74.7  per  cent  occupancy. 
This  meant  that  there  was  a daily  average  of  some 
160,000  unused  beds  and  that  in  the  course  of  the 
year  more  than  58,000,000  potential  days  of  care 
wrere  wasted  at  a cost  of  more  than  $90  million. 

Occupancy  rates  are  generally  lowest  and  the 
level  of  care  poorest  in  the  smaller  hospitals.  But 
fully  64  per  cent  of  our  general  hospitals  have  fewer 
than  100  beds,  and  more  than  40  per  cent  have 
fewer  than  50  beds. 

The  conclusion  to  be  drawn  from  this  is  that  the 
public  must  be  taught  that  a hospital  in  every  com- 
munity, regardless  of  its  size,  is  economically  un- 
sound. The  public  must  learn  to  measure  distance 
from  a hospital  in  minutes  and  not  in  miles.  Equal 
service  costs  much  more  in  three  hospitals  of  100 
beds  each  than  in  one  hospital  of  300  beds.  And 
the  quality  of  service  in  the  smaller  hospital  is  sel- 
dom equal  to  the  scope  and  quality  of  service  in 
the  larger  one. 

Another  luxury  we  cannot  afford  is  the  unneces- 
sary duplication  of  services  and  equipment  largely 
motivated  by  prestige  factors.  Such  intricate  and 
costly  equipment  as  radioisotope  laboratories,  co- 
balt-radiation units,  heart-lung  machines,  artificial 
kidneys  and  electroencephalographs  can  make  the 
difference  between  life  and  death.  But  it  is  a waste 
of  money  for  hospitals  in  the  same  community  to 
duplicate,  as  is  now  frequently  the  case,  such  ex- 
pensive apparatus  without  getting  optimal  use  out 
of  it.  Unfortunately,  no  agency  now  exists  with  the 
authority  to  force  a division  of  labor  and  other  de- 
cisions in  the  public  interest. 

Some  indication  of  the  waste  involved  when  hos- 
pitals try  to  outdo  one  another  in  getting  the  latest 
piece  of  equipment  comes  from  the  report  of  a study 
of  open-heart  surgery  recently  published  in  the 
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journal  “Circulation.”  In  1961,  the  year  covered  in 
the  study,  no  fewer  than  327  hospitals  reported 
having  all  the  facilities,  including  heart-lung  ma- 
chines, for  open-heart  surgery.  But  in  that  year  37 
of  these  hospitals  never  used  the  equipment.  They 
did  not  have  a single  open-heart  operation.  In  97 
hospitals  there  were  fewer  than  10  open-heart  op- 
erations in  the  course  of  the  year.  In  117  the  num- 
ber of  such  operations  ranged  from  10  to  50  for 
the  whole  year.  In  only  56  medical  centers  were 
there  several  open-heart  operations  every  week. 

The  costliness  of  equipment  which  is  rarely  used 
is  not  the  only  issue  here.  Even  more  serious  is  the 
cost  of  life  resulting  from  the  failure  to  pool  skills 
as  well  as  equipment.  In  surgery,  as  in  everything 
else,  practice  is  a vital  element.  The  study  pub- 
lished in  “Circulation”  found  that  one  surgeon  who 
does  open-heart  surgery  at  least  once  a week  had 
a death  rate  of  below  5 per  cent.  But  12  surgeons 
who  were  technically  qualified  but  lacked  practice 
had  a 30  per  cent  death  rate,  and  one  of  them  lost 
every  patient. 

Much  has  been  said  and  written  about  various 
opportunities  for  operating  economies  in  the  hos- 
pital field.  Among  them  are  joint  purchasing  and 
laundry  operations,  the  dispensation  of  drugs  by 
generic  rather  than  the  more  expensive  trade  name 
brands,  the  administration  of  tests  prior  to  the  ad- 
mission of  patients  to  the  hospital  to  save  the  need- 
less occupancy  of  costly  bed  space,  the  establish- 
ment of  self-care  units  for  patients  who  no  longer 
need  constant  supervision  and  expensive  equipment 
and  the  elimination  of  week-end  lulls  for  the  maxi- 
mum use  of  plant  and  equipment. 

DIFFUSION  OF  CONTROL 

But  while  hospital  administrators  generally  agree 
that  some  or  all  of  these  things  should  be  done, 
there  has  been  very  little  progress  and  none  at  all 
in  many  places. 

A basic  reason  for  some  of  the  operating  extrava- 
gances and  for  senseless  competition  is  the  diffusion 
of  control  within  the  hospital’s  internal  structure. 
Theoretically,  full  control  is  vested  in  the  lay  board 
of  trustees.  But  the  people  who  have  the  biggest 
say  about  how  the  hospital  is  run  and  its  costs  are, 
for  the  most  part,  not  hospital  employees  at  all. 
They  are  private  physicians  who  use  publicly  pro- 
vided accommodations  for  their  own  practice  with- 
out payment  of  rentals  or  overhead  cost  and  with- 
out responsibilities  that  are  commensurate  with 
their  privileges. 

The  medical  staff  exercises  a profound  influence 
on  hospital  operations,  and  the  trustees  often  find 
themselves  relegated  to  the  task  of  getting  money 
to  pay  for  whatever  the  doctors  order.  Physicians 
usually  resent  any  kind  of  control  and  rarely  will 
permit  laymen,  even  hospital  trustees,  to  make  any 
decisions  involving  medical  matters.  They  have  tra- 
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ditionallv  regarded  the  hospital  as  their  personal 
workshop  and  feel  that  it  should  meet  their  needs 
and  convenience.  Experience  has  unfortunately 
shown  that  when  it  comes  to  hospital  affairs,  doc- 
tors often  tend  to  place  their  own  interests  above 
those  of  the  community. 

Another  reason  why  hospitals  have  been  so  slow 
in  responding  to  new  developments  in  the  health 
care  field  is  that  their  governing  structure  has  failed 
to  keep  up  with  the  new  order  of  hospital  economics. 

What  were  once  institutions  largely  dependent 
on  philanthropy  now  draw  the  lion’s  share  of  their 
support  from  paying  patients,  mostly  through  in- 
surance benefits.  But  there  has  been  no  correspond- 
ing change  is  the  composition  of  hospital  governing 
boards  to  give  the  consumers  a voice  in  policy  mak- 
ing. By  and  large,  hospital  trustees  continue  to  be 
drawn  from  the  upper  social  strata.  They  now  gen- 
erally represent  former  sources  of  income  rather 
than  the  broad  ranks  of  the  consumers.  Their 
natural  conservatism  all  too  often  plays  into  the 
hands  of  the  medical  profession’s  vested  interests. 

Our  voluntary  insurance  system  has  brought  hos- 
pital care  within  the  reach  of  millions  who  could 
not  otherwise  afford  it.  But  it  has  largely  confined 
itself  to  the  role  of  a collection  agency  for  the  hos- 
pitals. The  insurance  plans  have  not  only  failed  to 
press  for  greater  hospital  efficiency  but,  by  guaran- 
teeing reimbursement,  have  removed  incentives  to 
economies. 

In  many  respects,  voluntary  health  insurance  has 
had  other  regressive  effects  on  the  development  of 
health  care  services.  The  insurance  benefits  now 
most  commonly  available  are  an  economic  barrier 
to  experimental  patterns  of  health  care  and  the  full 
development  of  organized  services  for  such  necessi- 
ties as  early  diagnosis,  hospital  out-patient  care  and 
the  care  of  the  chronically  ill. 

Neither  the  hospitals  nor  the  insurance  plans 
have  yet  faced  up  to  the  challenge  posed  by  the 
growing  emergence  of  the  hospital  as  a center  not 
only  for  in-patient  care  but  also  for  ambulatory 
patients. 

The  increasing  reliance  of  medicine  on  technology 
has  shifted  the  focus  of  ambulatory  care,  especially 
emergency  care,  from  the  physician’s  office  to  hos- 
pital clinics  and  emergency  wards,  where  diagnosis 
and  care  can  be  provided  more  expeditiously  and 
conveniently.  It  is  estimated  that  about  50  million 
persons  are  now  being  served  in  the  course  of  a 
year  in  hospital  emergency  wards  and  out-patient 
clinics.  This  is  more  than  double  the  number  served 
as  in-patients. 

And  yet  ambulatory  services  remain  the  step- 
child of  the  hospital  establishment.  The  available 
out-patient  clinic  facilities  are  generally  second-rate 
and  low  in  status.  Emergency  departments  are  often 
(Concluded  on  next  page) 
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overtaxed.  The  upsurge  of  as  much  as  500  to  600 
per  cent  in  emergency  room  patient  loads  in  some 
institutions  since  the  end  of  World  War  II  is 
highly  significant.  It  reflects  changes  in  the  char- 
acter and  demand  for  medical  services  which  the 
medical  profession  and  the  hospitals  can  only  ignore 
at  their  peril. 

Whether  the  doctors  and  hospital  managements 
like  it  or  not,  the  hospital’s  role  will  have  to  be  re- 
defined and  its  responsibility  broadened.  The  hos- 
pital must  not  only  increasingly  extend  its  function 
to  the  field  of  ambulatory  care  but  also  make  its 
skilled  professional  and  paramedical  services  avail- 
able for  the  care  of  the  chronically  ill  in  nursing- 
home  facilities  and  through  home-care  programs. 

This  will  undoubtedly  present  serious  staffing 
problems  end  will  involve  some  departures  from  the 
traditional  method  of  solo  practice.  The  hospital, 
with  its  coordination  of  skills  and  equipment,  has 
a great  opportunity  for  becoming  the  base  of  pre- 
paid group  practice.  While  this  form  of  practice 
remains  anathema  to  large  segments  of  the  medical 
profession,  the  imperatives  of  progress  cannot  be 
forever  denied. 

In  the  past  10  years  hospital  costs  have  jumped 
by  95  per  cent  as  compared  with  a rise  of  only  16 
per  cent  in  the  consumer  price  index.  And  the  revo- 
lution in  medicine  and  in  the  potential  of  the  hos- 
pital is  far  from  over.  Further  scientific  advances 
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will  unavoidably  mean  still  costlier  diagnostic  and 
treatment  procedures,  more  complex  instrumenta- 
tion and  additional  and  better  paid  personnel.  A 
continued  rise  in  hospital  costs  thus  appears  ines- 
capable. So  it  is  all  the  more  vital  to  eliminate  the 
inefficiencies  and  the  lack  of  integration  now  com- 
mon in  the  hospital  field.  This  will  require  a much 
higher  degree  of  self-discipline  by  the  medical  pro- 
fession and  a far  greater  readiness  on  the  part  of 
the  hospitals  to  yield  some  of  the  privileges  of  their 
cherished  autonomy  than  have  so  far  been  evident. 

Walter  J.  McNerney,  president  of  the  Blue  Cross 
Association,  noted  recently  that  in  most  other  coun- 
tries there  is  much  more  governmental  intervention 
in  medical  care  than  in  the  United  States.  Our 
present  state  of  equilibrium  between  voluntary  and 
governmental  enterprise,  Mr.  McNerney  said,  ‘‘Is 
a uniquely  American  one.  We  should  all  accept  the 
fact,  however,  that  it  is  not  invulnerable  to  change 
and  that  it  must  measure  up  to  the  expectations  of 
the  articulate  consumer.  There  is  growing  insistence 
that  constantly  expanding  services  be  buttressed  by 
standards  and  controls  to  avoid  excessive  cost  or 
misuse.” 

The  only  alternative  to  voluntary  planning  is 
planning  by  governmental  authority.  If  there  are 
methods  for  operating  hospitals  more  efficiently,  as 
many  authorities  believe  there  are,  the  public  will 
insist  that  it  be  done  one  way  or  another. 


“BUT 

MAESTRO 

all  those  people  out  there! 
I’m  scared!”  The  young 
soprano,  waiting  for  the 
curtain  to  rise  on  her  New 
York  debut,  trembled. 
“Now,  now,  my  dear,” 
soothed  the  great  impre- 
sario, “never  mind  all  those 
people.  I shall  be  in  the 
back  row.  Just  walk  out 
there  and  sing  to  me! 
Keep  cool!” 

Ah,  she  thought,  that  was 
it!  Cool  — like  Warwick 
Club  Pale  Dry  Ginger  Ale, 
available  in  the  full  32- 
ounce  quart  bottle!  It  sings 
in  the  glass  . . . 
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REPORTS  OF  COMMITTEES 
TO  THE 

HOUSE  OF  DELEGATES 

(Continued  from  the  June  Issue) 


MEDICAL  CARE  PROGRAM'S  COMMITTEE 

The  Committee  met  recently  with  representatives 
from  the  Armed  Forces  Dependents  Medical  Care 
Program.  The  purpose  of  the  meeting  was  to  come  to 
an  agreement  with  them,  and  to  arrange  a contract 
with  this  Dependents  “Medicare”  Program.  Such  a 
contract  was  unsuccessfully  attempted  at  the  be- 
ginning of  the  Program  several  years  ago. 

During  the  meeting,  it  was  decided  that  a con- 
tract was  not  necessary  and  that  we  were  dealing 
successfully  with  the  Program  via  Mutual  of 
Omaha,  but  that  we  might  improve  the  service  from 
their  point  of  view,  and  also  ours,  if  we  undertook 
the  adjudication  or  investigation  of  claim  forms 
sent  in  by  Rhode  Island  doctors.  This  the  Medical 
Care  Program’s  Committee  has  undertaken,  and 
we  are  in  the  process  of  handling  claims  at  this  time. 

On  the  6th  of  April,  a hearing  on  Kerr-Mills  was 
held  at  the  State  House  at  which  time  Mr.  Augus- 
tine Riccio  presented  an  up-to-date  report  on  the 
Program  in  Rhode  Island.  A copy  of  this  report  is 
enclosed.  (Appendix  A). 

Richard  P.  Sexton,  m.d.,  Chairman 

APPENDIX  A 

Abstracted  from  STATEMENT  BY  AUGUS- 
TINE W.  RICCIO  TO  PUBLIC  WELFARE 
COMMITTEES  OF  THE  RHODE  ISLAND 
SENATE  AND  HOUSE  OF  REPRESENTA- 
TIVES CONCERNING  MEDICAL  ASSIST- 
ANCE FOR  THE  AGED— April  5,  1965. 

“ ‘In  reviewing  the  Rhode  Island  Medical  Assis- 
tance for  the  Aged  Program,  you  will  recall  that 
the  legislation  authorizing  its  development  under 
the  Federal  Kerr-Mills  law  was  enacted  into  law 
on  May  1,  1964.  Its  basic  intent  was  “to  assist 
those  Rhode  Islanders  sixty-five  years  and  older 
who  do  not  have  the  means  to  provide  their  own 
medical  care  or  who  can  do  so  only  at  great  finan- 
cial sacrifice.”  The  Department  of  Social  Welfare 
immediately  began  drafting  the  State  Plan  for  ad- 
ministration of  the  Program.  In  accordance  with 
Federal  requirements,  it  was  submitted  to  the  De- 
partment of  Health,  Education,  and  Welfare  on 
August  10,  1964  and  on  September  28,  1964  the 
State  Plan  received  Federal  approval  making  it 
eligible  for  financing  under  the  provisions  of  the 
Federal  Kerr-Mills  Act.  By  November  1 the  Plan 
was  operative  and  initial  applications  were  received. 
I feel  it  significant  to  note  that  a number  of  favor- 


able comments  were  received  on  both  the  quality 
of  the  State  Plan  which  implements  the  legislation 
and  on  the  speed  with  which  the  Department  was 
able  to  draft  and  initiate  the  Program. 

“As  of  March  31  of  this  year,  our  MAA  Eligi- 
bility Determination  Unit  had  processed  23,956 
applications.  The  Unit  had  been  nearly  over- 
whelmed by  telephone  and  written  inquiries  prior 
to  and  in  the  early  stages  of  the  Program.  Of  the 
total  number  of  applications  received,  19,131  were 
approved,  1,034  were  in  some  stage  of  the  process 
of  determining  eligibility  and  3,791  had  been  de- 
clared ineligible.  It  is  this  latter  group  which  con- 
cerns us  particularly  and  to  which  I shall  direct 
your  attention  later  in  this  statement. 

“Let  me  speak  for  a moment  of  some  of  the  char- 
acteristics of  the  group  declared  eligible.  Aged 
women  determined  eligible  outnumber  men  nearly 
two  to  one  while  they  outnumber  men  in  the  total 
aged  population  according  to  the  1960  census  by 
only  some  35%.  More  than  one  of  every  four  of 
all  of  the  aged  in  Rhode  Island  have  already  ap- 
plied for  Medical  Assistance  for  the  Aged  and  cur- 
rently one  of  every  five  of  the  aged  in  Rhode  Island 
have  been  determined  eligible.  Significantly  enough, 
it  is  the  older  age  group  which  shows  up  most  in 
the  Program  — one  in  every  four  age  seventy-five 
and  over  has  been  certified  as  eligible  whereas  only 
one  of  every  six  in  the  age  group  sixty-five  to 
seventy-four  has  been  certified  as  eligible.  Widows 
have  been  found  to  have  the  highest  rate  of  eligi- 
bility with  three  of  every  ten  aged  widows  already 
certified  as  eligible  for  MAA.  Some  88%  of  all 
MAA  eligibles  to  date  are  receiving  Social  Security 
benefits. 

“Now  that  I have  given  you  a very  brief  picture 
of  the  characteristics  of  those  eligible  for  the  Pro- 
gram, let  me  turn  to  expenditures  on  their  behalf. 

“By  March  31,  five  months  after  the  inception 
of  the  Program,  our  Department’s  Office  of  Medical 
Services  has  authorized  payment  of  16,540  bills 
for  services  provided  individuals  eligible  for  the 
Program.  These  bills  represented  services  to  an  un- 
duplicated count  of  4,609  MAA  recipients.  The 
dollar  total  for  client  services  was  $729,781.  Let 
me  pause  here  a moment  to  emphasize  most  strong- 
ly that  our  experience  to  date  gives  us  no  precise 
indication  of  the  ultimate  expense  of  this  Program. 

(Continued  on  next  page) 
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For  example,  of  the  $729,781  spent  for  medical 
benefits,  $645,349  was  used  to  pay  hospital  bills. 
Even  this  amount,  however,  gives  no  real  indication 
of  total  need  in  this  one  area  for  other  insurance 
resources;  for  example,  Blue  Cross  paid  an  addi- 
tional $161,980  towards  the  cost  of  care  of  our 
hospitalized  clients.  Another  illustration  is  the  fact 
that  we  had  run  five  series  of  bills  each  covering 
a two  week  period  up  to  March  31.  Except  in  one 
instance,  each  series  was  significantly  higher  than 
the  previous  one  — the  first  series  totalling  $7,357, 
the  next  one  $37,988,  the  following  one  $186,988, 
and  the  fourth  $175,045  and  the  fifth  $322,401.  I 
must  point  out  that  not  only  is  the  dollar  amount 
for  each  series  run  to  date  successively  larger  than 
the  previous  one  but  we  are  also  adding  new  eligi- 
bles  daily. 

‘‘Further  in  terms  of  expenditures,  we  are  care- 
fully following  the  developments  in  Federal  Social 
Security  legislation  in  the  Medical  Care  area  which 
may  very  well  affect  our  cost  picture.  It  is  im- 
possible, however,  at  this  time  to  assess  the  impact 
of  such  legislation  precisely  and  we  do  not  expect 
to  be  able  to  do  so  until  a final  bill  is  passed  by 
the  United  States  Congress.  As  matters  presently 
stand,  such  a bill  would  not  become  effective  until 


July  1,  1966  at  least  in  relation  to  hospitalization 
and  the  other  elements  of  the  basic  plan. 

This  summary  of  our  experience  to  date  cautions 
against  extensive  or  radical  changes  in  our  MAA 
Program  at  this  time.  We  are  not  prepared  to  sug- 
gest any  extensive  changes  in  eligibility  require- 
ments, the  scope  of  medical  benefits,  or  the  fees 
established  for  services  until  we  have  had  about 
a year’s  experience  in  administering  the  Program. 

‘‘The  one  modification  we  are  prepared  to  pro- 
pose at  this  time  on  Governor  Chafee’s  suggestion 
is  designed  to  meet  the  needs  of  a number  of  those 
denied  eligibility  on  the  basis  of  small  excesses  over 
the  income  limits.  We  suggest  that  Section  40-18-8 
concerning  eligibility  requirements  be  amended  to 
permit  a combination  of  income  and  assets  provid- 
ing that  the  income  factor  for  a single  person  shall 
not  exceed  $2500  and  the  income  for  a couple 
$3500.  The  combination  of  income  and  assets  under 
these  circumstances  would  remain  unchanged  at 
$6000  for  the  single  person  and  $9000  for  the 
couple  living  together.  This  amendment  would  al- 
low further  inclusion  within  the  Program  of  approx- 
imately 40 °/c  of  those  who  have  already  been  de- 
clared ineligible.  In  addition,  as  the  Program  de- 
velops further,  it  is  estimated  that  another  2.500 
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elderly  persons  might  be  so  included  if  this  pro- 
posal were  adopted.  In  view  of  this,  I most  strongly 
urge  you  to  favorably  consider  this  proposal  for 
amending  the  eligibility  requirements  to  provide  an 
opportunity  for  more  of  the  aged  in  Rhode  Island 
to  benefit  from  the  Program.  In  urging  you  to 
favorably  consider  this  amendment,  I do  so  in  a 
firm  conviction  that  it  is  within  the  spirit  and 
intent  of  the  legislature  in  authorizing  the  Medical 
Assistance  for  the  Aged  Program  in  the  last  session 
of  the  General  Assembly.” 


PERINATAL  MORTALITY  COMMITTEE 

A request  for  comment  was  received  by  this 
committee  from  the  R.  I.  State  Department  of 
Health  in  regard  to  a news  item  printed  in  The 
Providence  Journal  on  December  28,  1964. 

The  article  reported  that  certain  congenital  oral 
malformations  were  produced  in  rats  by  the  ad- 
ministration of  three  antihistamines,  Meclozine  or 
Meclizine  (Bonine),  Cyclizine  (Marexine)  and 
Chlorcvclizine  (Perazil)  according  to  Dr.  C.  T.  G. 
King  of  The  U.  S.  P.  H.  S. 

The  possible  hazards  of  Meclizine  were  especially 
stressed  because  this  drug  is  widely  used  for  nausea 
control  in  pregnancy,  is  available  in  the  U.  S.  “over 


the  counter”  and  was  withdrawn  from  the  market 
in  Sweden  in  late  1962  because  of  its  suspected 
teratogenicity. 

The  Committee  sent  the  following  report  to  the 
R.  I.  State  Department  of  Health. 

Since  Meclozine  has  been  one  of  the  most  widely 
used,  effective  and  most  easily  obtainable  anti- 
emetics in  Europe,  Sweden,  England,  Canada,  and 
the  United  States,  and  since  the  use  of  this  drug 
is  particularly  used  during  the  time  of  palatal  fu- 
sion in  human  pregnancies,  most  of  the  clinical 
studies  relate  to  this  drug. 

Although  there  is  little  doubt  that  Dr.  King 
C3n  produce  various  oral  malformations  in  rats  by 
giving  Meclozine  at  specific  times  during  pregnancy, 
carrying  these  conclusions  over  to  possible  human 
results  is  scientifically  unsound.  The  doses  used  in 
most  animal  studies  are  extremely  high  with  re- 
spect to  total  body  weight  when  compared  to  the 
necessary  dosage  to  control  a pregnant  woman’s 
nausea.  There  exists,  moreover,  interstrain  differ- 
ences in  a rat’s  response  to  a teratogen.  This  shows 
that  there  is  a strong  genetic  constitutional  com- 
ponent also  involved  in  the  development  of  a par- 
ticular malformation.  It  should  be  pointed  out  also 
(Continued  on  next  page) 
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that  the  same  type  of  malformation  in  experimental 
animals  can  result  from  several  different  patho- 
genetic mechanisms  such  as  nutrition,  radiation, 
mechanical  stimuli,  corticosteroids  and  other  drug 
administration,  and  it  may  be  impossible  to  tell 
from  the  end  result  how  the  malformation  arose. 

Since  November,  1962,  when  the  question  of  the 
teratogenicity  of  Meclozine  first  arose  and  at  which 
time  the  Swedish  Department  of  Health  removed 
the  drug  from  the  open  market,  there  have  been 
many  reports  on  this  drug,  mostly  in  the  English, 
German  and  Swedish  literature. 

At  the  International  Conference  on  Malforma- 
tions in  Brussels  in  June,  1963,  Dr.  Windberg,  a 
Swedish  pediatrician,  whose  clinical  warnings  origi- 
nally prompted  the  Swedish  Government’s  action, 
after  reviewing  all  the  studies  and  reports  then 
available,  admitted  that  there  was  no  proof  of 
Meclozine  teratogenicity  in  pregnant  humans  and 
Sweden  returned  the  drug  to  the  open  market. 

The  persistence  of  the  “Meclozine  Rumor”  has 
stimulated  several  prospective  studies  which  show 
no  greater  incidence  of  malformations  in  the  off- 
spring of  patients  using  Meclozine  over  the  ex- 
pected incidence.  What  malformations  did  occur 
were  of  widespread  pattern  with  no  specific  effect 
as  would  be  expected  were  Dr.  King’s  rat  results 
true  also  for  the  human.  One  Swedish  investigator 
in  1964  (Pettersson)  admitted  the  real  possibility 
that  severe  nausea  and  vomiting,  if  left  uncontrolled, 
would  create  sufficient  environmental  disturbance 
in  human  pregnancy  to  cause  congenital  malforma- 
tions and  agreed  that  his  figures  did  not  give  enough 
evidence  of  a teratogenic  effect  of  Meclozine  to  ban 
the  drug. 

The  largest  prospective  study,  of  course,  has  been 
conducted  in  the  United  States  by  the  National 
Collaborative  Project  of  the  National  Institutes  of 
Health  while  investigating  the  possible  causes  of 
Cerebral  Palsy  and  other  Neurologic  deficits.  (The 
National  Institutes  of  Health  comprise  the  most 
important  research  arm  of  the  USPHS  which  em- 
ploys Dr.  King.)  The  Providence  Lying-In  Hos- 
pital, a collaborating  institution  with  Brown  Uni- 
versity in  the  National  Project,  obtained  the  fol- 
lowing computor  data  regarding  the  teratogenic 
effects  of  Meclozine  from  Dr.  Rudolph  Wollman. 


WANTED  — Staff  Physicians  (3) 

General  Practitioners  45  or  under  to  assist 
Attending  Staff  and  General  Practice  Resi- 
dents in  260  bed  general  hospital.  Annual 
appointment  preferred.  $1  5,000  - $1  7,500 
depending  on  training  and  experience. 
Contact  Medical  Director,  San  Luis  Obispo 
General  Hospital,  San  Luis  Obispo,  Cali- 
fornia. Phone:  805-543-1500. 
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the  Obstetrical  Director  in  Bethesda,  Md.  Among 
the  36,000  pregnancies  followed  from  1958  to  1964, 
there  have  been  417  patients  treated  with  Meclo- 
zine. The  offspring  of  these  patients  showed  no 
elevated  rates  of  malformations  nor  perinatal 
mortality. 

In  the  Providence  Lying-In  Hospital  itself,  the 
greatest  incidence  of  cleft  palate  and/or  hare  lip 
occurred  in  1950  before  Meclozine  was  available. 
Since  Meclozine  has  been  available  and  its  use  is 
estimated  as  applying  to  10-20%  of  all  pregnant 
patients  in  Rhode  Island  the  incidence  of  cleft 
palate  and/or  hare  lip  has  dropped  from  11  per 
10.000  births  to  9.9/10,000  births.  The  average 
incidence  of  this  malformation  in  a population  such 
as  ours  is  estimated  as  about  13/10,000  births. 

It  is  obvious  that  based  on  the  accumulated  re- 
ports there  is  no  valid  reason  to  indict  Meclozine 
as  a human  teratogen.  It  is  equally  clear  that  the 
Federal  Drug  Administration  has  maintained  a 
close  scrutiny  of  Meclozine  as  well  as  many  other 
potential  teratogens  especially  since  the  “Thalido- 
mide Scare,”  and  would,  at  least,  issue  warnings 
concerning  its  use  in  early  pregnancy  were  there 
evidences  of  any  human  teratogenic  effects. 

Bertram  H.  Buxto,  Jr.,  m.d.,  Chairman 


PUBLICATIONS  COMMITTEE 

The  official  publication  of  the  Society,  the  Rhode 
Island  Medical  Journal,  has  continued  its  high  ex- 
cellence during  the  past  year  in  spite  of  continued 
loss  of  income  from  advertising.  The  curtailment 
of  advertising,  particularly  in  the  pharmaceutical 
field,  has  been  reported  previously  to  the  House  of 
Delegates.  In  1964  the  Society’s  appropriation  of 
$3,000  enabled  the  Journal  to  complete  the  fiscal 
year  of  operation  with  a $333.17  balance,  but  its 
total  reserve  was  utilized  during  the  year,  and  the 
overall  operating  loss  was  $4,641.13. 

Effective  January  1,  1965,  the  Journal  became  a 
member  of  the  State  Medical  Journal  Advertising 
Bureau.  Inc.,  an  agency  handling  national  adver- 
tising for  35  state  journals.  We  are  hopeful  that 
this  affiliation  may  eventually  procure  additional 
advertising  revenue  and  thereby  cut  down  our  op- 
erating loss  in  1965.  However,  the  process  is  a slow 
one,  and  it  would  appear  that  we  shall  be  faced 
with  a financial  problem  for  several  years  to  come. 

We  were  notified  by  our  printer,  the  E.  A.  John- 
son Company,  which  has  handled  the  Journal  since 
1919,  that  his  charges,  effective  March  1,  would 
increase  approximately  $400  a month  due  to  rising 
labor  and  materials  costs.  This  has  resulted  in  an 
offer  to  many  printing  companies  in  the  area  to 
submit  bids  for  printing  the  Journal,  and  your 
Committee  anticipates  securing  a cost  within  the 
range  of  its  budget. 

Alex  M.  Burgess,  Sr.,  m.d..  Chairman 
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COMMITTEE  ON  SOCIAL  WELFARE 

The  Committee  has  met  with  the  Rhode  Island 
State  Department  of  Social  Welfare  to  discuss  mat- 
ters relating  to  information  and  proposed  endorse- 
ments of  approved  birth  control  programs  in  the 
state.  Family  Planning  and  Parent’s  Programs 
throughout  the  country  were  studied  in  relationship 
to  their  pertinence  to  similar  programs  in  Rhode 
Island  as  they  might  relate  to  welfare  patients.  Six 
per  cent  of  children  in  Rhode  Island  receive  Wel- 
fare Aid.  In  its  largest  city,  Providence,  one  (1) 
out  of  seven  (7)  children  are  on  Aid,  and  this 
figure  increases  to  one  (1)  out  of  four  (4)  for  the 
Negro. 

The  members  of  the  Committee  believe  that  any 
individual  has  the  right  to  plan  for  his  family,  and 
that  whatever  he  decides  to  do  rests  with  the  client 
himself.  The  list  of  measures  for  family  planning 
available  in  Rhode  Island  include: 

1.  All  of  the  practicing  physicians  in  the  state 

of  Rhode  Island. 

2.  Three  (3)  organized  clinics  including: 

( 1 ) Planned  Parenthood  Clinic,  in  Provi- 
dence. 

(2)  The  Rhythm  Clinic  in  Providence. 

(3)  The  Fertility  Clinic  at  Rhode  Island 
Hospital. 

The  Department  of  Social  Welfare  was  instructed 
to  initiate  a contact  with  the  president  of  the  staff 
of  each  of  the  thirteen  (13)  hospitals  in  the  state 
to  determine  the  resources  each  hospital  has  avail- 
able for  Family  Planning  The  resources  available 
for  Family  Planning  will  be  detailed  in  a brochure 
and  will  be  re-examined  by  the  Committee  before 
being  made  available  to  the  public.  The  brochure 
will  list  the  available  resources  present  in  the  com- 
munity for  Family  Planning. 

It  is  felt  that  available  methods  for  Family 
Planning  should  be  prescribed  from  a licensed  phy- 
sician on  prescription  only.  It  is  important  to  pro- 
tect the  emotions  and  stability  of  the  client.  The 
decision  for  family  planning  rests  with  the  client, 
and  the  Social  Worker  in  an  agency  is  requested  to 
be  a helpful  counsellor  for  the  client  who  requests 
information  on  Family  Planning. 

The  Committee  plans  to  meet  with  the  Depart- 
ment of  Social  Welfare  again  in  furthering  the  Pro- 
gram of  Family  Planning  and  requests  the  House 
of  Delegates’  approval  in  continuing  its  advisory 
consultation  with  the  Department  of  Social  Welfare 
which  is  reviewing  family  planning  programs  in  a 
well-organized  and  well-intentioned  manner. 

Respectfully  submitted, 

Peter  L.  Mathieu,  Jr.,  m.d.,  Chairman 
Advisory  Committee  on  Social  Welfare 


REPORT  OF  THE  TRUSTEES  OF  THE 
MEDICAL  LIBRARY  BUILDING 

During  the  past  twelve  month  period  the  Medical 
Library  building  has  undergone  extensive  repairs 
to  the  roof.  In  addition  to  the  repair  of  several 
leaks  that  occurred  on  the  flat  roof,  the  Trustees 
were  authorized  bv  the  Council  to  proceed  with 
the  completion  of  the  work  started  the  previous 
year  in  lifting  the  capstones  on  the  south  and  west 
sides  of  the  roof,  cleaning  out  deteriorated  mortar 
joints,  and  replacing  the  capstones.  Through  wall 
flashing  was  also  installed. 

Recently  the  Council  authorized  the  Trustees  to 
proceed  with  the  washing  of  the  interior,  and  with 
touchup  painting  where  necessary,  and  with  exterior 
painting  of  the  window  sash,  screens,  and  fence. 

As  my  predecessor  as  Chairman  of  the  building 
trustees  has  noted,  our  Medical  Library  is  an  asset 
that  is  not  fully  appreciated  by  all  our  membership. 
As  the  only  major  medical  library  in  the  State  it 
serves  not  only  physicians,  but  the  general  public. 
Our  pride  in  having  such  a fine  building  warrants 
that  every  necessary  step  be  taken  to  maintain  it 
in  the  finest  condition  possible. 

Respectfully  submitted, 

Robert  W.  Drew,  m.d.,  Chairman 


OFFICES  FOR  RENT 

ATTRACTIVE  SECOND  FLOOR  SUITE, 
ANGELL  STREET  NEAR  TUNNEL. 

Olevson,  521-4307 


“MAC” 

JOHN  R.  MCDONALD 

CRISS  CADILLAC  CO.,  INC. 

555  ELMWOOD  AVENUE 
PROVIDENCE,  R.  I. 

nffi  (HO  7-6600  Home 

1ST  1-9500  WI  1-0639 

“Available  To  Satisfy  Any  of  Your 
Motoring  Needs” 
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7,911  New  Physicians  In  1964 

A total  of  7,911  physicians  were  newly  added  to 
the  licensed  medical  profession  in  the  U.  S.  in 
1964,  according  to  the  report  by  the  AMA  Council 
on  Medical  Education. 

There  were  6.605  newly  liicensed  U.  S.  and  Ca- 
nadian mediical  school  graduates  and  1,306  gradu- 
ates of  medical  faculties  in  other  countries.  Newly 
licensed  foreign  medical  graduates  have  gradually 
decreased  each  year  since  the  high  of  1,626  in  1959. 
In  recent  years  about  one  quarter  of  foreign-trained 
graduates  issued  first  licenses  have  been  U.  S.  citi- 
zens who  attended  medical  schools  outside  the  U.  S. 
and  Canada. 

A total  of  17,885  licenses  to  practice  medicine 
and  surgery  were  issued  during  1964  by  55  author- 
ized boards  in  the  U.  S.  and  its  territories.  This 
total  included  first  licenses  for  new  physiciians,  li- 
censes for  physicians  moving  to  other  states,  and 
licenses  for  foreign-trained  physicians. 

Of  all  licenses  issued  during  1964,  7,166  w^ere 
granted  after  successful  written  examination  and 
10,719  by  reciprocity  and  endorsement  of  state  li- 
censes or  the  certificate  of  the  National  Board  of 
Medical  Examiners. 

As  of  Dec.  31.  1964,  there  were  284,271  physi- 
cians in  the  U.  S.  (excluding  1,740  temporarily  in 
other  countries). 

Licensing  board  examination  failures  in  1964 
totaled  1.181.  The  percentage  of  failures  in  the 
written  examination  of  graduates  of  approved  U.  S. 
medical  schools  was  1.7%;  of  graduates  of  ap- 
proved Canadian  medical  schools,  7.8%  failed. 
Graduates  of  schools  of  osteopathy  admitted  to 
medical  licensure  examination  in  several  states  had 
9.47c  failures,  and  31.8%  of  foreign-trained  physi- 
cians examined  for  medical  licensure  failed.  The 
total  percentage  of  failures  was  13.4%,  about  the 
same  as  1963. 

California  State  Disability  Program  Curtailed 

California,  one  of  four  states  (Rhode  Island  in- 
cluded) that  has  a temporary  disability  program 
financed  by  a compulsory  state  tax,  is  faced  with 
a serious  situation  financially,  according  to  a re- 


port published  in  the  May  issue  of  Insurance  Eco- 
nomics Surveys,  the  monthly  review  publication  of 
the  Insurance  Economics  Society  of  America.  The 
report  states  that  a legislative  deadlock  over  dis- 
ability insurance  has  cut  off  an  estimated  $3  miil- 
lion  in  payments  this  month  to  some  27,000  Cali- 
fornia workers  hospitalized  for  off-the-job  illness  or 
injury. 

About  4,000  of  these  workers  are  stranded  with- 
out outside  help  to  pay  their  hospital  bills,  the  State 
Department  of  Employment  estimates.  The  rest 
will  get  help  from  private  health  plans. 

Gov.  Brown  issued  an  emergency  order  March 
31  that  stopped  the  hospital  payments  under  the 
disability  insurance  program.  Employment  Director 
Albert  B.  Tieburg  had  recommended  elimination  of 
the  $12-a-day  hospitalization  payment  in  order  to 
keep  the  fund  running. 

‘ The  action  was  taken  to  avoid  more  drastic 
action  later,  ’ explaiined  George  Roche,  chief  of 
research  and  statistics  for  the  Employment  De- 
partment. 

Some  legislators  accused  Brown  of  cutting  off  the 
payments  to  pressure  the  Senate  into  approving  his 
plan  to  raise  temporarily  the  amount  workers  pay 
into  the  disability  program. 

The  diisability  insurance  program,  financed  by  a 
1 per  cent  tax  on  an  employee’s  first  $5,600  of  earn- 
ings each  year,  has  been  paying  out  more  than  it 
has  received  in  recent  years.  (Los  Angeles  Herald 
Examiner,  April  23,  1965.) 

Editor's  Note:  Employed  persons  in  California 
are  compelled  to  pay  a tax  for  temporary  disabiliity 
insurance  which  includes  limited  hospital  coverage. 
Despite  a substantial  initial  reserve  and  the  fact 
that  the  tax  has  almost  doubled  since  1958,  the 
program  runs  perennially  in  the  red  — the  latest 
report  for  fiscal  1963  showing  a deficit  of  $38  mil- 
lion. As  reported  in  last  month’s  Surveys,  the  Ad- 
ministration wants  to  increase  the  taxable  wage 
base  to  $7,500  and  the  tax  rate  by  10%.  The  State 
Senate  feels  the  increase  is  too  much,  hence  the 
deadlock  and  hence  the  necessity  to  suspend 
benefits. 

(Continued  on  Page  390) 


MTZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

IFast  symptomatic  relief  from  seasonal  hay  fever 
:omes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
he  nasal  membranes  on  contact.  The  first  spray  of 
i mTz  shrinks  the  turbinates,  helps  restore  normal 
r nasal  ventilation  and  breathing.  After  a few  minutes 
is  second  spray  enhances  sinus  ventilation  and 
j drainage. 

mTz  Nasal  Spray  reduces  excessive  rhinorrhea 
k without  unpleasant  dryness.  It  is  well  tolerated  by 
i delicate  respiratory  tissues.  nTz  also  provides 
elief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine, 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1%,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of20ml.  and  in  bottles  of30ml.  with  dropper. 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyldi3mine),  and 
Zephiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademarks  re g.  U.S.  Pat.  Off. 


Hay  fever. . . 
a summer  hazard 

prescribe 
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THROUGH  THE  MICROSCOPE 

(Continued  from  Page  388) 

Three  other  states  have  similar  compulsory  dis- 
ability insurance  laws  adopted  in  the  1940's.  Over 
200  proposals  for  such  legislation  have  failed  to  be 
enacted  iin  30  other  states.  This  year  Massachu- 
setts and  Nevada  rejected  compulsory  disability  in- 
surance bills  but  similar  legislation  is  pending  in 
Hawaii.  Illinois  and  Michigan.) 

Children  Explore  Dangerous  World  At  Home; 
300,000  Poisoned  Annually;  Worst  Age:  Two 

Humanity's  most  irrepressible  explorers  are  under 
five  years  of  age. 

Kitchen  cupboards  and  closets,  medicine  cabi- 
nets. paint  sheds,  dressing  tables,  make  up  a big 
part  of  their  world  of  discovery.  It's  a dangerous 
world. 

The  Health  Insurance  Institute,  drawing  from 
National  Health  Survey  statistics  on  poisonings  of 
previous  years,  says  that  over  300,000  youngsters 
four  and  under  could  be  accidentally  poisoned  this 
year. 

A Public  Health  Service  study  on  47,000  poison- 
ings occurring  in  1963  to  children  in  this  age  group, 
revealed  that  nearly  40  per  cent  were  two  years  old, 
making  that  age  category  the  most  dangerous.  One- 
year-olds  made  up  28.5  per  cent;  20.4  per  cent  were 
three;  7.5  per  cent,  four;  and  3.7  per  cent  of  the 
cases  were  infants. 

More  than  half  (51.9  per  cent)  of  the  children 
in  the  PHS  report  were  poisoned  after  accidentally 
ingesting  medicines.  Aspirin  was  responsible  for  23 
per  cent  of  the  total  cases  and  is  the  most  common 
"poison.”  Sixteen  per  cent  ingested  cleaning  and 
polishing  materials;  7.2  per  cent  pesticides;  and 
petroleum  products,  turpentine  products  and  cos- 
metics each  were  responsible  for  over  5 per  cent  of 
the  total  poisonings  of  these  children. 

The  PHS  Division  of  Accident  Prevention 
blames  adults’  carelessness  or  lack  of  awareness 
for  most  children's  accidental  poisonings. 


E.  P.  Anthony,  Inc. 
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Record  In  Surgical  Benefits  for  1964 

Surgical  benefits  paid  out  in  1964  by  insurance 
companies  totaled  over  $771  million,  the  Health 
Insurance  Institute  reported  recently. 

That  figure,  the  Institute  said,  is  11  per  cent 
above  1963's  $695  million  and  represents  a record 
high  for  this  insurance. 

These  insurance  company  benefit  payments  were 
paid  under  surgical  expense  coverage,  and  under 
surgical  provisions  of  major  medical  expense 
policies. 

The  Institute  noted  that  total  health  insurance 
benefits  by  insurance  companies  last  year  amounted 
to  nearly  $4.7  billion.  In  addition  to  surgical  cov- 
erage, benefits  were  provided  under  hospital,  reg- 
ular medical,  major  medical,  and  disability  income 
insurance  programs. 

Surgical  benefits  under  a basic  hospital-surgical 
policy  are  paid  according  to  a listed  scale  of  pro- 
cedures. Schedule  maximums  range  from  $250  to 
$600,  depending  on  the  policy.  Under  major  medi- 
cal expense  policies,  the  benefits  are  determined 
by  the  customary  and  usual  fees  charged  for  spe- 
cific operations. 

Insurance  Company  Coverage 

At  the  end  of  1963,  nearly  85  million  persons 
had  surgical  expense  protection  through  insurance 
company  group  or  individual  and  family  policies, 
the  Institute  said. 

Insuring  organizations  such  as  Blue  Cross  and 
Blue  Shield  protected  another  52.5  million,  and 
8.6  million  persons  were  covered  by  other  health 
care  programs. 

The  net  total  protected  for  surgical  expenses  in 
1963:  134.9  million  persons. 

The  estimated  surgical  coverage  figure  for  1964 
in  139  miillion  persons,  the  Institute  said. 

Ten  years  earlier  — in  1954  — the  over-all  sur- 
gical coverage  total  came  to  86  million  persons,  or 
53  million  less  than  isi  estimated  for  1964. 

Here  are  some  representative  coverage  totals  for 
the  intervening  years:  1955  saw  91.9  million  per- 
sons protected  by  a surgical  program;  1957  — 108.9 
million;  1959  — 116.9  million;  and  1961  — -126.9 
million. 

Mental  Stays  Decrease 

Shorter  stays  have  reduced  the  average  daily 
number  of  patients  resident  in  State  and  county 
mental  hospitals  for  the  10th  consecutive  year, 
according  to  the  Public  Health  Sendee. 

Despite  a record  high  300,000  admissions  in 
1964,  releases  rose  at  an  even  greater  rate,  reduc- 
ing the  average  daily  number  of  resident  patients 
to  below  500.000  for  the  first  time  in  15  years. 
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LOW  INCIDENCE  OF  CORONARY  HEART 
DISEASE  IN  CRETE 

Men  of  Crete  have  a low  incidence  of  coronary 
heart  disease.  A comprehensive  metabolic  and  epi- 
demiologic study  of  280  men  of  Crete  attributes 
this  low  incidence  to  several  factors:  the  rural 
Cretan  male  is  hypo-  or  normo-choleremic,  normo- 
tensive,  normal  in  weight,  eats  little  saturated  fat, 
smokes  only  moderately,  exercises  considerably,  and 
reacts  decisively  to  stress. 


THYROTOXIC  PERIODIC  PARALYSIS  IN 
HAWAII:  ITS  PREDILECTION  FOR  THE 
JAPANESE  RACE 

A review  of  16  cases  of  periodic  paralysis  showed 
that  ten  were  associated  with  hyperthyroidism. 
Nine  of  the  ten  patients  were  adult  males  of  Japa- 
nese ancestry,  although  the  Japanese  make  up  only 
29  per  cent  of  the  population  of  Hawaii.  This  study 
supports  previous  reports  that  thyrotoxic  periodic 
paralysis  has  a marked  predilection  for  the  Japanese 
race.  All  patients  were  treated  resulting  in  complete 
relief  of  symptoms. 


LOW  INCIDENCE  OF  CORONARY  THROMBOSIS 
AMONG  ISRAELI  BEDOUINS 

Among  the  18,000  Bedouins  living  in  Israel’s 
southern  Negev  desert,  the  incidence  of  coronary 
thrombosis  is  strikingly  low.  The  blood  cholesterol 
level  of  Bedouin  men  is  a good  deal  below  that  re- 
garded as  normal  in  Western  men,  and  the  level 
does  not  automatically  increase  with  aging. 

The  Bedouins  are  seminomads  who  rely  on  peri- 
odic heavy  rains  to  grow  the  wheat  and  barley  that 
they  store  for  drought  years.  Their  staple  is  “rarif,” 
an  unleavened  bread.  They  drink  milk,  which  they 
let  go  sour,  from  sheep,  goats,  camels,  and  occasion- 
ally donkeys.  The  Bedouins  never  eat  fish,  consume 
few  vegetables  or  eggs,  and  have  meat  only  on  spe- 
cial ceremonial  occasions,  averaging  once  a month. 

FOR  PHYSICIANS 
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RHODE  ISLAND  DEPARTMENT  OF  HEALTH 
PROVISIONAL  VITAL  STATISTICS,  1964 

Joseph  E.  Cannon,  m.d.,  m.p.h.,  Director  of  Health 
Lera  L.  O'Hara,  State  Registrar  of  Vital  Statistics 


Table  I summarizes  the  provisional  vital  statis- 
tics for  Rhode  Island  occurrences  in  1964  compared 
with  1963.  Only  marriages  and  divorces  show  in- 
creases over  1963’  all  other  vital  events  decreased. 
Late  filings  will  increase  the  numbers  of  events 
slightly.  Resident  statistics  are  preferred  for  most 
purposes  and  will  be  published  in  our  final  report 
next  Fall. 

BIRTHS:  The  18.465  live  births  registered  in 
Rhode  Island  during  1964  was  the  lowest  number 
since  1952  when  18.814  births  were  recorded.  The 
1964  crude  birth  rate  of  20.7  per  1.000  population, 
only  1.4  per  cent  below  1963,  was  7.6  per  cent 
lower  than  the  recent  high  rate  of  22.4  in  1959 
and  1960.  This  nationwide  decrease,  attributable 
in  part  to  the  age  and  sex  structure  of  the  present 
population,  is  not  expected  to  reverse  itself  until 
the  sizeable  groups  of  potential  mothers,  now  young 
teenagers,  reach  their  most  productive  years.  Mar- 
riages in  this  State  are  increasing  currently.  A ris- 
ing birth  rate  may  occur  between  1966  and  1970 
if  peace  prevails  and  the  economy  prospers  and  if 
other  factors  remain  favorable. 

MARRIAGES:  There  were  6.071  marriages  re- 
corded in  1964,  the  largest  number  since  1956.  The 
1964  rate  of  6.8  per  1.000  population  was  eight 
per  cent  above  the  provisional  6.3  rate  attained  in 
1963:  the  previous  low  rate  was  6.0  in  1932.  The 
marriage  rate  may  increase  further  during  the  pres- 
ent decade  as  the  babies  of  the  1946-1947  ‘■boom’’ 
reach  marriageable  ages.  War.  depression,  or  mi- 
gration out  of  State  could  thwart  the  expected  rise 
in  marriages. 

DIVORCES:  Forty-four  more  couples  filed  final 
divorce  decrees  in  Rhode  Island  during  1964  than 
in  1963.  an  increase  of  four  per  cent  (Table  I). 


The  divorce  rate  has  remained  at  1.2  per  1.000 
population  since  1959  except  in  1962  (1.0). 

INFANT  AND  MATERNAL  DEATHS:  The 
1964  infant  death  rate  (23.6  per  1,000  live  births) 
dropped  three  per  cent  below  1963  but  remains 
almost  seven  per  cent  above  the  average  infant 
mortality  rate  (22.1)  achieved  in  Rhode  Island 
during  1958-61.  All  of  the  recent  increase  has 
been  in  the  neonatal  period  (before  the  28th  day 
of  life).  The  average  neonatal  death  rate  for  the 
past  three  years  (19.0)  was  nearly  12  per  cent 
above  the  1958-1961  average  rate  (16.5). 

As  Table  III  shows,  only  three  1964  deaths  re- 
sulted from  a complication  of  pregnancy,  childbirth, 
and  the  puerperium  at  a rate  of  1.6  per  10.000  live 
births.  In  1963  five  maternal  deaths  were  recorded, 
yielding  a 2.7  rate.  Rates  fluctuate  considerably 
when  such  small  numbers  are  involved. 

FETAL  DEATHS:  The  fetal  death  statistics  in 
Table  I include  only  those  at  gestation  periods  of 
20  weeks  or  more.  There  were  273  reported  in  1964, 
a decline  of  seven  per  cent  below  1963.  The  1964 
fetal  death  rate  of  14.8  per  1.000  live  births  was 
six  per  cent  lower  than  1963  (15.8)  and  ten  per 
cent  lower  than  1962  (16.5). 

DEATHS  AND  PRINCIPAL  CAUSES  OF 
DEATH:  The  State's  mortality  rate  in  1964  (10.4) 
returned  to  the  1962  level  from  the  elevated  1963 
rate  of  10.8  per  1.000  population,  but  1964  re- 
mained above  the  1958-1961  average  rate. 

Table  II  indicates  that  1964  death  rates  declined 
for  five  diseases,  accounting  for  62  per  cent  of  all 
deaths,  ranging  from  17  per  cent  for  diabetes  mel- 
litus  and  influenza  and  pneumonia  to  three  per 
cent  for  vascular  lesions.  Increases  were  noted  in 
(Concluded  on  Page  394) 


TABLE  I.  VITAL  EVENTS  OCCURRING  IN  RHODE  ISLAND,  1963  AND  1964 


Item 

1964 

Number 

1963 

Per  Cent 
Change 

Rate 

1964 

1963 

Per  Cent 
Charge 

Live  Births* 

18,465 

18,556 

—0.5 

20.7 

21.0 

—1.4 

Marriages* 

6,071 

5,960 

+ 1.9 

6.8 

6.7 

+ 1.5 

Divorces* 

1.098 

1,054 

+4.2 

1.2 

1.2 

0 

Deaths* 

9,309 

9.538 

—2.4 

10.4 

10.8 

—3.7 

Infant  Deaths** 

435 

450 

—3.3 

23.6 

24.3 

—2.9 

Neonatal  Deaths* 

334 

349 

—4.3 

18.1 

18.8 

—3.7 

Fetal  Deaths  (20+)** 

273 

294 

—7.1 

14.8 

15.8 

—6.3 

*Rate  per  1,000  population. 

**Rate  per  1,000  live  births ; fetal  deaths  of  20  or  more  weeks  gestation. 
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TABLE  II.  DEATHS  AND  DEATH  RATES  PER  100,000  POPULATION  FROM 
TEN  PRINCIPAL  CAUSES  OF  DEATH:  1964  AND  1963 


1964 

Rank  Cause  of  Death 

1964 

Number 

Rate 

1963 

Number  Rate 

% Change 
in  Rate 

1.  Diseases  of  the  heart  (400-402,  410-443) 

4,268 

477.7 

4,411 

498.1 

—4.1 

2.  Malignant  neoplasms  (140-205) 

1,716 

192.1 

1,601 

180.8 

+6.2 

3.  Vascular  lesions  affecting  c.n.s.  (330-334) 

827 

92.6 

841 

95.0 

—2.5 

4.  Accidents  (800-962) 

331 

37.0 

319 

36.0 

+2.8 

5.  Certain  diseases  of  early  infancy  (760-776) 

278 

31.1 

290 

32.7 

—4.9 

6.  Diabetes  mellitus  (260) 

226 

25.3 

269 

30.4 

—16.8 

7.  Influenza  and  pneumonia  (480-493) 

195 

21.8 

232 

26.2 

—16.8 

8.  Cirrhosis  of  liver  (581) 

134 

15.0 

124 

14.0 

+7.1 

9.  General  arteriosclerosis  (450) 

130 

14.5 

119 

13.4 

+8.2 

10.  Other  diseases  of  circulatory  system  (451-468) 

126 

14.1 

119 

13.4 

+5.2 

TABLE  III.  PROVISIONAL  NUMBER  OF  DEATHS  FROM  SELECTED  CAUSES: 

RHODE  ISLAND,  1963  AND  1964 

(Excludes  fetal  deaths;  rates  per  100,000  estimated  population  except  as  n 

ioted) 

Cause  of  Death 

1964 

1963 

(International  Classification  of  Diseases,  1955) 

Number 

Rate 

Number 

Rate 

All  Causes** 

9,309 

10.4 

9,538 

10.8 

Tuberculosis,  all  forms  (001-019) 

25 

2.8 

31 

3.5 

Syphilis  and  its  sequelae  (020-029) 

10 

1.1 

6 

0.7 

Dysentery,  all  forms  (045-048) 



— 

— 

— 

Scarlet  fever  and  streptococcal  sore  throat  (050,  051) 



— 

— 

— 

Meningococcal  infections  (057) 

1 

0.1 

7 

0.8 

Acute  poliomyelitis  (080) 



— 

— 

— 

Encephalitis  (082) 

1 

0.1 

2 

0.2 

Measles  (085) 



— 

i 

0.1 

Infectious  hepatitis  (092) 

4 

0.4 

7 

0.8 

Malignant  neoplasms  (140-205) 

1,716 

192.1 

1,601 

180.8 

Asthma  (241) 

26 

2.9 

30 

30.4 

Diabetes  mellitus  (260) 

225 

25.3 

269 

30.4 

Meningitis,  except  meningococcal  and  tuberculosis  (340) 

6 

0.7 

12 

1.4 

Cardiovascular-renal  disease  (330-334,  400-468,  592-594) 

5,517 

617.5 

5,659 

639.0 

Vascular  lesions  affecting  C.N.S.  (330-334) 

827 

92.6 

841 

95.0 

Diseases  of  heart  (400-402,  410-443) 

4,268 

477.7 

4,411 

498.1 

Hypertension  without  mention  of  heart  (444-447) 

113 

12.6 

94 

10.6 

General  arteriosclerosis  (450) 

130 

14.5 

119 

13.4 

Other  diseases  of  circulatory  system  (451-468) 

126 

14.1 

119 

13.4 

Chronic  and  unspecified  nephritis  (592-594) 

53 

5.9 

75 

8.5 

Influenza  (480-483) 

1 

0,1 

6 

0.7 

Pneumonia  (490-493) 

194 

21.7 

226 

25.5 

Bronchitis  (500-502) 

34 

3.8 

35 

4.0 

Ulcer  of  stomach  and  duodenum  (540,  541) 

61 

6.8 

71 

8.0 

Appendicitis  (500-502) 

10 

1.1 

8 

0.9 

Hernia  and  intestinal  obstruction  (560,  561,  570) 

51 

5.7 

69 

7.8 

Gastritis,  enteritis,  etc.  (543,  571,  572) 

45 

5.0 

32 

3.6 

Cirrhosis  of  liver  (581) 

134 

15.0 

124 

14.0 

Cholelithiasis,  Cholecystitis,  and  Cholangitis  (584,  585) 

21 

2.4 

28 

3.2 

Acute  nephritis  and  nephrosis  (590,  591) 

4 

0.4 

5 

0.6 

Infections  of  kidney  (600) 

58 

6.5 

49 

5.5 

Hyperplasia  of  prostrate  (610) 

13 

1.5 

17 

1.9 

Complications  of  pregnancy,  childbirth,  etc.*  (640-689) 

3 

1.6 

5 

2.7 

Congenital  malformations  (750-759) 

101 

11.3 

135 

15.2 

Certain  diseases  of  early  infancy  (760-776) 

278 

31.1 

290 

32.7 

Symptoms,  senility  and  ill-defined  conditions  (780-795) 

22 

2.5 

18 

2.0 

Accidents  (800-962) 

331 

37.0 

319 

36.0 

Motor-vehicle  accidents  (810-835) 

107 

12.0 

96 

10.8 

All  other  accidents  (8001802,  840-962) 

224 

25.1 

223 

25.2 

Occurring  in  home  (870-936,-0) 

114 

12.8 

110 

12.4 

Suicide  (963,  970-979) 

79 

8.8 

64 

7.2 

Homicide  (964,980-985) 

14 

1.6 

14 

1.6 

**Rate  per  1,000  population 

*Rate  per  10,000  live  births 
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PROVISIONAL  VITAL  STATISTICS 

( Concluded  from  Page  392 ) 

the  1964  rates  for  the  remaining  five  causes  in 
Table  II,  representing  26  per  cent  of  all  deaths. 
None  of  the  increases  were  extremely  high,  ranging 
from  eight  per  cent  for  general  arteriosclerosis  to 
three  per  cent  for  accidents. 

The  three  per  cent  rise  in  the  total  accidental 
fatality  rate  between  1963  and  1964  was  largely 
attributable  to  the  1 1 per  cent  increases  in  the  mor- 
tality rate  from  motor-vehicle  accidents.  There 
were  four  more  deaths  from  home  accidents  in  1964 
than  in  the  previous  year. 

The  death  rate  from  congenital  malformations 
dropped  by  one-fourth,  removing  it  from  the  ten 
principal  cause  list.  There  were  18  fewer  deaths  in 
1964  from  all  infective  and  parasitic  deseases  than 
in  1963.  The  tuberculosis  death  rate,  continuing 
a long-run  trend,  dropped  20  per  cent.  Table  III 
shows  selected  causes  of  death. 


NURSING  NEEDS  AND  RESOURCES 

(Concluded  from  Page  366) 

ices  are  working  together  to  strengthen  such  efforts 
in  other  parts  of  the  State. 

A series  of  institutes  for  owners  and  employees 
in  nursing  homes  as  well  as  classes  for  personnel 
of  nursing  homes  has  also  been  initiated. 

In  order  to  meet  the  serious  need  for  additional 
nurses  in  hospitals,  refresher  courses  have  been 
organized  to  attract  inactive  nurses  back  to  em- 
ployment. 

The  current  leaders  in  nursing  realize  both  the 
problem  and  the  challenge  presented  by  the  survey. 
They  have  shown  their  willingness  to  meet  the 
challenge  by  their  participation  in  the  implemen- 
tation committee.  They  will  need  the  support  of 
the  community,  particularly  the  medical  profession. 

REFERENCES 

1Toward  Quality  in  Nursing:  Needs  and  Goals.  Report 
of  the  Surgeon  General's  Consultant  Group  on  Nurs- 
ing. Public  Health  Service  Pub.  No.  992,  U.  S.  Gov- 
ernment Printing  Office,  Wash.,  D.  C..  1963 
2Nursing  Needs  and  Resources  in  Rhode  Island:  A 
Survey  by  the  Rhode  Island  Council  of  Community 
Services,  Inc.,  in  Cooperation  with  the  Rhode  Island 
League  for  Nursing,  Prov.,  August,  1964 
“Design  for  Statewide  Nursing  Surveys;  a iBasis  for 
Action.  A Manual  Prepared  by  the  Division  of  Nurs- 
ing Resources  Under  the  Direction  of  Margaret  G. 
Arnstein.  Public  Health  Service  Pub.  No.  460,  U.  S. 
Government  Printing  Office,  Wash.,  D.  C.,  1956 
4The  Shortage  of  Nurses  (Edit.)  Rhode  Island  M.  J. 
47:395,  1964 


DERMAQU1Z  ANSWER 
(See  Page  356) 

Case  1. — Diagnosis  is  Xanthelasma  palpebrarum 
Case  II  — Diagnosis  is  Basal  Cell  Epithelioma 


Did  You  Know? 

• That  individual  and  family  hospital  expense 
policies  provided  by  insurance  companies  protected 
38,065,000  people  in  the  U.  S.,  in  1963. 

• That  ten  years  earlier  in  1953,  the  number  pro- 
tected came  to  15  million  less. 

• That  a total  of  821  insurance  companies  pro- 
vided individual  and  family  coverage  in  1963;  and 
that  490  companies  provided  it  a decade  earlier. 

• That  total  benefits  paid  out  by  insurance  com- 
panies under  individual  and  family  plans  came  to 
$949  million  in  1963. 

• That  insurance  companies  paid  out  over  $2.3 
billion  in  1964  to  insured  persons  to  help  them  pay 
their  hospital  bills. 

• That  these  benefits  average  out  to  $6.4  million 
a day. 

• That  hospital  benefits  help  pay  for  charges  for 
room  and  board,  drugs  and  medicines,  lab  services, 
X-ray,  routine  nursing,  operating  room  and  other 
services. 


Social  Security-'Medicare'  Tax 
Schedule  Outlined 

From  The  Wall  Street  Journal 
Here  is  how  the  annual  Social  Security-"' Medi- 
care” tax  paid  equally  by  employers  and  employees 
would  rise  over  the  next  21  years  if  H.R.  6675 
becomes  law: 


S.S. 

Med. 

Wage 

Maxi- 

Rate 

Rate 

Base 

mum 

Now  ... 

3.625% 

None 

$4,800 

$174.00 

1966  

4.0% 

0.35% 

5,600 

243.00 

1967  

4.0% 

0.50% 

5,600 

252.00 

1969  

4.4% 

0.50% 

5,600 

274.40 

1971  

4.4% 

0.50% 

6,600 

323.40 

1973  

4.8% 

0.55% 

6,600 

353.10 

1976  

4.8% 

0.60% 

6,600 

356.40 

1980  

4.8% 

0.70% 

6,600 

363.00 

1987  

4.8% 

0.80% 

6,600 

369.60 

Here 

is  how  the 

annual  Social  Security- 

“Medi- 

care  tax  paid  by  self-employed  persons  would  rise 

(physicians  would  be  included  in  this  tax) : 

S.S. 

Med. 

Wage 

Maxi- 

Rate 

Rate 

Rase 

mum 

Now  .... 

5.4% 

None 

$4,800 

$259.20 

1966  

6.0% 

0.35% 

5,600 

355.60 

1967  

6.0% 

0.50% 

5,600 

364.00 

1969  

6.6% 

0.50% 

5,600 

397.60 

1971  

6.6% 

0.50% 

6,600 

468.60 

1973  

7.0% 

0.55%e 

6,600 

498.30 

1976  

7.0% 

0.60% 

6,600 

501.60 

1980  

7.0% 

0.70% 

6,600 

508.20 

1987  

7.0% 

0.80% 

6,600 

514.80 

1308  PHENIX  AVE.  CRANSTON,  R.  I.  02910 


THE  AMERICAN  ASSOCIATION 
DF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


Wp2 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island's  only  Producer  of  Certified  Milk 
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BOOK  REVIEWS 


EXPERIENCE  IN  RENAL  TRANSPLANTA- 
TION by  Thomas  E.  Starzl,  Ph.D.,  M.D.  W.  B. 

Saunders  Company,  Philadelphia,  1964,  $17.00. 

This  book  of  approximately  380  pages,  mostly 
written  by  members  of  the  University  of  Colorado 
faculty,  is  probably  the  first  comprehensive  review 
of  the  subject  of  renal  transplantation.  The  book  is 
divided  into  three  parts.  The  first,  on  surgery,  in- 
volves the  techniques  respecting  both  donor  and 
recipient.  The  second  part  discusses  immunology 
and  the  pathological  changes  in  the  transplanted 
kidneys.  The  last  part  is  concerned  with  the  moral 
and  legal  implications  of  this  type  of  operation.  The 
surgical  section  outlines  criteria  for  selecting  of 
cases  suitable  for  transplantation.  Their  criteria 
may  not  be  acceptable  in  other  centers,  as  they 
point  out. 

Various  techniques,  now  fairly  standardized,  are 
described  in  a manner  which  should  be  very  useful 
to  those  interested  in  performing  this  procedure. 

On  the  subject  of  immunology  different  types  of 
rejection  and  immunosuppressive  therapy  are  dis- 
cussed. The  authors  point  out  that  as  time  goes  on 
better  knowledge  of  physiology  and  more  effective 
drug  therapy  will  be  available. 

There  is  a discussion  of  experimental  transplant 
from  baboon  and  monkey  to  man,  which  is  inter- 
esting, but  very  experimental.  This  material  too  will 
eventually  have  to  be  revised  as  more  is  learned. 

In  general  this  is  a book  on  a new  subject.  It  is 
very  enlightening  and  useful  for  the  student  inter- 
ested in  tissue  transplantation,  especially  renal 
transplantation,  but  is  far  from  being  a standard- 
ized textbook  on  the  subject.  The  book  contains 
excellent  drawings  and  photographic  reproductions 
of  renal  pathology.  But  reviewed  as  a book,  and 
not  as  a group  of  papers,  it  is  felt  that  there  are 
too  many  charts  and  graphs. 

On  the  whole,  this  is  an  excellent  compilation  of 
what  is  known  about  renal  transplantation. 

Daniel  S.  F.  Liang,  m.d. 


MASSAGE.  Principles  and  Techniques  by  Gertrude 
Beard,  R.N.,  R.P.T.,  and  Elizabeth  Wood,  A.M., 
M.S.,  R.P.T.  Illustrations  by  Vicki  Catalani. 
W.  B.  Saunders  Company,  Philadelphia,  1964. 
$6.00. 

In  the  foreword  to  Massage:  Principles  and  Tech- 
niques, Dr.  Paul  B.  Magnuson,  professor  of  Bone 
and  Joint  Surgery  at  Northwestern  University  tells 
us  that  “massage  requires  skilled  use  of  the  hands 


and  brain  for  its  curative  effects  — producing  or 
regaining  elasticity  of  tissues,  stimulating  blood, 
giving  the  patient  confidence  and  the  same  time 
giving  encouragement  and  psychological  stimula- 
tion to  use  the  part  that  is  disabled  — and  no  ma- 
chine can  substitute.” 

Certainly  most  of  us  agree  with  Doctor  Magnu- 
son here  and  again  when  he  proceeds  to  say  that 
massage  can  be  neglected  and  misused  unless  its 
scope  is  clearly  understood  and  its  methods  prop- 
erly applied.  For  this  purpose  and  for  that  of  pro- 
viding a suitable  text  on  massage  for  physical 
therapy  students  and  a ready  reference  for  other 
professional  persons,  the  Misses  Beard  and  Wood 
compiled  their  manual.  Its  one-hundred  and  forty- 
five  pages  contain  a brief  history  of  massage  and 
clearly  enumerate  the  principles,  effects  and  tech- 
niques of  the  latter.  Their  principles  of  general 
massage  closely  follow  the  Swedish  System  of  mas- 
sage utilized  by  Minna  Schmidt  of  Philadelphia 
and  those  of  local  massage  are  patterned  after  the 
Hoffa  method  presently  taught  at  Boston’s  Chil- 
dren’s Hospital. 

The  text  is  exceedingly  well  written,  tabulated 
and  illustrated,  but  deficient  in  its  lack  of  a list 
of  contraindications.  It  is  to  be  recommended  in 
as  much  as  it  fulfills  the  purpose  for  which  it  was 
written. 

Muriel  Gauthier,  b.a.,  r.p.t. 


ONE  SENTENCE  ESSAY 
Oddly  enough  the  greatest  praise  for  Britain’s 
N.H.S.  (National  Health  Service)  comes  from  a 
small  group  of  “advanced”  thinkers  in  the  U.S.A. 

. . . British  Medical  Journal, 
April  3,  1965 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 
_4  otli  eca  ri  ei 

Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 
140  Central  Avenue  Seekonk,  Mass. 
7 Registered  Pharmacists 
Pharmacy  License  No.  226 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Contraindications  and  Precautions:  Persons  with  a history  of 
porphyria  should  not  receive  barbiturates  in  any  form.  Adminis- 
tration in  the  presence  of  uncontrolled  pain  may  produce  excite- 
ment. Amytal  should  be  used  with  caution  in  patients  with  de- 
creased liver  function,  since  a prolongation  of  effect  may  occur. 
Warning— May  be  habit-forming.  Side-Effects:  Idiosyncrasy  or 
allergic  reactions  to  the  barbiturates  may  occur.  Dosage:  Doses 
should  be  individualized  for  each  patient.  The  usual  adult  seda- 
tive dosage  ranges  from  30  mg.  (1/2  grain)  to  50  mg.  (3/4  grain) 
two  or  three  times  daily. 


Additional  Information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  Indian- 
apolis, Indiana. 


AMYTAL & 

AMOBARBITAL  = 


button  to  the  practice  of  medicine 


(CHLORAMPHENICOL) 


COHPAHY.  CrtreX,  MtA/p*.  <«?» 

information  for  usage  available  to  physicians  upon  request. 


Lactinex 


TABLETS  & 
GRANULES 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1’ 3,4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4,  '' r*' ' 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman,  H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955.  ( 2 ) 
Poih,  E.J.:  The  J.A.M.A. , Vol.  163,  No.  15,  April  13,  1957. 
(5)  McGivney,  J. : Texas  Stale  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  ( 4 ) Stern,  F.  H.:  Jour,  of  The  Amer.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  ( 5 ) Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Oral  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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Happily, 

not  all  your  patients 
are  overweight 


but 

for  those  who  are . . . 


Bamadex 

d-amphetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 

Sequels 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hy  perexcitable  and  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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WHO  NEEDS  A BLOOD-GLUCOSE  DETERMINATION? 

Many  of  your  patients,  Doctor.  With  DEXTROSTIX®  Reagent  Strips,  estimating 
blood  glucose  takes  only  60  seconds.  The  test  can  be  used  for  screening  in 
every  physical  examination  and  emergency  situation.  DEXTROSTIX  isalso  use- 
ful for  checking  blood  glucose  in  pregnancy,  obesity,  peripheral  vascular  dis- 
ease, certain  endocrine  disorders,  patients  on  “thiazides”  and  other 
potentially  hyperglycemic  drugs,  diabetic  screening  and  manage- 
ment, and  other  conditions  where  hypo-  or  hyperglycemia  may  be  of 
clinical  significance.  □ Ames  Company,  Inc.,  Elkhart,  Indiana  ames 
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Your  patients  will  say 
“The  Pain  Is  Gone” 
when  you  prescribe 

4 EM  PI  RIN’  COM  PO  U N D 
with  CODEINE  gr.  l/2 


ioo 


‘EMPIRIN’f. 
Compound  Jo 


kith 


Codeine  Phosphate,  No.  3 

Eoch  tablet  contains 

Codeine  Phosphate  (32.4  mg.)  gr.  1/2 
Warning. — May  Be  Habit  Forming 
Phenacetin  gr.  2-1/2 

Aspirin  gr.  3-1/2 

Caffeine  < gr.  1/2 


eeded 

D DRY  1808 


^ BURROUGHS  WELLCOME  & CO. 

(U.S.A.)  Inc.,  Tuckahoe,  N.Y. 


‘EMPIRIN’  COMPOUND  with  CODEINE  gr.1/2  (No.  3) 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


-LQ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Doctor! 


Here's  A 
New  Car 
Leasing  Service 
With  Special 
Advantages 
for  Physicians  A 


Convenience  — Peace  of  Mind  — You 
will  always  have  a car  when  you  lease 
with  us.  We  will  loan  you  a new  car 
when  your  regular  leased  car  is  getting 
maintenance  or  repair  service.  And 
maintenance  is  provided  free  under 
your  lease.  That’s  not  all.  Your  new, 
1965  car  comes  complete  with  registra- 
tion, plates  and  insurance  ($100,000/ 
$300,000).  Your  only  expense  is  gas. 

Tax  Advantages  — completely  tax 
deductible  for  professional  use.  Other 
advantages  too.  Let  us  explain  details 
to  you  personally. 

Frees  Capital  — Need  funds  for  equip- 
ment, new  office  space?  No  capital 
investment  needed  when  you  lease 
from  us.  Monthly  payments  are  low. 

Widest  Model  Selection  — Any  Buick, 
Cadillac,  Chevrolet,  Oldsmobile,  Pon- 
tiac, Any  Ford  or  Chrysler  product. 
Even  more  . . . you  can  select  any  other 
make  and  model  car.  Immediate  availa- 
bility. 

For  more  information  phone,  or  have  a 
representative  call  on  you.  Or,  visit  us 
yourself.  See  our  wide  selection  of  cars 
and  get  full  details  at  the  same  time. 

* Testimonials  from  doctors  already  leasing 
from  us  are  available  for  your  inspection. 


EIII0TT 

Leotei  Co/i4,  m. 


635  Elmwood  Avenue,  Providence 
Phone:  467-6610 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\£f  Cr anbury,  N.J.  Cm-s76i 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  Washington  Office 
of  the  American  Medical  Association 


The  Public  Health  Services  Advisory  Committee 
on  Immunization  Practices  has  predicted  increased 
amounts  of  influenza  in  the  coming  season  (1965- 
1966). 

The  committee  again  recommended  immunization 
for  persons  in  groups  who  experience  high  mortality 
from  epidemic  influenza.  Vaccination,  the  commit- 
tee said,  should  begin  about  Sept.  1,  and  ideally  be 
completed  by  mid-December. 

“It  is  important  that  immunization  be  carried 
out  before  influenza  occurs  in  the  immediate  area 
since  there  is  a two-week  interval  before  the  devel- 
opment of  anti-bodies,”  the  committee  said. 

Groups  for  which  annual  immunization  were  re- 
commended : 

“(a)  Persons  at  all  ages  who  suffer  from  chron- 
ic debilitating  disease,  e.g.,  chronic  and  cardiovas- 
cular, pulmonary,  renal  or  metabolic  disorders;  in 
particular: 

“1.  Patients  with  rheumatic  heart  disease,  es- 
pecially those  with  mitral  stenosis. 

“2.  Patients  with  other  cardiovascular  disorders 
such  as  arteriosclerotic  heart  disease  and 
hypertension,  especially  those  with  evidence 
of  frank  or  incipient  cardiac  insufficiency. 

“3.  Patients  with  chronic  bronchopulmonary 
disease,  for  example,  chronic  asthma,  chron- 
ic bronchitis,  bronchiectasis,  pulmonary  fi- 
brosis, pulmonary  emphysema,  pulmonary 
tuberculosis. 

“4.  Patients  with  diabetes  mellitus  and  Addi- 
son’s disease. 

“(b)  Persons  in  older  age  groups. 

“(c)  Pregnant  women. 

“(d)  Patients  residing  in  Nursing  Homes, 
Chronic  Disease  Hospitals,  and  other  such  environ- 
ments should  be  considered  as  particular  risks  since 
their  more  crowded  living  arrangements  may  allow 
for  greater  spread  of  disease  once  an  outbreak  has 
been  established.” 

The  committee  reported  that  there  were  cases  of 
influenza  in  a majority  of  the  states  in  the  eastern 
two-thirds  of  the  country  during  last  season  (1964- 
1965)  but  that  the  amount  of  the  disease  in  the 
United  States  as  a whole  was  limited.  There  was  no 
major  epidemic  anywhere  in  the  country  and  most 
states  in  the  far  west  were  unaffected. 

The  committee  said  that  Type  A influenza  vi- 
ruses may  predominate  in  1965-1966  but  that  Type 
B outbreaks  also  could  be  expected. 


As  to  vaccine  efficacy,  the  committee  said: 

“Influenza  vaccine  has  consistently  shown  a sub- 
stantial protective  value  when  the  viruses  incorpo- 
rated in  the  vaccine  were  antigenically  similar  to 
those  causing  the  epidemic  disease.  Exceptions  to 
the  vaccines’  apparent  effectiveness  have  occurred 
in  instances  when  the  prevalent  virus  underwent  a 
major  antigenic  shift  after  vaccines  had  been  for- 
mulated. Careful  study  goes  into  the  annual  design 
and  updating  of  the  composition  of  influenza  vac- 
cines. The  final  selection  of  components  reflects  the 
best  judgment  regarding  a potent,  contemporary 
vaccine. 

“That  influenza  vaccine  prevents  mortality  from 
influenza,  particularly  among  the  aged  and  chroni- 
cally ill,  is  based  upon  inference.  It  is  presumed 
that  vaccine  protection  demonstrated  in  studies 
among  younger  persons  is  similar  among  the  aged 
and  chronically  ill,  the  group  at  particular  risk  of 
death  should  they  acquire  the  disease.  It  is  further 
assumed  that  such  protection  against  clinical  dis- 
ease serves  to  protect  them  also  against  mortality 
associated  with  epidemic  influenza.” 

^ ^ ^ 

Congress  has  approved  legislation  imposing  stiff 
Federal  controls  on  the  manufacture  and  sale  of 
amphetamine  and  barbiturate  tablets. 

The  American  Medical  Association  supported  the 
legislation  which  was  aimed  at  curtailing  use  of 
the  drugs  as  “pep  pills”  and  “goof  balls.” 

In  requesting  the  legislation.  Food  and  Drug 
Administration  Commissioner  George  P.  Larrick 
told  Congress  that  half  of  the  nine  billion  amphe- 
tamines and  barbiturates  manufactured  annually 
have  been  sold  on  the  black  market  to  teen-agers, 
truck  drivers  and  persons  searching  for  a substitute 
for  marijuana,  heroin  or  cocaine. 

The  version  of  the  legislation  as  finally  approved 
left  it  up  to  the  Secretary  of  Health,  Education  and 
Welfare  whether  he  utilizes  an  advisory  committee 
before  deciding  whether  depressant  or  stimulant 
drugs  have  a bad  effect  on  a person’s  personality. 
The  AMA  had  recommended  that  this  provision  be 
mandatory. 

The  new  law  also  requires  detailed  bookkeeping 
on  the  drugs  by  manufacturers  and  wholesalers. 
Druggists’  sales  records  of  the  pills  must  be  open 
for  inspection  bv  FDA  agents.  This  provision  aimed 
at  keeping  track  of  the  retail  distribution  of  the 
prescription  drug. 

(Continued  on  Page  406) 


IF  YOU  COULD  BUT  SEE  FAIN 


If  you  could  see  pain  itself— not  merely  the  re- 
action to  pain— how  much  more  accurately  you 
could  appraise  it!  How  much  better  you  could 
note  the  effectiveness  with  which  codeine— in 
safe,  low  dosage— can  confer  full  codeine  bene- 
fits, when  its  action  is  potentiated  by  simple 
analgesics,  and  enhanced  by  phenobarbital! 
This  is  what  Phenaphen  with  Codeine  provides, 
to  enable  you  to  "get  the  best  out  of  codeine” 


§ 


with  maximal  safety  from  the  risk  of  incurring 
codeine  side  effects.*  •••••••••••• 

Contraindications:  Hypersensitivity  to  any  in- 
gredient. Precautions:  As  with  all  phenacetin- 
containing  products,  avoid  excessive  or  pro- 
longed use.  Side  effects:  Side  effects  are  un- 
common-nausea, constipation  and  drowsiness 
have  been  reported.  ••••••••••••• 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA. 


PHENAPHEN  WITH  CODEINE 

Provides  the  basic  Phenaphen  formula,  plus  Codeine  phosphate  (Warning:  may  be  habit  forming)  in  three  strengths:  lA  gr.  (Phenaphen 
No.  2);  Vz  gr.  (Phenaphen  No.  3);  and  1 gr.  (Phenaphen  No.  4).  Basic  Phenaphen  formula:  Phenacetin  (3  gr.)  194.0  mg.;  Aspirin 
(2V2  gr.)  162.0  mg.;  Phenobarbital  0/4  gr.)  16.2  mg.  (Warning:  may  be  habit  forming);  and  Hyoscyamine  sulfate  0.031  mg. 
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.nothing,  that  is,  except  the 

sedative-antispasmodic  action  of  DON  NATAL' 


Functional  disturbances  of  gastrointestinal 
tone  and  motility  present  the  physician  with  an 
all  too  common  reaction  to  the  stressful  dilem- 
mas and  frustrations  of  modern  living.3’6 

For  their  dependable  control,  no  better  spas- 
molytic has  ever  been  discovered  than  the  nat- 
ural belladonna  alkaloids  in  combination  with 
phenobarbital,  as  in  Donnatal. 

Phenobarbital,  as  a mild  sedative,  has  the  ben- 
efit of  long  use  and  a reassuring  record  of  free- 
dom from  unexpected  and  untoward  reactions. 
In  allaying  subjective  tension,  it  helps  to  pre- 
vent emotional  stimuli  from  provoking  or  in- 
tensifying visceral  spasm. 


The  natural  belladonna  alkaloids  in  Donnatal— 
conforming  to  the  classic  formulation  by  Voll- 
mer5  — selectively  include  only  the  therapeuti- 
callydesired  alkaloids  in  preciselyand  optimally 
balanced  ratio.  The  clinical  uncertainties  of  the 
variable  tincture  and  extract  of  belladonna  are 
thus  avoided. 

Further,  a recent  pharmacological  study  has 
confirmed  that  the  antispasmodic  effectiveness 
of  the  belladonna  alkaloids  in  Donnatal  is 
measurably  potentiated  by  the  presence  of  phe- 
nobarbital.8 

Over  the  years,  the  professional  consensus  has 
reflected  broad  clinical  confidence  in  the 
marked  benefits  to  be  achieved  by  Donnatal  in 
a wide  range  of  visceral  disorders ...  in  peptic 
ulcer,1’6  functional  bowel  distress,1  gastroin- 
testinal spasm  and  discomfort,2  and  other  func- 
tional disturbances  of  visceral  smooth  muscle. 


CONTRAINDICATIONS:  Glaucoma,  advanced  renal  or  he- 
patic disease  or  hypersensitivity  to  any  of  the  ingredients. 
PRECAUTIONS:  Administer  with  caution  to  patients  with 
incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy. 

SIDE  EFFECTS:  Blurring  of  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may  occur 
at  higher  dosage  levels,  rarely  at  the  usual  dose. 

*This  one  at  Oak  Creek,  Castle  Rock,  Arizona 


References:  1.  Hock,  C.  W.:  Clin.  Med.  8:1932,  1961.  2.  Marks,  L.: 
Am.  J.  Gastroenterol.  27:180,  1957.  3.  Palmer,  W.  L.,  and  Kirsner, 
J.  B.:  Therapeutics  in  Internal  Medicine,  2nd  ed.r  F.  A.  Kyser,  Ed., 
Hoeber,  New  York,  1953,  p.  368.  4.  Ryan,  J.  P.,  Jenkins,  H.  J.  and 
Robinson,  S.  M.:  J.  Pharmaceut.  Sciences  53(9):1084,  1964. 
5.  Vollmer,  H.:  Arch.  Neurol.  & Psychiat.  43:1057,  1940.  Abst. 
J.A.M.A.  115:333,  1940.  6.  Wharton,  G.  K„  Balfour,  D.  C.,  Jr.,  and 
Osman,  K.  I.:  Postgrad  Med.  21:406,  1957. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 


Prescribed  by  more  physicians 
than  any  other  antispasmodic 
— well  over  5 billion  doses! 


Donnatal 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.1037  mg. hyoscyamine  sulfate  0.3111  mg. 

0.0194  mg atropine  sulfate  0.0582  mg. 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.0065  mg.  hyoscine  hydrobromide  0.0195  mg. 
16.2  mg.  (%  gr.)  phenobarbital  (%  gr.)  48.6  mg. 

(Warning:  May  be  habit  forming.) 


406 


RHODE  ISLAND  MEDICAL  JOURNAL 


WASHINGTON  SCENE 

(Concluded  from  Page  404) 

The  record-keeping  and  inspection  provisions  will 
not  apply  to  licensed  physicians  with  respect  to 
drugs  received  and  used  in  the  course  of  their  prac- 
tice, unless  the  practitioner  regularly  engages  in 
dispensing  the  drug  to  his  patients  for  which  they 
are  charged,  either  separately  or  together  with 
charges  for  other  professional  services. 

In  its  reports,  the  House  and  Senate  committees 
stated  that  the  legislation  was  intended  “to  require 
record-keeping  and  to  permit  inspection  in  the  case 
of  those  physicians  who  maintain  a supply  of  phar- 
maceuticals or  medicinals  in  their  offices  from 
which  they  compound  prescriptions  for  their  pa- 
tients for  a fee.”  The  House  committee  report  con- 
tained identical  language. 

The  new  law  also  provides  that  a prescription  for 
a depressant  or  stimulant  drug  cannot  be  filled  or 
or  refilled  more  than  six  months  after  its  date  of 
issue,  nor  can  such  a prescription  be  refilled  more 
than  five  times.  However,  a physician  can  renew 
the  prescription  either  in  writing  or  orally,  if 
promptly  reduced  to  writing  and  filed  by  the  phar- 
macist filling  it. 

* * * 

Congress  has  approved  legislation  to  require  a 
health  warning  cn  all  cigarette  packages. 

The  compromise  legislation,  worked  out  by 
House-Senate  conferees  last  week,  would  bar  any 
similar  warning  in  cigarette  advertising  for  four 
years. 

The  warning  required  by  the  legislation  reads: 
“Caution:  cigarette  smoking  may  be  hazardous  to 
your  health.” 

The  new  law  leaves  to  the  manufacturer's  dis- 
cretion the  exact  location  of  the  warning  but  says 
it  must  be  in  a conspicuous  place.  It  also  requires 
that  the  warning  must  appear  in  conspicuous  and 
legible  type  in  contrast  by  typography,  layout  or 
color  with  other  printed  matter  on  the  package. 

The  prohibition  against  any  action  by  any  gov- 
ernment agency  in  regard  to  cigarette  advertising 
applies  most  directly  to  the  Federal  Trade  Commis- 
sion. 

The  FTC  had  announced  plans  to  reauire  ciga- 
ret  advertising  to  be  accompanied  by  a health  warn- 
ing similar  to  that  which  the  legislation  reauires 
on  the  package. 

If  no  further  legislation  is  passed  bv  Congress 
bv  Tuly  1,  1969.  the  FTC  will  be  free  to  go  ahead 
with  its  advertising  proposal. 

During  the  next  four  vears,  the  FTC  and  the 
Department  of  Health.  Education  and  Welfare  will 
submit  periodic  reports  to  Congress  on  whether  the 
package  label  has  any  effect  on  cigarette  consump- 
tion. 


Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Swartz,  C.,  et  al.:  Circulation 
28:1042,1963. 

(m) 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3515 


/grotoir 

id  of  chlorthalidone 


In  terms  of  sodium  excretion,  2 tablets  of  Hygrotor 
brand  of  chlorthalidone,  are  significantly  more 
potent  than  4 tablets  of  chlorothiazide,  and  also 
more  potent-though  not  significantly-than  4 
tablets  of  hydrochlorothiazide.*  Thus,  tablet  for 
tablet,  you  can  expect  more  from  Hygroton,  brand 
of  chlorthalidone.  Especially  since  it  acts  for  up 
to  72  hours.  You  can  prescribe  fewer  tablets  at 
wider  intervals  than  with  any  other  diuretic. 
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private 

practice 


TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routine  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  under  physician  supervision 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


9635-5 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use-Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


I Squibb  Quality-the  Priceless  Ingredient 


when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  nunr 
ber  of  circumstances  can  unleash  it.  Keep  Atarax  i 
mind  for  all  your  emotionally  distressed  patients  — fror 
under  6 to  over  60. 


for  any  age— for  any  stage  of  anxiet 


(hydroxyzine  HCI) 


tablets 

syrup 

parenteral 


. . . In  any  condition  where  tissue  depletion  of  the  water 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 


! effects  and  precautions:  The  transitory 
wsiness  which  may  occur  with  hydroxyzine 
usually  disappears  spontaneously  in  a few 
s with  continued  therapy,  or  is  correctable 
dosage  reduction.  Dryness  of  the  mouth  may 
seen  with  higher  doses.  Involuntary  motor 
vity  has  been  reported  in  hospitalized 
ents  on  higher  than  recommended  doses, 
liroxyzine  HCI  may  potentiate  CNS  depres- 
ts,  narcotics  such  as  meperidine,  barbitu- 
s,  and  anticoagulants.  In  conjunctive  use, 
age  for  these  drugs  should  be  decreased, 
ause  drowsiness  may  occur,  patients  should 
cautioned  against  driving  a car  or  operat- 
dangerous  machinery.  Parenteral  Solution 
:autions  and  contraindications:  This  dosage 
a is  intended  only  for  I.M.  or  I.V.  adminis- 
lon  and  should  not,  under  any  circum- 
ices,  be  injected  subcutaneously  or  intra- 
rially.  When  the  usual  precautions  for  I.M. 
ction  have  been  followed,  reports  of  soft 
ie  reactions  have  been  rare.  I.V.  adminis- 
on  should  be  slow,  no  faster  than  25  mg. 
minute,  and  should  not  exceed  100  mg.  in 
single  dose.  Particular  care  should  be  used 
lsure  injection  only  into  intact  veins;  a few 
tnces  of  digital  gangrene  occurring  distal 
he  njection  site  have  been  attributed  to 
Ivertent  intraarterial  injection  or  periarte- 
extravasation,  both  of  which  should  be 
ided.  More  detailed  professional  informa- 
available  on  request. 


PHYSICIAN  REPRESENTATION 
IN  AREAWIDE  HOSPITAL 
PLANNING  AGENCIES 

“.  . . the  medical  profession  has  inadequate 
representation  on  many  state  Hill-Burton  ad- 
visory councils  and  areawide  planning  agen- 
cies ...  In  some  of  the  councils  and  agenciies 
the  medical  society  is  not  provided  the  oppor- 
tunity of  making  nominations  for  appoint- 
ment and  in  others  there  are  no  physician 
members.  Adequate  physician  representation 
can  only  be  assured  if  physician  members  are 
appointed  from  a list  of  nominees  recommend- 
ed by  the  appropriate  medical  society  , . . 
about  half  the  states,  for  which  information 
is  available,  do  not  invite  recommendations 
from  state  medical  associations  for  physician 
members  on  their  councils.  Similarly,  about 
half  the  local  planning  agencies  do  not  ask 
that  their  physician  members  be  nominated 
by  the  local  medical  society  . . . that  the  pro- 
cedure for  selecting  representation  on  state 
advisory  councils  and  local  planning  agencies 
requires  urgent  action  . . . 

(Underscoring  added) 

. . . Excerpted  from  the  Report  to  the  American 
Medical  Association  House  of  Delegates, 
June,  1965 


...  “In  the  minds  of  many  people,  pending 
legislation  (the  Medicare  act)  has  implica- 
tions for  significantly  greater  utilization  of 
health  facilities.  This  factor  may  well  require 
a sharp  shift  in  the  focus  of  planning  with 
subsequent  emphasis  on  sufficiency  and  distri- 
bution of  facilities  if  we  are  to  achieve  bal- 
ance in  terms  of  availability,  quality  and  cost. 
Availability  and  quality  should  have  prece- 
dence over  cost.” 

— Abstrated  from  editorial  on  “The  “Pros” 
of  Areawide  Planning,  Journal  of  the 
AMA,  July  5,  1965 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 
$poth  eca  re  cs 

Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 
140  Central  Avenue  Seekonk,  Mass. 
7 Registered  Pharmacists 
Pharmacy  License  No.  226 
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DERMAQUIZ 

Conducted  by  Francesco  Ronchese,  m.d. 


A group  of  blisters  on  a woman’s  palm  and  on  a man’s  perineum  developed  overnight, 
accompanied  by  a great  deal  of  pain.  The  distribution  is  sharply  unilateral. 

For  diagnosis,  turn  to  page  450. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say  things  go 

better,! 

^with 

Coke 


TRAOE  MARK 


1308  PHENIX  AVE. 


CRANSTON,  R.  I.  02910 


THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


jtfpS 


iatlfl 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 
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Lomotil 


INITIAL  LOMOTIL  LIQUID  DOSAGE* 

Age 

3-6  mo Va  tsp.  Ud.  (3  mg.)  . . i 

6-12  mo Va  tsp.  q.Ld.  (4  mg.)  4 4 * » . . . I 

J.gyf tsp.  5 times  daily  (5  mg.)  ...  * 

2-5  1 tsp.  t.i.d.  (6  mg.)  , , * „ 

5-8 1 tsp.  q.l.d.  (8  mg.)  ***,..  1 I 

i k times  daily  (10  mg-)  I • • • • 

™ 2 tsp.  5 times  daily  (20  mg.)|J  ||  ||  11  H 

AdU  t (or  2 tablets  q-i-d.)  ee  »e 

*B^»*“’"“S,SS«'|-  "n  llie 



LOMOTII-  tablets/liquid 

Each  tablet  and  each  5 cc.  of  liquid  contains.  2.5  mg. 

diphenoxylate  hydrochloride  

(Warning:  May  be  habit  formi  g)  0.025  mg. 

| atropine  sulfate 

j Sit  an  exempt  be”  "win  ffijJSE'SS 

I Cautions  and  Side  Effects  but  among  those  reported  are  gastrointestinal  i 

Side  effects  are  relatively  uncom^^  manifestations,  restlessness  and 1 msomn , . 

tion,  sedation,  dizziness  cutane0  hydr0chloride  with  atropine  sulfate, 

i 
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MATERNAL  MORTALITY  IN  RHODE  ISLAND  — A FIVE  YEAR  STUDY 

Rhode  Island  Has  Excellent  Maternal  Mortality  Record , Blit 
Avoidable  Factors  Persist 

Stanley  D.  Davies,  m.d.  and  J.  Kenneth  Beezer,  m.d. 


The  Authors.  Stanley  D.  Davies,  M.D.,  Chairman,  Ma- 
ternal Health  Committee , R.I.  Medical  Society;  Senior 
Consulting  Staff,  Lying-In  Hospital,  Providence , R.I.; 
Chief,  Department  of  Obstetrics  and  Gynecology , Kent 
County  Memorial  Hospital,  Warwic\,  R.I. 

/.  Kenneth  Beezer,  M.D.,  Secretary,  Maternal  Health 
Committee,  R.I.  Medical  Society;  Assistant  Surgeon, 
Out-Patient  Department,  Department  of  Obstetrics  and 
Gynecology , Providence  Lying-In  Hospital,  Providence, 
R.I.;  Assistant  Surgeon,  Department  of  Gynecology , 
Rhode  Island  Hospital,  Providence,  R.I. 


Although  Rhode  Island  was  one  of  the  first 
states  to  establish  a Maternal  Mortality  Com- 
mittee, we  have  been  very  remiss  in  contributing  to 
medical  literature  on  this  subject.  Perhaps  one  of  the 
reasons  for  this  is  that  being  a small  state  we  have 
been  reluctant  to  publish  any  case  studies,  as  other 
states  do.  for  fear  of  encouraging  litigation.  In  1964 
the  Rhode  Island  General  Assembly  passed  a bill 
(H-1055)  which  should  permit  the  committee  to 
take  a more  active  part  in  the  education  of  the  pro- 
fession and  public  still  further  to  lower  maternal 
mortality  rates. 

Graphs  I and  II  show  how  the  maternal  death 
rate  in  Rhode  Island  has  declined  since  1915  and 
how  it  compares  favorably  with  national  statistics. 
Many  factors  have  contributed  to  this  dramatic  fall 
in  rate,  but  the  most  marked  change  occurred  fol- 
lowing the  establishment  of  the  Maternal  Mortality 
Committee  in  1931.  The  other  lesser  declivities  rep- 
resent the  discovery  of  the  sulfa  drugs  and  antibi- 
otics, a gradual  trend  toward  hospital  deliveries, 
establishment  of  hospital  blood  banks,  better  train- 
ing in  obstetrics,  improved  surgical  techniques,  and 
better  anesthesia. 

Each  year  we  have  given  an  annual  report  in  this 
Journal  of  our  maternal  death  studies.  However, 
the  number  of  cases  has  become  so  small  that  we 
can  no  longer  use  any  single  year  to  estimate  per- 
centages or  rates  for  the  purpose  of  comparing  our 
statistics  with  those  cf  other  states.  Consequently, 
one  of  the  purposes  of  this  report  is  to  make  a five 

From  the  Studies  of  the  Maternal  Mortality  Com- 
mittee of  the  Rhode  Island  Medical  Society. 


year  survey  in  order  that  the  number  will  be  of  a 
size  to  make  our  statistics  more  valid. 

A maternal  death  is  defined  as  a death  of  any 
patient  who  is  pregnant  or  expires  within  ninety 
days  after  the  termination  of  her  pregnancy.  These 
deaths  may  be  broken  down  into  three  categories: 

1)  Direct  Obstetric  Deaths,  2)  Indirect  Obstetric 
Deaths,  3)  Non-related  Maternal  Deaths.  The 
American  Medical  Association's  “Guide  for  Mater- 
nal Death  Studies”  states  that  only  direct  obstetric 
deaths  should  be  used  in  calculating  the  maternal 
death  rate,  but  some  of  the  marternal  mortality 
committees  do  include  both  direct  and  indirect 
deaths  in  computing  their  statistics.  This  tends  to 
cause  some  confusion  when  we  compare  our  rates 
with  those  of  other  States. 

Since  its  inception  in  1931,  our  committee  has 
gradually  grown  to  include  fifteen  members  with 
representatives  from  each  hospital  in  the  state  that 
does  any  appreciable  volume  of  obstetrics.  Because 
the  committee  considers  all  problems  related  to 
pregnancy,  its  name  has  now  been  changed  to  the 
Maternal  Health  Committee  of  the  Rhode  Island 
Medical  Society.  However,  its  primary  function 
continues  to  be  the  investigation  of  all  maternal 
deaths  occurring  in  the  state.  The  objectives  of  the 
committee  are  as  follows: 

1)  To  classify  the  deaths  into  three  categories 
mentioned  above. 

2)  To  determine  by  careful  study  which  deaths 
may  have  had  avoidable  factors. 

3)  To  assign  the  responsibility,  where  possible, 
to  the  proper  person  or  persons.  This  may  be  the 
attending  physician,  a consultant,  the  anesthesiolo- 
gist, the  nurse,  the  hospital,  the  patient,  or  any 
combination  of  these. 

4)  To  make  recommendations  to  the  responsible 
party. 

5)  To  keep  a record  of  these  case  studies  with 
the  comments  of  the  committee  so  that  they  may 
be  of  value  for  teaching. 

6)  To  prepare  periodic  statistical  analyses  of  all 
maternal  deaths  in  Rhode  Island  for  comparison 
with  other  states. 

(Continued  on  next  page) 
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In  using  the  term  avoidable  we  do  not  imply 
neglect,  but  merely  stress  that  under  ideal  condi- 
tions, with  adequate  assistance,  consultation  and 
proper  facilities,  better  results  might  have  ensued. 
These  studies  by  the  committee  are  not  to  discipline 
anyone,  and  no  disciplinary  action  ever  was  or  is 
intended  as  a result  of  the  findings.  The  primary 
purpose  of  the  committee  is  through  education  to 
improve  our  obstetrical  care  throughout  the  state. 
By  having  representation  on  the  committee  from 
the  majority  of  the  hospitals  we  are  able  in  a 
diplomatic  manner  to  carry  our  discussions  and  de- 
cisions back  to  the  hospitals  and  personnel  involved. 
This  seems  to  have  been  more  satisfactory  than 
writing  a letter  to  the  attending  physician  which 
might  offend  or  antagonize  him.  Over  the  years  our 
rapport  with  practicing  obstetricians  and  hospitals 
has  improved  greatly,  and  we  are  very  appreciative 
of  their  cooperation  in  these  studies. 

We  now  have  on  file  case  summaries  of  all  of  the 
deaths  in  the  past  five  years  with  classifications, 
avoidable  factors,  responsible  parties,  and  comments 
or  criticisms  of  the  committee.  These  case  studies 
will  be  invaluable  for  instructing  our  nurses,  stu- 
dents, interns,  and  residents  in  the  future.  Cases 
are  all  identified  by  number,  and  every  effort  is 
made  to  preserve  anonymity. 
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TABLE  I 

Statistics  for  196<9  through  1964 

Total  live  births  in  Rhode  Island  92,258 

Total  Maternal  Deaths  41 

Direct  Obstetric  Deaths  18 

Indirect  Obstetric  Deaths  11 

Nonrelated  Deaths  10 

Unclassified  2 

Place  of  Death 

Hospital  34 

Home  7 

Type  of  Delivery 

Operative  18 

Nonoperative  13 

Not  delivered  10 

Route  of  Delivery 

Vaginal  22 

Cesarean  8 

Not  delivered  9 

Laparotomy  (ectopic)  2 

Period  of  Gestation  (When  death  occurred) 

Before  20  weeks  10 

20th  to  28th  week 2 

28th  to  37th  week  7 

37th  week  through  term  18 

Portpartum  or  postabortal  4 

Classification  of  Preventability  in  Indirect 
andDirect  Obstetric  Deaths 
Non  preventable  12 

Preventable  (avoidable  factors)  17 

Responsibility  of : 

Patient  5 

Attending  physician  8 

Hospital  1 

Consultant  1 

Anesthetist  2 

Precentage  Preventable  59% 


The  statistics  for  the  years  1960  through  1964 
listed  in  Tables  I and  II  make  interesting  data 
when  we  compare  them  with  studies  from  other 
states. 

As  is  shown  in  Table  III,  the  usual  triad  of 
causes  of  death  are  undergoing  a gradual  change. 
Whereas  infection,  hemorrhage,  and  toxemia  always 
ranked  about  equally  and  formerly  caused  90  per 
cent  of  deaths,  hemorrhage  now  is  by  far  the  leading 
cause.  Inquiry  among  the  ten  hospitals  in  the  state 
that  do  the  most  of  the  deliveries  showed  that  they 
all  have  blood  banks  and  fibrinogen  available  in 
the  hospital.  In  spite  of  this,  we  are  losing  mothers 
from  hemorrhage.  All  too  frequently  the  committee 
inquiry  indicates  “too  little  and  too  late.”  It  should 
be  the  duty  of  every  hospital  to  look  into  this  prob- 
lem and  see  what  can  be  done  to  act  more  promptly. 

In  some  cases  it  would  have  been  very  helpful  to 
have  a laboratory  technician  on  duty  in  the  hospital 
( Continued  on  next  page) 

TABLE  II 

CAUSES  OF  DEATH 


A.  Direct  Obstetric  Deaths 

Hemorrhage 

Rupture  of  uterus  4 

Ectopic  3 

Abruptio  placentae 2 

Postpartum  atony  1 

Extrauterine  hematoma  1 

11 

Infection 

Abortion,  alleged  criminal  1 

Ectopic  with  sepsis  and  multiple 
septic  pulmonary  emboli  1 

Thrombophlebitis  with  pulmonary 
embolus  1 

Toxemia 

Eclampsia  1 

Anesthesia  2 

Pulmonary  embolism 
Amniotic  fluid  embolism  1 

B.  Indirect  Obstetric  Deaths 

Cardiac 

Subacute  bacterial  endocarditis  2 

Rheumatic  heart  disease  1 

Coarctation  of  aorta  1 

Primary  pulmonary  hypertension  1 

Pulmonary  Complications 
Lobar  Pneumonia  1 

Staphyloccic  pneumonia  with 
pulmonary  infarction  1 

Appendicities  with  rupture  2 

Miscellaneous 

Postabortal  psychosis  with  suicide  1 

Unclassified  liver  disease  1 

C.  Nonrelated  Deaths 

Suicide  2 

Ruptured  cerebral  aneurysm  3 

Meningitis  1 

Epilepsy  1 

Reticular  cell  sarcoma  1 

Hodgkins  disease  1 

Porphyrinuria  1 

Unclassified  2 


Maternal  Mortality  Rate  for  R.  I.  1960-1964  — 1.95 
(Number  of  direct  obstetric.!  deaths  per  10,000  live 
births) 
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throughout  24  hours.  In  the  case  of  hemorrhagic 
shock  an  immediate  transfusion,  even  with  Group 
O Rh  negative  blood  neutralized  with  Witebsky’s 
solution,  may  be  life-saving  in  an  emergency.  This 
can  be  followed  with  blood  of  the  proper  group  and 
Rh  factor  when  available.  In  the  presence  of  hem- 
orrhage, shock  will  occur  if  prompt  action  is  not 
taken,  and  this  may  well  be  followed  by  the  serious 
complications  of  hypofibrinogenemia  and  anuria. 
Eighty  per  cent  of  the  hospitals  in  Rhode  Island 
have  recovery'  rooms  for  cesarean  section  cases, 
whereas  in  general  in  the  United  States  they  are 
provided  in  only  forty  per  cent  of  hospitals.  Fifty 
per  cent  of  our  hospitals  have  recovery  rooms  for 
vaginal  deliveries  which  undoubtedly  helps  to  detect 
uterine  atony  and  other  hemorrhagic  complications 
promptly.  There  are  no  national  statistics  as  to  this 
latter  facility. 

Infection  has  declined  markedly  since  the  dis- 
covery of  antibiotics.  We  are  now  confronted  with 
the  problem  of  antibiotic  resistant  organisms  and 
have  over  the  past  several  years  lost  patients  from 
bizarre  types  of  infections.  Septic  shock  from  crimi- 
nal abortion  is  throughout  the  country  a major 
cause  of  mortality.  However,  we  have  had  only  one 
death  from  this  in  Rhode  Island  in  five  years.  The 
problem  of  morbidity  from  criminal  abortions  still 
exists,  but  apparently  wye  are  treating  these  cases 
more  promptly  and  effectively. 

The  third  major  cause  in  the  past  was  toxemia. 
We  have  had  only  one  toxemic  death  in  this  five 


year  survey  period,  which  is  a remarkable  record. 
In  the  South,  toxemia  is  still  a major  cause  of 
death  due  to  poor  living  conditions,  illiteracy,  and 
inadequate  prenatal  care  in  certain  segments  of  the 
population. 

Cardiac  and  cardiovascular  deaths  are  increasing 
in  percentage  merely  because  other  causes  are  di- 
minishing. There  is  less  that  we  can  do  to  prevent 
these  catastrophies.  Probably  the  only  solution  is  for 
the  high  risk  patient  with  cardiovascular  disease  to 
avoid  pregnancy  in  her  later  years  when  the  danger 
of  mortality  increases  markedly. 

Throughout  the  country  anesthesia  now  ranks  in 
fifth  place  as  a cause  of  maternal  mortality.  This 
is  because  more  and  more  patients  are  demanding 
pain  relief  compared  to  years  ago  when  the  partu- 
rient was  delivered  in  the  home  with  no  anesthesia. 
Of  the  fourteen  million  anesthetics  given  in  the 
United  States  every  year  over  three  million  are  ob- 
stetric. The  surgical  anesthesias  are  given  with 
proper  preoperative  preparation  and  by  qualified 
anesthesiologists.  Most  of  the  obstetric  anesthesias 
throughout  the  country  are  given  by  a student,  a 
nurse,  an  intern,  or  a resident  who  may  well  lack 
proper  qualifications  to  administer  anesthesia  or 
may  be  totally  inadequate  to  handle  a serious  emer- 
gency. A patient  comes  into  the  hospital  after  a full 
meal  and  with  her  labor  the  emptying  time  of  her 
stomach  is  reduced.  Many  patients  do  not  have 
proper  preoperative  medication.  Many  of  the  deaths 
are  due  to  inhalation  of  the  vomitus  with  general 
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19  46 

19  56 

I960  - 64 

INFECTION 

3 5 % 

9% 

16  % 

HEMORRHAGE 

3 0 % 

17  % 

6 1 % 

TOXEMIA 

2 5 % 

24  % 

5 % 

ALL  OTHER 

10  % 

5 0 % 

18  % 
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anesthesia.  However,  saddle  anesthesia  given  by 
someone  not  qualified,  or  by  the  obstetrician  who 
goes  to  the  other  end  of  the  table  to  perform  his 
real  function,  may  cause  a catastrophe.  The  per- 
centage of  maternal  deaths  from  anesthesia  through- 
out the  United  States  ranges  from  3 per  cent  to  15 
per  cent.  We  have  had  only  two  cases  in  this  survey 
where  anesthesia  may  have  been  a factor. 

In  1951  the  Providence  Lying-In  Hospital,  where 
40  per  cent  of  the  State’s  births  occur,  established 
an  obstetric  anesthesia  service.  Gradually  the  other 
hospitals  have  followed  and  are  providing  anesthesia 
also.  It  is  quite  noticeable  that  the  hospitals  that 
have  adequate  anesthesia  coverage  have  fewer  ob- 
stetric deaths  from  all  causes.  This  is  because  the 
anesthesiologist  is  valuable  not  only  for  giving  an- 
esthesia, but  also  in  helping  with  the  treatment  of 
hemorrhage,  shock,  eclampsia,  cardiac  arrest,  and 
other  lethal  complications.  Just  as  teamwork  is 
important  in  the  surgical  operating  room,  so  is  it 
important  also  to  have  present  at  the  delivery  a 
well-qualified  obstetric  nurse  and  a well-trained  an- 
esthesiologist to  aid  the  obstetrician  in  the  various 
emergencies  which  may  occur  with  the  mother  and 
newborn  infant. 

In  Table  IV,  Group  I includes  the  hospitals  having 
twenty-four  hour  coverage  by  anesthesiologists  who 
stay  at  or  are  within  five  minutes  travel  distance 
from  the  hospital.  Group  II  includes  the  other  hos- 
pitals where  the  anesthesia  is  given  by  a nurse,  an 
intern,  a resident,  an  obstetrician,  or  if  a serious 
problem  case  arises,  an  anesthesiologist  is  called  in. 


I’he  statistics  in  Table  IV  seem  quite  conclusive  as 
to  the  role  of  the  anesthesiologist  in  preventing  ma- 
ternal mortality. 

In  the  years  of  our  survey  there  were  three  hos- 
pitals which  had  full  time  coverage.  There  are  now 
five  hospitals  with  this  coverage.  This  means  that 
77  per  cent  of  babies  born  in  Rhode  Island  are 
delivered  with  an  anesthesiologist  in  attendance.  In 
a survey  of  obstetric  anesthesia  in  the  United  States 
in  1962,  Phillips  and  Frazier4  found  that  only  13.7 
per  cent  of  the  hospitals  were  able  to  provide 
twenty-four  hour  coverage  by  anesthesiologists. 

Whereas  most  statistics  show  that  throughout  the 
country  between  70  and  80  per  cent  of  obstetric 
deaths  are  preventable,  only  59  per  cent  of  those 
in  Rhode  Island  were  judged  by  the  committee  as 
having  avoidable  factors.  Also,  in  recent  years  we 
are  finding  an  increasing  percentage  of  deaths  where 
there  has  been  neglect  by  the  patient  herself.  Perhaps 
something  can  be  done  about  educating  the  public 
and  the  patient  in  the  importance  of  seeking  pre- 
natal care  and  following  advice  properly.  There  is 
an  abundance  of  articles  in  the  lay  journals  about 
childbirth.  Many  of  these  do  more  harm  than  good 
because  they  are  written  by  authors  who  merely 
want  to  write  something  that  is  dramatic  and  that 
will  catch  the  reader's  attention.  The  recent  articles 
in  Red  Book  sponsored  by  The  American  College  of 
Obstetricians  and  Gynecologists  are  a trend  in  the 
right  direction  toward  educating  the  public  and  im- 
proving the  quality  of  reading  material  in  the  lay 
(Continued  on  next  page) 
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press  and  magazines.  However,  there  is  always  the 
problem  that  the  type  of  patient  who  will  read  these 
articles  is  not  the  one  who  needs  this  information 
most. 

The  obstetric  death  rate  (more  commonly  re- 
ferred to  as  the  maternal  death  rate)  is  defined  as 
the  number  of  maternal  deaths  due  to  direct  ob- 
stetric causes  per  ten  thousand  live  births.  Through- 
out the  world,  in  some  of  the  underdeveloped  coun- 
tries, the  obstetric  or  maternal  death  rate  is  said  to 
run  as  high  as  300.  Vital  statistics  in  most  countries 
are  not  kept  as  accurately  as  in  the  United  States, 
so  that  it  is  hard  to  compare  our  rate  with  that  of 
other  countries.  As  far  as  can  be  determined,  the 
United  States  has  one  of  the  lowest  maternal  death 
rates  in  the  world.  The  Division  of  Vital  Statistics 
of  the  Rhode  Island  Department  of  Health  states 
that  for  the  years  1960,  1961,  and  1962,  Rhode 
Island  averaged  the  lowest  mortality  rate  of  any 
state  in  the  nation.  This  is  probably  due  to  a com- 
bination of  factors  of  which  many  have  been  men- 
tioned already.  Tompkins  showed  that  in  “remote 
areas”  of  Canada,  there  was  a high  mortality  rate. 
Rhode  Island  is  a small  state  with  a concentrated 
population.  All  of  our  planned  deliveries  occur  in 
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the  hospital.  Any  obstetric  problem  is  always 
within  easy  reach  of  proper  adequate  hospital  care 
and  consultation.  Throughout  the  United  States  it 
is  stated  that  65  per  cent  of  the  deliveries  are  done 
by  the  general  practitioner.  In  Rhode  Island  quite 
the  opposite  is  true.  Only  31  per  cent  of  the  deliv- 
eries are  done  by  the  family  physician,  and  he  al- 
ways has  a consultant  available  if  a problem  arises. 
In  a small  state  only  one  or  two  problem  cases  can 
cause  our  statistics  to  appear  less  favorable.  How- 
ever, at  least  as  indicated  in  Table  V for  1960,  1961, 
and  1962,  Rhode  Island  seems  to  have  been  the 
safest  place  in  the  world  to  have  a baby. 

SUMMARY 

A survey  of  41  maternal  deaths  in  Rhode  Island 
during  the  years  1960  through  1964  has  been  pre- 
sented. These  deaths  have  been  reviewed  by  the 
Maternal  Health  Committee  of  the  Rhode  Island 
Medical  Society,  which  was  first  formed  in  1931. 
The  maternal  mortality  rate  has  dropped  from  78 
per  10,000  live  births  in  1930  to  1.7  in  1964.  The 
causes  of  death  have  changed  over  the  years,  but 
hemorrhage  has  not  shown  the  proportionate  decline 
(Concluded  on  Page  426) 
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STATE 

RATE 

LOWEST  RANK 

UNITED  STATES 

3.64 

— 

RHODE  ISLAND 

1.27 

1 

RHODE  ISLAND 

1.27 

1 

MINNESOTA 

1.32 

2 

VERMONT 

1.43 

3 

IOWA 

1.85 

4 

NEBRASKA 

2.0  4 

5 

(THE  NUMBER  OF  MATERNAL  DEATHS  DUE  TO  DIRECT  OBSTETRIC 
CAUSES  PER  10,000  LIVE  BIRTHS.  ) 
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HYPERCALCEMIC  SYNDROME  IN  BREAST  CANCER 

Syndrome , Often  Overlooked , Can  Usually  Be  Controlled 
By  Simple  Therapeutic  Measures 

Banice  M.  Webber,  m.d. 


The  Author.  Bemce  M.  Webber,  M.D.,  Associate  Sur- 
geon, Department  of  Surgery,  Miriam  Hospital,  Provi- 
dence, Rhode  Island. 


In  spite  of  recent  advances  in  the  early  detec- 
tion and  diagnosis  of  malignant  disease,  the  re- 
sults of  treatment  still  leave  much  to  be  desired. 
This  is  especially  true  in  carcinoma  of  the  breast. 
Although  there  have  been  many  reappraisals  of 
the  standard  methods  of  therapy,  and  other  ap- 
proaches — some  more  radical  and  others  less  so 
— have  been  attempted,  the  overall  salvage  of 
patients  cured  of  the  disease  has  not  been  altered 
significantly  over  the  past  twenty  to  thirty  years. 
Of  an  unselected  group  of  patients  with  breast 
cancer,  approximately  50  per  cent  will  die  of  one 
of  the  manfiestations  of  the  metastatic  spread  of 
the  original  breast  cancer  within  five  years  of  ori- 
ginal treatment. 

For  the  physician  dealing  with  the  individual 
patient,  the  management  of  such  a problem  can  be 
difficult.  Knowing  that  the  patient  is  doomed  to 
die  of  cancer,  one  hesitates  to  advocate  unusually 
radical  or  expensive  methods  of  treatment,  especi- 
ally if  they  do  not  seem  to  offer  a considerable 
chance  for  improvement.  Although  responses  to 
various  hormonal  manipulations  either  by  ablative 
methods  or  by  the  use  of  exogenous  hormones  can 
offer  significant  palliation,  it  is  obvious  that  the 
improvement  so  obtained  is  all  too  often  very  short 
in  duration  and,  in  fact,  may  represent  only  an 
episode  in  the  natural  history  of  the  disease  itself. 
The  physician,  therefore,  often  becomes  unduly  dis- 
couraged regarding  the  management  of  these  pa- 
tients, and  may  fall  into  the  trap  of  overlooking 
complications  which  can  be  satisfactorily  treated, 
and  from  which  the  patient  may  recover  without 
significant  sequelae.  Examples  are  pathologic  frac- 
tures which  may  have  been  treated  satisfactorily 
bv  intramedullary  nailing  of  neglected  pleural 
effusions  which  may  be  amenable  to  thoracentesis 
Hypercalcemia,  a common  metabolic  disorder  com- 
plicating metastatic  breast  cancer,  is  also  often 
overlooked.  Hypercalcemia  is,  in  fact,  a recognis- 
able, treatab'e,  and  reversible  syndrome,  of  which 
the  physician  in  treating  advanced  breast  patient 
should  always  be  aware. 

Hypercalcemia  complicating  the  course  of  metas- 


tic  neoplastic  disease  has  been  recognized  and  re- 
ported in  the  literature  for  almost  twenty  years. 
Unfortunately  the  clinical  syndrome  is  still  over- 
looked in  many  cases.  Since  it  can  be  successfully 
treated  and  since  it  can  be  rapidly  fatal  if  it  is 
not  treated,  it  is  most  important  that  it  be  con- 
sidered in  the  management  of  patients  with  metas- 
tatic neoplasms.  Many  patients  with  hypercalcemia 
become  asymptomatic  after  treatment  and  live  com- 
fortably for  variable  periods  of  time  in  spite  of  their 
progressive  malignant  disease. 

Although  we  are  considering  hypercalcemia  pri- 
marily as  a complication  of  carinoma  of  the  breast 
with  widespread  bony  metastases,  it  can,  however, 
occur  as  an  event  in  the  clinical  course  of  any  neo- 
plasm which  causes  osseous  destruction.  Thus,  mul- 
tiple myoloma,  carcinoma  of  the  prostate,  lympho- 
ma, and  carcinomas  of  the  lung  or  thyroid  have  all 
been  reported  to  be  associated  with  this  syndrome. 
Although,  one  should  be  alert  to  the  development 
of  the  hypercalcemic  syndrome  in  patients  with 
obvious  x-ray  evidence  of  osseous  metastasis,  it 
should  be  noted  that  bone  must  lose  approximately 
30  per  cent  of  its  mineral  content  before  the  demin- 
eralization is  obvious  by  x-ray.  Therefore,  in  certain 
rapidly  growing  neoplasms,  it  is  apparent  that  large 
amounts  of  calcium  may  be  liberated  into  the  blood- 
stream before  obvious  x-ray  evidence  of  metastasis 
is  noted.  It  should  also  be  noted  that  in  some  rare 
cases  hypercalcemia  has  been  identified  with  certain 
malignancies  without  proven  bone  metastases.  It  has 
been  postulated  that  in  these  cases  the  tumor  itself 
produces  a humoral  substance  which  causes  the 
hypercalcemia.  It  is  felt  that  this  substance  resem- 
bles vitamin  D rather  than  parathyroid  hormone. 
Regarless  of  the  underlying  cause,  however,  clinical 
hypercalcemia  is  characterized  by  elevations  in  urin- 
ary calcium  excretion  and  in  the  serum  calcium 
level.  In  carcinoma  of  the  breast,  it  has  been  shown 
that  a concurrent  fall  in  alkaline  phosohates  often 
occurs  and  that  this,  in  fact,  may  precede  and  thus 
signal  the  onset  of  clinical  hypercalcemia. 

The  specific  causes  for  the  development  of  hyper- 
calcemia during  the  course  of  a neoplastic  disease 
are  not  specifically  known.  By  far  the  largest  num- 
ber of  patients  develop  the  syndrome  spontaneously, 
and  in  carcinoma  of  all  types  the  incidence  is  re- 
( Continued  on  next  page) 
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ported  to  be  about  10  per  cent.  In  carcinoma  of  the 
breast  it  has  been  reported  to  occur  in  about  15 
per  cent,  and  in  cases  of  carcinoma  of  the  breast 
treated  with  either  estrogens  or  androgens  the  in- 
cidence is  higher,  in  the  range  of  20  per  cent.  In 
addition  to  those  cases  of  spontaneous  origin  and 
those  in  whom  it  is  induced  by  hormone  therapy, 
there  is  a small  number  of  cases  in  which  hyper- 
calcemia follows  alterations  of  fluid  balance  with 
reduction  in  urine  output,  precipitating  a vicious 
cycle  in  which  the  calcium  level  rises,  calcium  clear- 
ance is  further  diminished,  and  eventually  renal 
failure  ensues. 

The  clinical  manifestations  of  hypercalcemia  may 
be  multiple  and  varied,  and  are  often  confused  with 
symptons  due  to  the  other  effects  of  metastatic 
cancer.  Thus,  polyuria  and  polvipsia  which  usually 
occur  early  in  the  course  of  the  hypercalcemic 
state  may  be  thought  to  represent  diabetes  insipidus 
secondary  to  pituitary  metastasis.  The  nausea  and 
vomiting  which  virtually  always  accompany  this 
condition  may  be  attributed  to  gastrointestinal  me- 
tastasis. The  multiple  and  diffuse  effects  of  hyper- 
calcemia on  the  nervous  system  such  as  coma,  semi- 
coma, confusion,  lethargy,  convulsion,  and  various 
cranial  nerve  palsies  have  often  been  attributed  to 
cerebral  metastasis.  Therefore,  it  is  obvious  that  a 
patient  with  this  reversible,  but  frequently  over- 
looked, complication  of  cancer  may  unfortunately 
die  of  untreated  hypercalcemia,  because  her  symp- 
toms were  attributed  to  diffuse  untreatable  metas- 
tasis. The  symptoms  which  have  been  observed 
as  due  to  hypercalcemia  are  so  many  and  so  varied 
that  when  almost  any  unexplained  symptom  com- 
plex occurs  in  a cancer  patient,  this  condition  should 
be  suspected  and  a serum  calcium  level  obtained. 
Levels  over  12  mg.  per  cent  indicate  hypercalcemia. 

Although  the  mechanism  of  death  due  to  hyper- 
calcemia may  be  the  direct  action  of  calcium  ion  on 
the  cardiac  musculature  when  the  calcium  level  in 
the  blood  is  extremely  high  (over  20  mg.  per  cent), 
the  usual  death  is  due  to  progessive  renal  failure. 
As  a result  of  the  hypercalcemic  state,  calcium  is 
precipitated  in  the  renal  tubules.  This  results  in  a 
profound  alteration  in  renal  function  with  evidence 
of  increasing  azotemia.  If  the  disease  is  untreated, 
the  continued  nausea  and  vomiting  further  dehy- 
drate the  patient  causing  even  greater  damage  to 
the  kidney  with  diminished  calcium  clearance  and 
a further  rise  in  the  calcium  level  of  the  blood. 
Eventually  irreversible  renal  failure  occurs  and  the 
patient  dies  of  uremia. 

This  sequence  is  diagramtically  illustrated  in: 

Fig.  I.  In  the  normal  situation  (1)  the  serum 
calcium  is  9-11  mg.  per  cent,  and  about  70  mg.  of 
calcium  is  excreted  in  the  urine  in  24  hours.  With 
liberation  of  calcium  from  bone  secondary  to  tumor 


invasion  (2)  the  kidney  responds  by  increasing  the 
urine  volume  to  2-3  liters  per  day  with  increase  in 
calcium  excretion  to  200-400  mg.  As  the  condition 
persists  (3)  the  serum  calcium  level  becomes  ele- 
vated, and  calcification  of  renal  tubules  begins.  The 
urinary  volume  and  daily  calcium  excretion  remain 
elevated.  If  the  hypercalcemia  is  not  reversed  (4) 
there  is  further  dehydration  due  to  nausea  and  vom- 
iting. Hypercalcemia  persists  and  renal  failure  en- 
sues after  further  renal  tubular  damage.  The  urine 
volume  drops,  and,  since  the  kidney  cannot  clear 
calcium,  the  daily  calcium  excretion  drops.  In  the 
final  stage,  complete  renal  shut-down  with  hyper- 
calcemia occurs  leading  to  death  of  the  patient. 

The  typical  breast  cancer  patient  presenting  with 
hypercalcemia  has  known  metastatic  bone  disease. 
She  may  have  been  started  on  a course  of  hormone 
therapy,  either  estrogen  or  androgen.  She  may  pre- 
sent with  complaints  of  increasing  pain  (the  result 
of  increased  osseous  tumor  activity  with  bone  de- 
struction), polydipsia,  polyuria,  and  nausea  and 
vomiting.  She  may  be  lethargic  or  even  semi-coma- 
tose. This  patient  represents  a bonafide  medical 
emergency  and  must  be  handled  as  such.  The  ob- 
jective of  treatment  is  twofold:  To  reduce  the  rapid 
infusion  of  calcium  into  the  bloodstream  from  bone, 
and  to  increase  the  renal  clearance  of  calcium.  Since 
hormone  therapy  may  have  precipitated  the  mobil- 
ization of  calcium  from  bone,  all  such  treatment 
should  be  stopped.  In  mild  hypercalcemia,  this 
measure,  plus  forcing  of  fluids,  intravenously  if 
necessary,  and  increasing  urine  volume  to  2000- 
2500  ml.  per  day,  may  be  enough  to  reverse  the 
situation.  In  cases  of  moderate  or  severe  hypercal- 
cemia, the  addition  of  corticosteroids  becomes  the 
most  important  additional  therapeutic  agent.  These 
drugs  are  used  in  high  dosage,  cortisone  — 300-400 
mg.  or  prednisone  — - 600-1000  mg.  per  day.  The 
mechanism  of  action  of  the  hormones  in  reducing 
the  calcium  level  is  not  completely  understood.  It 
may  be  due  in  part  to  the  direct  anti-tumor  effect 
of  the  drug  itself  with  reduction  in  bone  destruction 
and  calcium  liberation.  On  the  other  hand,  the  ste- 
roids may  have  a direct  renal  effect  causing  reduc- 
tion of  tubular  re-absorption  of  calcium.  It  is  of 
interest  that  the  corticosteroids  are  not  effective 
in  the  treatment  of  all  cases  of  hypercalcemia  and 
that  they  are  apparently  more  effective  in  the  man- 
agement of  hypercalcemia  due  to  certain  causes. 
Thus,  while  they  are  effective  in  about  50  per  cent 
of  cases  of  breast  carcinoma  with  bony  metastasis, 
they  are  effective  in  virtually  all  cases  of  hyper- 
calcemia of  multiple  myeloma.  Chelating  agents 
such  as  Ethylenediamine  tetra-acetic  acid  (EDTA) 
have  been  used  in  a small  number  of  cases  unre- 
sponsive to  the  measures  noted  above.  These  drugs 
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are  of  limited  effect  since  they  are  apparently  renal 
toxins  in  themselves. 

In  addition  to  the  specific  measures  useful  in  the 
management  of  hypercalcemia  mentioned  above, 
other  methods  of  reduction  of  rate  of  tumor  growth 
must  also  be  considered!  Thus,  oophorectomy,  if 
this  procedure  has  not  been  previously  performed, 
and  in  selected  cases  adrenalectomy  may  be  con- 
sidered after  the  initial  calcium  elevations  have  been 
controlled.  In  a smaller  number  of  patients,  selected 
chemotherapeutic  agents  will  be  of  value. 
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Following  the  management  and  control  of  the 
hypercalcemic  syndrome,  the  patient  should  there- 
after be  maintained  on  a low  calcium  diet.  This  is 
primarily  a diet  excluding  milk  and  milk  products. 
At  no  time  should  vitamin  D be  administered  to 
these  patients. 

SUMMARY 

1.  Hypercalcemia  is  a frequent  complication  dur- 
ing the  course  of  advanced  breast  cancer  with  bony 
(Concluded  on  Page  426) 
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he  value  of  exchange  transfusions  in  the 
JL  treatment  of  the  hemolytic  disease  of  newborn 
due  to  fetal  maternal  blood  group  incompatability, 
which  includes  the  Rh  and  ABO  isoimunization, 
has  been  clearly  demonstrated  in  the  literature  of 
the  past  20  years. 

Prior  to  the  introduction  of  the  exchange  trans- 
fusion by  Wallerstein*  in  1946,  the  fate  of  the  new- 
born infant  with  a sensitized  circulating  red  cell 
mass  and  an  elevation  of  serum  bilirubin  concen- 
tration was:’ 

1 ) Stillbirth  with  or  without  hydrops 

2 ) Death  from  overwhelming  anemia  with  hepa- 
tosplenomegaly  and  edema  without  evidence 
of  kernicterus 

3)  Death  in  the  first  week  of  life  from  kernic- 
terus and  pulmonary  hemorrhage 

4)  Survival  with  kernicterus  manifested  by 
central  nervous  system  damage,  such  as 
cerebral  palsy 

5)  Recovery  from  mild  to  severe  illness  mani- 
fested by  hyperbilirubinemia  or  anemia 

6)  Spontaneous  recovery 

Since  the  introduction  of  the  exchange  trans- 
fusion. the  recovery  rate  from  hemolytic  disease  of 
newborn  has  been  increased  to  92  to  98  per  cent, 
and.  more  important,  the  development  of  kernic- 
terus has  been  reduced  to  almost  zero  and  the  mor- 
bidity and  mortality  risk  associated  with  the  ex- 
change transfusion  has  been  lowered  to  8 to  1 per 
cent.6  Nevertheless  the  vascular,  cardiac,  electro- 
lyte, clotting,  infectious,  and  mechanical  complica- 
tions occurring  during  and  immediately  following 
an  exchange  transfusion  still  remain  potential  haz- 
ards.3 

Several  methods  of  exchange  transfusions  had  been 
suggested  prior  to  the  technique  described  by  Dia- 
mond, Allen,  and  Thomas  in  1951. 8 ’ Since  then 
withdrawal  and  replacement  of  blood  through  a 
single  polyethelene  tube  inserted  into  the  umbilical 
vein  has  become,  with  some  modification,  the  chosen 
technique" 


*Presented  at  the  John  F.  Kenney  Clinic  Day  Meeting  at 
Pawtucket  Memorial  Hospital,  November  4,  1964. 


This  presentation  will  summarize  the  results  of 
exchange  transfusions  at  Memorial  Hospital  and 
enumerate  the  various  criteria  for  exchange  trans- 
fusion to  prevent  complications  of  hyperbilirubine- 
m a in  the  new’born  infant. 

MATERIAL  AND  RESULTS 

From  October  1954  to  September  1964,  100 
cases  of  hemolytic  disease  of  the  newborn  were 
treated  by  exchange  transfusion.  In  89  cases  there 
was  fetal  maternal  blood  group  incompatability, 
while  in  11  cases  there  was  prematurity  or  infection, 
or  the  cause  was  unknown.  Sixty-eight  of  the  infants 
were  transfused  once,  and  32  more  than  once.  Fifty- 
five  infants  had  Rh  incompatability  (35  of  these 
were  transfused  once,  and  20  more  than  once). 
Thirty-four  had  ABO  incompatability  (24  of  these 
were  transfused  once,  and  10  more  than  once). 
Eleven  of  the  100  were  classified  as  having  idiopathic 
hyperbilirubinemia  without  blood  group  incompati- 
bility (9  of  these  were  transfused  once,  and  2 more 
than  once). 

Sixty-five  per  cent  of  all  transfusions  were  per- 
formed within  the  first  24  hours  of  life,  20  per  cent 
in  the  first  3 days,  and  15  per  cent  after  the  third 
day  of  life.  Citrated  blood  was  used.  No  problems 
due  to  citrate  intoxication  and  depression  of  serum 
calcium  were  encountered,  except  possibly  in  one 
case.  There  were  56  males  and  44  females.  The 
average  weight  was  6 lbs.  (2.7K.)  with  a maximum 
of  10  lbs.  and  a minimum  of  4.  Until  1959.  all  new- 
borns subjected  to  exchange  transfusoin  were  treated 
with  antibiotics  and  cortisone  routinely,  but  since 
then  antibiotics  were  only  used  in  cases  of  suspected 
infection  or  contamination  during  the  exchange 
transfusion. 

Seventy  per  cent  of  all  the  infants  prior  to  the 
treatment  were  severely  ill,  20  per  cent  moderately 
ill.  and  10  per  cent  mildly  ill.  Fifteen  per  cent  of 
the  cases  required  additional  transfusoins  of  small 
amounts  of  blood  to  correct  anemia.  No  follow-up 
study  was  done,  but  it  was  noted  that  12  patients 
of  the  entire  group  were  readmitted  at  varying  in- 
tervals to  the  hospital,  and  6 (50  per  cent)  of  these 
were  treated  for  febrile  convulsion  without  evidence 
of  central  nervous  system  involvement.  The  other 
6 were  admitted  for  tonsillectomy  and  adenoidec- 
tomy. 

There  were  6 deaths,  giving  an  overall  mortality 
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of  6 per  cent.  In  1956  one  newborn  died  one  hour 
after  exchange  transfusion,  and  autopsy  showed 
pulmonary  edema,  bronchopneumonia,  gastric  dila- 
tation, and  no  kernicterus.  Two  newborns  died  in 
1957.  One  expired  9 hours  after  exchange  trans- 
fusion with  evidence  of  pulmonary  edema;  no  au- 
topsy was  performed.  The  second  infant  died  10 
hours  after  the  exchange  transfusion,  and  autopsy 
revealed  disseminated  atelectasis,  pulmonary  and 
cerebral  edema,  pulmonary  hemorrhage,  and  no 
kernicterus.  In  1959  one  newborn  expired  12  hours 
after  the  exchange  transfusion.  Necropsy  showed 
generalized  anasarca,  congestion  of  the  brain,  and 
no  kernicterus.  In  1964,  2 newborns  died.  One  ex- 
pired 24  hours  after  exchange  transfusion.  Autopsy 
showed  pulmonary  and  cerebral  hemorrhages,  hepa- 
tosplenomegaly,  and  no  kernicterus.  The  second  in- 
fant died  3 hours  after  exchange  transfusion.  The 
pathological  diagnosis  was  pulmonary  hemorrhage, 
thrombocytopenia,  and  septicemia.  In  all  cases  the 
primary  pathological  diagnosis  was  hemolytic  dis- 
ease of  the  newborn  due  to  blood  group  incompata- 
b'lity.  As  of  this  date  no  single  case  of  kernicterus 
has  been  seen  in  the  surviving  infants  of  this  series. 

In  our  cases  immediate  exchange  transfusions 
were  given  for  the  following  reasons:  1)  Direct 
Coombs  Test  positive,  2)  Cord  bilirubin  above  4 
mg.  per  ml.,  3)  Cord  Hg.  below  15  gm.  per  cent 
or  Hg.  below  12  gm.  during  the  first  12  hours  of 
life.  4)  Previous  history  of  siblings  with  hydrops 
and  kernicterus,  and  5)  Maternal  albumin  titer  of 
1:64  or  higher. 

Delayed  or  repeated  exchange  transfusions  were 
given  for  the  following  reasons:  1)  To  keep  the 
indirect  or  not  conjugated  bilirubin  below  20  mg./ 
ml.,  2)  Serum  bilirubin  rise  of  1 mg.  per  hour,  3) 
Hepatosplenamesalv  with  anemia,  or  4)  Premature 
infant  with  infection  and  bilirubin  above  20  mg. 
per  ml. 

DISCUSSION 

I thas  been  demonstrated  that  exchange  trans- 
fusions are  useful  in  the  treatment  of  disease 
of  the  newborn.  It  has  lowered  the  mortality  and 
morb’dity  and  eliminated  kernicterus.  Various  cri- 
teria for  transfusions  have  been  suggested.  Of 
greatest  value  in  our  hospital  are  the  following: 

1.  Appearance  of  sympton  of  early  kernicterus 
regardless  of  serum  bilirubin  level. 

2.  Fetal  Hydrops. 

3.  Maternal  anti-Rh  titer  more  than  1:64. 

4.  Cord  bilirubin  above  4 mg.  per  ml.  and  Hgb. 
below  12  gm.  per  cent. 

5.  Demonstable  ABO  or  Rh  incompatability 
w;th  a ri=e  of  serum  bilirubin  at  the  rate  of 
more  than  1 mg. /hour. 

6.  Repeat  exchange  transfusion  indicated  if  se- 
rum bilirubin  reaches  20  mg. /ml.  at  any  age 
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or  if  the  rate  of  rise  in  the  serum  bilirubin 
concentration  is  1 mg./hour. 

7.  Premature  infant  and  infections,  if  serum 
bilirubin  exceeds  20  mg./ml. 

8.  Previous  stillbirth,  or  kernicteric  siblings. 

Allen’s  graph1  has  been  helpful  in  guiding  us  in 

making  a decision  about  the  need  for  an  immediate 
transfusion. 

In  this  series  11  infants  were  transfused  for  idio- 
pathic hyperbilirubinemia  (infection,  prematuriity, 
or  unknown  cause),  a serum  indirect  bilirubin  ex- 
ceeding 20  mg./ml.  being  the  only  criterion  used. 
It  is  obviously  impossible  to  determine  what  may 
have  happened  to  any  one  of  these  infants  if  it  had 
not  been  transfused.  Trolle"  warns  that,  with  the 
current  popular  acceptance  of  20  mg./ml.  bilirubin 
level  as  a sole  indication  for  exchange  transfusion, 
4 of  92  infants  requiring  exchange  transfusions  to 
prevent  athetoid  cerebral  palsy  (kernicterus)  would 
probably  die  as  a result  of  the  procedure. 

Criteria  other  than  serum  bilirubin  have  been 
suggested  for  exchange  transfusions  in  cases  of  idio- 
pathic hyperbilirubinemia;  such  factors  include 
asphyxia,  cyannosis,  hypoglycemia,  hypoprotenimia, 
and  degree  of  illness  of  the  infant.  These  criteria, 
it  must  be  mentioned,  are  not  clearly  defined  and 
are  not  accepted  by  everyone.10  12 

In  regard  to  idiopathic  hyperbilirubinemia  Odell 
et  al10  state:  “Circumstances  other  than  plasma 
bilirubin  concentration  predispose  an  infant  to  ker- 
nicterus. It  may  be  an  incidental  infection,  a change 
in  the  blood  ph,  or  the  administration  of  medica- 
tion that  causes  a redistribution,  or  re-entry 
of  bilirubin  into  his  central  nervous  system.  Until 
we  really  have  a means  of  evaluating  the  tissue  re- 
sistance to  bilirubin  rather  than  the  plasma  con- 
centration of  bilirubin,  we  are  going  to  be  doing 
a lot  of  unnecessary  exchange  transfusions.” 
SUMMARY 

One  hundred  cases  of  hemolytic  diseases  of  the 
newborn  have  been  treated  by  exchange  transfu- 
sions. There  were  6 deaths  (6  per  cent),  all  occur- 
ing  in  the  fetal  maternal  blood  group  incompata- 
bility type.  Indications  for  exchange  transfusion  in 
the  non-erythroblastotic  group  have  been  discussed. 
We  hive  had  no  deaths  in  this  group  to  date. 
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that  the  other  two  major  causes  of  infection  and 
toxemia  have  shown. 

In  these  five  years  during  which  there  were 
92,258  deliveries,  there  were  no  deaths  from  puer- 
peral sepsis  and  only  one  death  from  septic  abortion. 
The  one  death  from  toxemia  occurred  in  a patient 
who  did  not  go  to  the  hospital  when  her  obstetician 
advised  her  to.  There  were  no  deaths  from  hemor- 
rhage in  the  Group  I hospitals  w’here  there  was 
twenty-four  hour  coverage  by  an  anesthesiologist. 
Better  laboratory  coverage  in  these  hospitals  with 
the  consequent  ability  to  obtain  blood  promptly 
may  have  been  a factor  also.  The  hospitals  doing 
the  larger  number  of  deliveries  have  the  advantage 
of  being  organized  to  take  care  of  these  emergen- 
cies more  promptly  and  adequately. 

While  Rhode  Island  can  be  proud  of  its  record, 
the  conditions  in  the  state  with  its  concentrated 
population  and  proximity  to  all  facilities  are  almost 
ideal.  We  should  have  an  even  better  mortality  rate. 
Throughout  the  country  there  is  nowT  more  stress 
on  what  can  be  done  to  lower  perinatal  mortality. 
However,  as  long  as  our  Maternal  Health  Commit- 
tee is  finding  that  there  are  avoidable  factors  in  59 
per  cent  of  our  maternal  deaths,  we  still  have  an 
important  task  ahead. 

REFERENCES 

'Department  of  Public  Health.  Report  of  Vital  Sta- 
tistics for  Rhode  Island,  Page  44,  1963. 

'O’Hara,  L.  L.  — Rhode  Island  Division  of  Vital  Sta- 
tistics. Personal  communication. 


'Tompkins,  M.  G.  Jr.  — Maternal  Mortality  in  remote 
areas.  Clinical  Obst.  & Gynec. — Vol.  6,  No.  4:910,  1963. 
'Phillips,  O.  C.  and  Frazier,  T.  M.  — Obstetric  anes- 
thetic care  in  the  United  States  — Obst.  & Gynec. 
19:796,  1962. 


We  wish  to  express  our  personal  thanks  to  Dr. 
George  W.  Anderson  for  his  guidance  in  the  prepa- 
ration of  this  paper. 


BREAST  CANCER 

(Concluded  from  Page  423) 
metastasis  occurring  in  approximately  15-20  per 
cent  of  these  patients. 

2.  The  syndrome  of  hypercalcemia  is  often  over- 
looked since  the  symptoms  are  attributed  to  incur- 
able metastatic  disease. 

3.  Hypercalcemia  should  be  considered  in  the 
breast  cancer  patient  who  develops  polyuria,  poly- 
dipsia, nausea,  vomiting,  or  lethargy.  It  should  be 
watched  for  particularly  after  the  institution  of 
hormone  therapy. 

4.  Hypercalcemia  can  usually  be  controlled  by 
the  use  of  simple  therapeutic  measures,  and  follow- 
its  control  the  patients  may  often  live  comfortable 
lives  for  variable  periods  of  time. 
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AN  IMPORTANT  LIMITATION  OF  CURRENT 
PSYCHIATRIC  TREATMENT 

The  Necessity  In  Psychiatry  Of  Undertaking  Procedures  Jointly 
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In  assessing  the  benefit  a patient  may  derive 
from  psychiatric  referral  it  is  helpful  for  the 
physician  to  keep  in  mind  an  important  limitation 
of  current  psychiatric  treatment.  This  limitation  is 
not  peculiar  to  psychiatry  but,  as  will  be  indicated, 
is  more  pronounced  in  this  field. 

All  medical  treatment  may  be  roughly  divided 
into  two  categories:  (1)  Procedures  done  to  the 
patient  and  (2)  Procedures  done  with  the  patient. 

An  example  of  the  first  type  is  the  treatment  of 
acute  appendicitis.  The  surgeon  performs  his  skilled 
procedure  with  only  a minimum  of  active  coopera- 
tion required  on  the  patient’s  part. 

An  example  of  the  second  type  is  the  medical 
management  of  a patient  with  marked  obesity,  dia- 
betes mellitus,  and  status  post  myocardial  infarc- 
tion with  early  congestiive  failure.  The  physician 
may  prescribe  a detailed  (and  arduous)  program  of 
medication,  injections,  diet,  and  regulation  of  ac- 
tivities to  be  followed  over  an  extended  period  of 
time.  But,  whatever  the  degree  of  the  physician’s 
skill,  the  program  can  only  be  successful  with  the 
active  participation  of  the  patient. 

Psychiatry  is  not  devoid  of  the  first  type  of  pro- 
cedure. For  example,  a course  of  electro-shock 
treatments  can  be  administered  with  successful  re- 
sult to  a patient  suffering  from  an  involutional  de- 
pression regardless  of  the  patient’s  initial  attitude. 
Psychotropic  medications  can  be  helpful  in  a variety 
of  emotional  illnesses,  and  require  only  a modicum 
of  cooperation  on  the  patient’s  part. 

Unfortunately,  however,  the  number  of  condi- 
tions in  psychiatry  which  can  be  adequately  dealt 
with  by  procedures  done  primarily  to  the  patient 
is  smaller  than  in  most  other  fields  of  medicine. 
Conversely,  the  necessity  of  undertaking  procedures 
jointly  with  the  patient  is  proportionately  greater. 

This  is  especially  so  in  the  large  segment  of  psy- 
chiatric problems  referred  to  as  personality  disturb- 
ances. These  deal  with  unadaptive  styles  of  life, 
unsuccessful  habit  patterns  which  have  been  built 
up  over  many  years  as  a result  of  the  complex  in- 
teraction of  temperament  and  life  experiences. 

These  life  patterns,  when  firmly  established,  are 
difficult  to  change.  One  method,  which  has  had  a 
measure  of  success,  is  extensive  psychotherapy.  This 


requires  the  patient  to  work  actively  with  a psy- 
chiatrist over  an  extended  period  of  time. 

As  previously  implied,  any  treatment  requiring 
active  cooperation  of  the  patient  for  an  extended 
period  of  time  introduces  a variable  over  which  the 
physiciian  has  only  limited  influence.  Hence  the 
outcome  of  such  treatment  will  always  be  more 
problematic.  However,  this  concern  is  greater  in 
psychiatry  than  any  other  field  of  medicine,  be- 
cause ( 1 ) The  patient  may  not  see  a psychiatric 
disturbance  in  himself.  (2)  Even  if  he  does,  the 
problem  may  stand  in  the  way  of  extensive  coopera- 
tion on  his  part. 

For  example,  a 35  year  old  salesman  and  father 
of  four  children  was  referred  for  psychiatric  help 
because  he  was  making  plans  to  leave  his  family 
in  favor  of  a twice  divorced  woman  with  whom  he 
had  been  recently  keeping  company.  The  “patient” 
was  notpsychotic,  nor  had  there  been  any  obvious 
problems  between  his  wife  and  himself  during  their 
nine  years  of  marriage.  He  came  for  evaluation 
rather  grudgingly  under  social  pressure  from  close 
acquaintances  who  felt  “there  must  be  something 
wrong  with  him.’  He  gave  as  his  own  reason  for 
the  developing  state  of  affairs  simply  that  he  was 
no  longer  in  love  with  his  wife. 

The  patient’s  conversation  intimated  an  unsure- 
ness about  his  own  abilities  and  a sense  of  being 
overcome  by  the  increasing  responsibilities  of  his 
growing  family.  His  doctor  felt  the  patient  must 
be  “sick.”  He  was  jeopardizing  the  welfare  of  his 
wife  and  children.  And,  even  in  his  apparent  escape 
from  responsibilities,  he  was  rushing  out  of  the  fry- 
ing pan  into  the  fire  of  responsibility  for  two 
families. 

The  patient,  however,  seemed  to  frame  the  prob- 
lem simply  to  himself,  “I  am  no  longer  in  love  with 
my  wife,  and  am  living  in  an  unhappy  situation. 
Here  is  another  woman  who  appreciates  me  and 
with  whom  I am  in  love.  The  obvious  solution  is 
for  me  to  spend  my  life  with  her.”  At  least  in  the 
first  flush  of  this  relationship,  the  patient  could  not 
seem  to  conceive  the  problem  in  any  other  terms. 

There  obviously  must  be  more  to  such  a develop- 
ing situation  than  meets  the  eye.  But  the  practical 
point  is  one  can  only  undertake  a treatment  pro- 
cedure with  a patient  if  he  can  see  a problem  which 
justifies  to  himself  the  need  for  such  help. 

Sometimes,  a patient  can  see  a problem  for  which 
(Continued  on  next  page) 
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he  wishes  to  undertake  psychiatric  treatment,  but 
the  problem  itself  stiill  stands  in  the  way  of  his 
obtaining  help.  For  example,  a 24  year  old  married 
father  of  one  expressed  great  concern  about  his  own 
erratic  behavior  which  was  currently  threatening 
his  marriage  because  of  his  inability  to  keep  a job. 
His  past  history  indicates  a very  unstable  childhood 
environment  with  a number  of  foster  home  place- 
ments. His  school  record  was  poor,  and  he  failed 
to  graduate  from  high  school  despite  an  adequate 
intelligence  level.  He  subsequently  did  poorly  in  the 
service,  finally  receiving  a medical  discharge  for  a 
personality  disturbance.  Since  then  he  had  drifted 
from  job  to  job,  leaving  abruptly  under  any  occa- 
sion of  stress.  One  time,  for  instance,  he  simply  left 
his  milk  truck  in  mid  route  and  took  off  from  job 
and  home. 

In  undertaking  psychotherapy,  the  patient  would 
have  to  devote  persistent  effort  in  a somewhat 
stressful  venture  over  an  extensive  period  of  time. 
But  the  inability  to  do  this  sort  of  thing  was  the 
very  problem  for  which  he  sought  help.  This  is  like 
telling  a paralyzed  man  that  he  would  build  up  his 
muscles  if  he  walked. 

Some  patients  want  help  and  are  capable  of  per- 
sistent effort,  but  still  have  difficulty  in  making  use 
of  psychotherapy.  For  example,  a 30  year  old  single 
office  machine  operator  felt  indescribably  alone  and 
isolated.  On  the  other  hand,  she  could  not  stand 
closeness  with  anyone.  She  felt  very  hostile  toward 
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her  parents  whom  she  had  not  visited  for  ten  years. 
She  talked  to  no  one  at  work  except  about  necessary 
business.  She  lived  by  herself  in  an  apartment,  and 
seldom  went  out  except  for  shopping  or  solitary 
wralks. 

In  undertaking  phychotherapy,  the  patient  would 
be  required  to  involve  herself  in  an  extremely  close 
relationship  with  another  person,  a relationship  in 
which  she  would  be  required  to  reveal  her  most 
intimate  thoughts  and  feelings.  But,  if  she  were  able 
to  enter  this  sort  of  relationship  effectively,  she 
would  not  have  the  problem  for  which  she  tenta- 
tively sought  help. 

It  might  be  supposed  that  a psychotic  illness, 
such  as  an  acute  paranoid  schizophrenic  reaction, 
involves  even  more  difficulty  than  the  personality 
disturbances  described.  For  example,  a deluded  pa- 
tient who  believes  that  he  has  been  incarcerated 
in  a dungeon  (hospital)  by  a diabolical  tormentor 
(his  doctor)  will  hardly  be  in  a mood  to  cooperate 
actively  with  his  doctor.  But,  in  this  acute  situation, 
there  are  treatment  measures  which  can  be  applied 
to  the  patient  with  reasonable  effectiveness  regard- 
less of  the  patient's  initial  attitude.  This  is  not  the 
case  when  dealing  with  personality  disturbances. 

Fortunately,  not  all  personality  disturbances 
stand  in  the  way  of  their  own  treatment.  When  they 
do,  the  resulting  impediment  is  usually  one  of  de- 
gree. For  example,  the  lonely  office  worker  de- 
scribed previously  was  not  capable  of  a close  rela- 
tionship. But  at  least  she  had  reached  the  stage  of 
admitting  her  loneliness  to  herself  and  was  reaching 
out  toward  another  person  for  help.  Treatment  in 
such  cases  is  not  impossible  although  it  is  difficult 
and  goals  must  often  be  limited. 

The  frequent  necessity  then  of  working  with  ex- 
tensive cooperation  of  the  patient  must  be  seen 
realistically  as  a limiting  framework  within  which 
the  still  sometimes  considerable  accomplishments 
of  psychiatric  treatment  must  be  achieved. 

SUMMARY 

All  medical  treatment  may  roughly  bt  divided 
into  ( 1 ) Procedures  done  primarily  to  the  patient 
and  (2)  Procedures  done  with  the  patient’s  active 
cooperation. 

Results  in  the  second  type  of  procedure  tend  to 
be  more  problematic  because  any  treatment  requir- 
ing active  cooperation  of  the  patient  for  an  extended 
time  introduces  a variable  over  which  the  physician, 
regardless  of  his  skill,  has  only  limited  influence. 

The  necessity  of  undertaking  procedures  jointly 
with  the  patient  is  required  more  extensively  in 
psychiatry  than  in  most  other  areas  of  medicine. 
Furthermore,  the  problems  to  be  treated  sometimes 
themselves  tend  to  stand  in  the  way  of  cooperation 
on  the  patient’s  part. 

This  situation  must  be  seen  realistically  as  a lim- 
iting framework  within  which  the  accomplishments 
of  psychiatric  treatment  must  be  achieved. 
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Phenylketonuria  (PKU)  and  its  detection 
has  received  considerable  attention  during  the 
past  few  years.  Much  of  this  interest  has  been  gen- 
erated by  the  development  of  a mass  screening  test 
for  the  early  detection  of  phenylketonuria  by  Guth- 
rie,' and  by  the  dramatic  effects  which  have  been 
shown  on  the  mitigation  of  mental  retardation  of 
patients  treated  early  with  a diet  low  in  phenyl- 
alanine.2 3 Although  the  Guthrie  test  has  proven 
very  satisfactory  by  a large  trial  study,'  and  is 
recommended  by  the  Committee  on  Maternal  and 
Child  Care  of  the  American  Medical  Association, 
and  the  Committee  on  the  Fetus  and  Newborns  of 
the  American  Academy  of  Pediatrics,  there  still  re- 
main in  the  scientific  and  professional  community 
those  who  question  its  value  for  one  reason  or  an- 
other. To  date,  there  are  nine  states  which  require 
routine  testing  of  newborn  infants,  although  seve- 
ral other  states  are  considering  bills  this  year.  The 
purpose  of  this  paper  is  to  report  the  results  of  the 
first  year  of  screening  of  all  newborn  infants  in  the 
State  of  Rhode  Island. 

Mass  screening  for  phenylketonuria  using  the 
Guthrie  technique  was  begun  in  March  of  1964, 
with  100  per  cent  voluntary  participation  of  all  hos- 
pitals in  the  state  which  have  maternity  services. 
Later  in  the  same  year  an  act  was  introduced  and 
passed  in  the  Rhode  Island  General  Assembly  which 
made  mandatory  the  testing  of  all  newborn  infants 
for  PKU.  This  law,  which  became  effective  October 
1,  1964,  requires  physicians  to  see  that  a test  is 
performed  prior  to  discharge  from  the  hospital.  To 
date,  a total  of  eight  cases  of  PKU  out  of  19,000 
infants  tested  have  been  detected  using  this  method. 
All  cases  were  subsequently  confirmed  by  the  inhi- 
bition assay  test,1  an  enzymatic  spectrophotometric 
analysis  of  whole  blood1  and  paper  chromatographic 
analysis.8 


CASE  REPORTS 

The  first  case  was  detected  in  February,  1964, 
prior  to  the  beginning  of  the  program.  This  was 
referred  after  showing  a suspicious  ferric  chloride 
test  at  four  weeks  of  age.  The  blood  phenylalanine 
level  was  found  to  be  in  excess  of  50  mg.  per  cent. 
I he  second  patient  may  be  considered  a borderline 
case.  4 his  patient  was  observed  to  have  a blood 
phenylalanine  level  of  4 mg.  per  cent  at  two  days 
of  age.  However,  at  four  weeks  of  age  this  had  risen 
to  8 mg.  per  cent.  A confirmatory  test  performed 
at  five  weeks  was  found  to  be  6 mg.  per  cent.  It 
was  therefore  decided  to  treat  the  child.  A phenvl- 
lanine  loading  test  performed  at  one  year  of  age, 
confirmed  the  diagnosis  of  PKU. 

The  next  case  was  not  tested  during  the  first 
week  of  life.  However,  when  tested  at  five  weeks 
of  age,  the  Guthrie  test  indicated  a value  greater 
than  20  mg.  per  cent  (the  highest  standard).  Con- 
firmatory tests  showed  the  blood  level  to  be  37  mg. 
per  cent.  The  fourth  case  was  tested  at  four  days 
of  age  and  the  value  was  observed  to  be  greater  than 
20  mg.  per  cent  by  the  Guthrie  assay,  and  the  con- 
firmatory test  performed  two  days  later  was  23.6 
mg.  per  cent.  The  fifth  patient  was  tested  at  three 
deys  of  age.  The  Guthrie  assay  showed  a value  of 
10  mg.  per  cent.  Five  days  later,  the  Guthrie  value 
was  greater  than  20  mg.  per  cent,  and  the  confirma- 
tory test  was  45  mg.  per  cent. 

The  next  positive  case,  detected  at  one  day  of 
age,  gave  a value  of  10  mg.  per  cent.  The  confirma- 
tory test  performed  at  two  weeks  of  age  was  found 
to  be  in  excess  of  20  mg.  per  cent  and  47  mg.  per 
cent  for  the  Guthrie  and  LaDu  methods,  respec- 
tively. The  seventh  case  to  be  detected  was  tested 
at  two  days  of  age,  and  was  evaluated  as  normal. 
However,  a follow-up  test  at  eight  weeks  indicated 
the  blood  level  to  be  greater  than  12  mg.  per  cent. 
The  confirmatory  analysis  had  a value  of  15  mg. 
per  cent.  The  eighth  case  was  detected  cn  a four 
week  sample  with  a level  of  50  mg.  per  cent. 

With  the  exception  of  the  first  case  reported  here, 
all  samples  gave  a negative  ferric  chloride  test  using 
the  diaper  method.  This  finding  would  tend  to  be 
contrary  to  the  results  reported  bv  Allen  and  Wilson7 
and  in  agreement  with  the  results  observed  by  Ber- 
ry et  al.s  Table  I gives  the  details  of  detected  cases 
(Continued  on  next  page) 
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in  tabular  form.  All  babies  found  to  be  positive  for 
PKU  under  this  program  were  subsequently  placed 
on  a low  phenylalanine  diet.  Detailed  examination 
of  these  children  shows  them  to  be  doing  well. 

DISCUSSION 

Under  the  mass  PKU  screening  program  seven 
cases  of  phenylketonuria  have  been  detected,  omit- 
ting the  one  found  in  February  before  the  formal 
program  began.  During  this  time,  the  total  number 
of  births  reported  was  approximately  19,000.  The 
incidence  of  this  disease  has  been  reported  to  range 
from  1:64.000  to  1 in  less  than  10,000.  These  data 
indicate  a greater  incidence  (1:2,700),  although 
the  results  of  a one  year  study  must  be  viewed  with 
reservations.  However,  these  figures  compare  quite 
favorably  with  those  reported  in  Massachusetts 
during  their  first  53,000  tests. 

The  reason  for  this  increased  incidence  is  not 
known  at  present.  However,  it  is  known  that  PKU 
is  more  prevalent  in  certain  ethnic  groups  than 
others  and  that  it  is  transmitted  genetically.  Of  the 
eight  cases  found,  four  were  of  Irish  extraction  and 
four  of  Italian.  It  is  possible  that  there  is  a fortui- 
tous combination  of  factors  in  Rhode  Island  to 


account  for  the  increase.  Further  investigation  into 
this  possibility  is  planned  for  the  near  future. 

The  cost  of  the  first  year  of  operation  for  this 
laboratory  was  approximately  $31,000  or  $1.14  per 
test.  The  future  predicted  cost  per  test  is  estimated 
to  be  $0.70.  It  has  been  reported9  that  the  life-long 
cost  of  institutionalization  of  a mentally  retarded 
individual  is  approximately  $100,000.  In  addition  to 
this  cost,  there  is  a loss  to  the  community  in  terms 
of  productive  capacity  of  these  persons  which 
amounts  to  about  $5,000  per  year  per  individual. 
The  value  to  the  child  and  to  his  parents  is  im- 
measurable. 

To  assure  detection  of  individuals  with  borderline 
or  low  plasma  concentrations  of  phenylalanine  in 
the  first  few  days  of  life,  it  is  recommended  that 
a second  test  be  performed  at  4 to  6 weeks  of  age, 
since  the  test  is  completely  dependent  on  protein 
intake. 

It  is  anticipated  that  in  the  near  future  the  Meta- 
bolic Disease  Laboratory  will  provide  similar  tests 
for  the  detection  of  other  inborn  errors  of  metabo- 
lism, such  as  maple  syrup  urine  disease  and  glacto- 
( Concluded  on  Page  444) 


TABLE  I 

PHENYLKETONURIA  CASES  DETECTED 


USING  THE 

GUTHRIE 

! INHIBITION 

ASSAY 

PKU  baby  and 

Results  of 

Results  of 

date  of  birth 

Hospital 

Guthrie  test 

Confirmatory  Test 

No.  1 
1/10/64 

2/14/64 

50  mg.% 

Paper  Chromotography 
— positive 

No.  2 

Lying-In 

4/16/64 

4 mg.% 

5/18/64  5.6  mg.%  (LaDu) 

4/14/64 

4/20/64 

5/18/64 

5/26/64 

4 mg.% 
8 mg.% 
6 mg.% 

5/26/64  5.9  mg.%  (LaDu) 
Paper  Chromotography 
— positive 

No.  3 

Lying-In 

6/30/64* 

20  mg.% 

7/1/64  37  mg.%  (LaDu) 

5/26/64 

7/  1/64 

50  mg.% 

Paper  Chromotography 
— positive 

No.  4 

Woonsocket 

11/  8/64 

20  mg.% 

11/12/64  23.6  mg.%  (LaDu) 

11/4/64 

11/12/64 

20  mg.% 

Paper  Chromotography 
— positive 

No.  5 

St.  Joseph 

12/11/64 

10  mg.% 

12/17/64  44.4  mg.%  (LaDu) 

12/8/64 

12/17/64 

12/18/64 

20  mg.% 
50  mg.% 

12/18/64  46.4  mg.%  (LaDu) 
Paper  Chromotography 
—positive 

No.  6 

Lying-In 

12/22/64 

10  mg.% 

1/4/65  47.1  mg.%  (LaDu) 

12/21/64 

1/  4/65 

20  mg.% 

Paper  Chromotography 
— positive 

No.  7 

Quonset 

11/  1/64** 

2 mg.% 

1/15/65  14.7  mg.%  (LaDu) 

10/30/64 

Naval  Air 

12/29/64 

10  mg.% 

Paper  Chromotography 

Station 

1/15/65 

12  mg.% 

— positive 

No.  8 

Lying-In 

3/  8/65***  2 mg.% 

4/13/65 

3/5/65 

4/  5/65 
4/13/65 
4/14/65 

20  mg.% 
20  mg.% 
50  mg.% 

Paper  Chromotography 
—positive 

*Blood  sample  was  not  taken  in  hospital  during  first  week  of  age. 
**Hospital  sample  normal  at  2 days  of  age. 


***Hospital  sample  at  3 days  of  age  indicated  normal ; however,  when  repeated  was  found  to  be  20  mg%. 
Probable  cause  of  failure  to  detect  this  case  was  inadequate  blood  supply  on  first  specimen. 


Editorials 


MATERNAL  MORTALITY  IN  RHODE  ISLAND 


Published  elsewhere  in  this  issue  of  the  Jour- 
nal (P.  415)  is  an  excellent  paper  by  Doctors 
Davies  and  Beezer  summarizing  the  material  mor- 
tality statistics  in  Rhode  Island  for  the  period  1960 
to  1964  inclusive.  We  urge  our  readers  to  study  this 
interesting  review. 

The  State  can  be  justly  proud  of  the  results  re- 
ported. The  maternal  mortality  has  declined  stead- 
ily from  78  per  100,000  in  1930  to  1.7  in  1964.  The 
rate  for  the  reported  five  year  period  was  a highly 


creditable  1.95.  For  the  period  1960-1962  Rhode 
Island  was  the  safest  place  to  have  a baby  in  the 
United  States,  and  possible  in  the  world. 

We  compliment  the  obstetricians,  general  prac- 
titioners, anesthesiologists,  and  other  members  of 
the  obstetrical  team  as  well  as  the  hospitals  of  the 
State  and  the  Maternal  Mortality  Committee  for 
this  highly  encouraging  experience.  As  the  authors 
emphasize,  however,  the  work  of  the  Committee  is 
not  done  as  long  as  there  are  avoidable  factors  in 
59  per  cent  of  the  remaining  maternal  deaths. 


THE  FUTURE  OF  THE  ARTIFICIAL  HEART 


John  H.  Gibbon,  Jr.,  of  Philadelphia  in  his  re- 
cent Presidential  Address  before  the  Society 
for  Vascular  Surgery  gave  a classic  and  realistic 
appraisal  of  the  future  of  the  artificial  heart  im- 
plantation. Since  he  is  the  uncontested  father  of  the 
extracorporeal  heart-lung  machine,  great  authority 
must  be  given  to  his  views.  Most  of  the  approaches 
so  far  used,  he  feels,  have  a dim  future,  despite  the 
hopes  generated  by  enthusiastic  news  releases.  A 
pneumatically  activated  heart,  such  as  has  been 
used  in  Houston  and  New  York  (usually  in  calves), 
is  spectacular,  but  rather  useless,  because  tubes 
must  traverse  the  chest  wall.  Rotary  or  DeBakey 
type  pumps  would  in  themselves  be  bulky,  and 
would  further  need  both  a motor  and  a source  of 
power.  A battery  large  enough  to  furnish  power  for 
the  incredible  amount  of  work  necessary  to  cause 
the  pump  to  pulse  70  times  a minute,  60  minutes 
an  hour,  24  hours  a day,  and  365  days  a year  and 
deliver  adequate  volume  and  pressure  is  so  far  from 
accomplishment  that  it  is  virtually  a dream,  wheth- 
er on  a permanent  or  periodic  replacement  basis. 
A motor  could  be  powered  by  wires  carrying  elec- 
trical energy  through  the  chest  wall.  Here  again, 
however,  the  inadequacy  of  any  conceivable  motor- 
pump  mechanism  of  a reasonable  size  and  the  need 
for  transit  of  wires  through  the  chest  wall  make  a 
mechanism  of  this  type  wholly  impractical.  Trans- 
mission of  power  by  induction  has  been  considered, 


but  it  is  a weak  source  in  any  event.  Induction- 
charged  batteries  tend  to  deteriorate  rapidly,  while 
continuous  direct  induction  of  significant  amounts 
of  power  would  generate  dangerous  amounts  of  heat. 

Gibbon  has  with  characteristic  brilliance  pointed 
to  the  power  source,  rather  than  the  pumping  mech- 
anism, as  the  limiting  factor  upon  which  future 
effort  must  be  concentrated  if  the  problem  of  the 
artificial  heart  is  to  be  solved.  He  believes  that 
wholly  new  or  unexplored  mechanisms  must  pro- 
vide the  answer.  He  suggests  piezoelectric  sub- 
stances as  one  example  of  a wholly  new  power  trans- 
mission approach.  The  crystalline  structure  of  a 
piezoelectric  substance  is  distorted  when  ex- 
posed to  an  electric  current.  Such  a current  could 
be  transmitted  either  directly  or  by  induction.  A 
spoonshaped  disc  of  a piezoelectric  plastic  substance 
could  be  made  alternately  to  flatten  or  become  con- 
cave on  the  inner  surface  by  passing  a rhythmically 
pulsating  current  through  it.  Two  such  discs  placed 
in  bivalve  fashion  then  could  be  made  to  produce 
a pump-like  action  by  alternately  flattening  and 
opening  out,  as  the  intensity  of  the  current  changes. 
This  is  but  a dream,  but  certainly  an  original  one. 

John  H.  Gibbon,  Jr.  has  done  medical  science  a 
great  service  by  showing  clearly  where  investiga- 
tive efforts  must  be  concentrated  if  the  challenging 
problem  of  the  artificial  heart  is  ever  to  be  solved. 
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GRANULOMATOUS  COLITIS 


As  pointed  out  in  a previous  editorial  in  this 
JOURNAL  (October,  1964),  increasing  recog- 
nition is  being  given  to  Crohn's  disease  of  the  colon 
(•‘regional  enteritis"  of  the  colon  or  granulomatous 
colitis),  as  distinct  from  ulcerative  colitis.  Although 
idiopathic  ulcerative  colitis  and  regional  enteritis 
may  coexist,  it  is  likely  that  at  least  some  cases 
formerly  labelled  as  synchronous  involvement  with 
the  two  diseases  were  actually  coexisting  regional 
enteritis  and  granulomatous  colitis,  or  in  essence 
involvement  of  the  two  areas  with  the  same  disease. 
The  colon  alone  may  be  affected  with  granuloma- 
tous disease  without  involvement  elsewhere.  Sev- 
eral recent  reports  from  overseas  can  be  added  to 
the  growing  number  of  papers  on  this  subject. 

Lockhart-Mummery  of  St.  Mark’s  Hospital  in 
London  reports  on  the  clinical  and  pathological 
features  of  Crohn’s  disease  of  the  large  bowel  as 
seen  in  a series  of  75  patients.  In  41  patients  there 
was  diffuse  involvement  of  the  large  intestine;  20 
of  these  also  had  terminal  ileitis.  There  were  stric- 
tures of  the  large  intestine  in  18  patients.  Nine  of 
these  had  involvement  of  a single  segment  while 
the  remaining  cases  had  multiple  strictures  (“skip 
areas’’)  separated  by  normal  intestine.  In  11  cases 
disease  was  confined  to  the  distal  colon,  i.e.,  the 
sigmoid,  rectum,  and  anal  canal.  In  the  entire  group 
only  22  had  associated  disease  of  the  ileum  at  some 
time  during  the  clinical  course.  The  rectum  was 
involved  in  38  cases,  bringing  the  disease  within 
reach  of  the  sigmoidoscope  in  approximately  one- 
half  of  tht  cases.  Eighty-five  per  cent  of  the  cases 
had  diarrhea  at  some  stage  of  the  disease.  Anal 
lesions  (ulceration  or  infection)  occurred  in  80  per 
cent  of  cases,  as  contrasted  to  23  per  cent  in  ulcera- 
tive colitis.  Spontaneous  fistulas  to  the  skin  or  an- 


other viscus  occurred  in  six  cases,  and  rectovaginal 
fistula  in  four  cases. 

Lee  and  Roy  of  the  Western  Infirmary  of  Glas- 
gow re-studied  15  cases  of  ileocecal  granuloma  ad- 
mitted between  1952  and  1963.  These  had  been 
variously  labeled  as  ulcerative  colitis,  Crohn's  dis- 
ease, or  tuberculosis.  After  review  of  the  clinical 
features  and  pathological  material,  ulcerative  colitis 
was  eliminated  as  an  etiological  factor,  and  it  was 
concluded  that  granulomatous  disease  in  the  ileo- 
cecal region  is  predominantly  a manifestation  of 
Crohn's  disease. 

Rudhe  and  Keats  reported  fifteen  cases  of  granu- 
lomatous colitis  in  preadolescent  and  adolescent 
children  from  the  Karolinska  Children’s  Clinic  in 
Stockholm,  Sweden.  They  noted  that  an  early  sign 
of  the  disease  is  segmented  exaggeration  of  the 
haustral  markings  revealed  by  barium  enema,  even 
before  development  of  typical  granulomatous 
changes.  The  typical  features  of  granulomatous 
colitis  of  adults  are  found,  namely  a cobblestone 
pattern  next  to  ulcerations  and  fissures,  segmental 
involvement,  strictures,  loss  of  haustration,  skip 
areas,  and  perianal  involvement.  Because  of  the 
likely  development  of  disease  where  haustrations 
are  exaggerated,  anastomoses  should  be  avoided  in 
these  areas. 

A growing  interest  in  and  understanding  of  this 
significant  clinical  entity  will  help  to  clear  up  some 
of  the  confusion  of  the  oast  and  perhaps  help  in  the 
management  of  these  difficult  cases. 
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PRIMER  ON  RADIOISOTOPES 


The  atomic  age  began  officially  just  twenty 
years  ago  with  the  explosion  of  the  first  nuclear 
device  in  the  desert  near  Alamogordo,  New  Mexico, 
on  July  16.  1945.  The  first  sustained  nuclear  chain 
reaction  had  been  first  achieved  three  years  before 
in  a secret  nuclear  pile  under  the  spectator  stands 
of  Stagg  Field  of  the  University  of  Chicago. 

In  the  years  prior  to  World  War  II  it  had  been 
demonstrated  that  specific  elements  or  compounds 
entering  into  human  and  animal  metabolic  processes 
could  be  made  radioactive.  The  possibilities  for  use 
in  biological  and  medical  investigation,  and  in  diag- 
nosis and  therapy  were  early  understood.  During 
the  pre-wrar  years  isotopes  were  produced  in  the 
cyclotron,  a particle  accelerator.  Its  more  modern 


counterpart,  the  linear  accelerator,  is  still  in  use. 
Isotopes  can  be  produced  by  bombardment  of  atoms 
with  protons,  neutrons,  electrons,  or  other  atoms. 
Unstable  analogs  of  known  atoms  thus  produced 
are  radioactive.  These  are  called  radioisotopes.  Ra- 
dioisotopes, chemically  identical  to  their  stable  iso- 
topes, behave  similarly  in  the  body.  Radioisotopes 
produced  in  the  cyclotron  were  rare  and  expensive, 
greatly  limiting  research  in  the  pre-war  years.  Large 
amounts  of  radioisotopes  became  available  when  the 
atomic  reactors  were  released  for  civilian  uses  in 
1946. 

Nuclear  medicine  can  be  divided  into  three  gen- 
eral categories:  (1)  Environmental-Industrial,  (2) 
Experimental,  and  (3)  Clinical.  Environmental- 
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Industrial  Nuclear  Medicine  is  only  as  old  as  the 
Atomic  Age.  Its  prime  function  is  the  protection 
of  workers  in  the  nuclear  industry  and  the  public 
from  the  special  hazards  of  the  Atomic  Age.  Ex- 
perimental Nuclear  Medicine  utilizes  radioactive 


materials  and  technology  to  investigate  the  proces- 
ses of  life,  health,  and  disease.  Clinical  Nuclear 
Medicine  is  concerned  with  the  use  of  radioisotopes 
in  diagnosis  and  treatment. 

The  following  is  a list  of  the  more  common  radio- 
isotopes currently  in  use  clinically: 


ISOTOPE 


IN  DIAGNOSIS 

USE 


HOW  GIVEN 


Iodine-131 
Iod'ne-13 1 
Iron-59 

Chromium-5 1 


Studies  of  thyroid  function 
Diagnosis  of  thyroid  cancer 

Studies  of  iron  metabolism  (e.g.,  in  suspected 
anemia) 

Red  blood  cell  survival  studies 


Cobalt-60 

Iodine-13 1 

Gold- 198 

Selenium-75 

Gallium-68 

Technetium-99 

Iodine-131 

Strontium-85 

Calcium-47 

ISOTOPE 


As  label  on  Vitamin  B12  to  diagnose  pernicious 
anemia 

As  label  on  rose  bengal,  to  test  liver  function  and 
look  for  tumors  in  liver 
Studies  of  pancreas 
Brain  scans  for  tumors 

Thyroid  scans;  placenta  scans  in  pregnant  women 
As  label  on  fat  for  studies  of  intestinal  absorption 
Bone  studies;  diagnosis  of  bone  cancer 

IN  THERAPY-INTERNAL 

USE 


Iodine-13 1 

Phosphorus-32 

Krypton-85 
Xenon- 133 
Magnesium-28 
Mercury- 197 
Mercury-203 
Colloidal  gold- 198 

Colloidal  P-32 
Yttrium-90 


Toxic  goiter,  some  kinds  of  thyroid  cancer,  some 
cases  of  angina  pectoris  and  congestive  heart  failure 
Some  types  of  leukemia,  polycythemia  vera,  cancer 
spread  to  bone,  Hodgkin’s  disease 
Measurement  of  cerebral  blood  How 

Studies  of  intestinal  absorption  of  magnesium 
As  label  on  special  drug  to  locate  brain  tumors 

To  dry  fluids  collected  in  chest  and  abdominal 
cavities 

Granuloma  leukemia  and  diffuse  lymphoma  of  liver 
Certain  cases  of  prostate  cancer 


Strontium-90  Radiation  surgery  to  destroy  pituitary  guand  in  ad- 

Yttrium-90  vanced  cancer  cases 


Usually  orally 
Orally 

Usually  intravenously 

Blood  withdrawn,  Cr-51 
added,  blood  returned  in- 
travenously 
Orally 

Intravenously 

Intravenously 

Intravenously 

Intravenously 

Orally 

Orally 


HOW  GIVEN 
Orally 

Orally  or  intravenously 

Intravenously 

Orally 

Intravenously 

By  catheter  into  cavities 

Intravenously 
Direct  injection  into  tu- 
mor 

Diirect  introduction  to 
site  via  surgery 


ISOTOPE 


IN  THERAPY-EXTERNAL 

USE 


Cobalt-60 

Cesium- 13  7 

Radium-226 

Radon-222 

Strontium-90 

Cobalt-60 

Cesium- 13  7 


Implanted  in  capsules  for  certain  localized  tumors, 
especially  cancer  of  the  cervix  and  cancers  of  the 
head  and  neck. 


In  "bombs,”  to  provide  gamma  radiation  as  an  ex- 
ternal source;  for  all  tumors  that  respond  to  exter- 
nal radiation  therapy 
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THE  EVENING  BULLETIN  SMITES  A MOSQUITO 
WITH  A BASEBALL  BAT 


We  are  a little  dismayed  to  be  compared  to 
the  Bourbon  kings  in  an  editorial  of  the 
Evening  Bulletin  (Providence,  R.  I.,  June  25,  1965). 
This  august,  powerful,  and  wealthy  newspaper  at- 
tacks the  journal  of  1,000  practicing  physicians  for 
daring  to  call  attention  to  the  woeful  shortage  of 
acceptable  and  safe  general  hospital  beds  in  the 
Rhode  Island  metropolitan  area.  We  have  not  in- 
deed taken  an  “adamant”  position  in  regard  to 
overall  planning  for  community  health  needs.  We 
continue,  however,  to  maintain  our  skepticism  with 
regard  to  planning  procedures  until  we  have  seen 
them  functioning.  We  further  maintain  our  skepti- 
cism concerning  the  view  that  area-wide  planning 
will  “help  to  keep  down  hospital  costs.” 

Our  “stand”  that  there  is  an  urgent  need  for 
hospital  beds  in  Rhode  Island  is  supported  by  a 
well-documented  official  publication  of  the  Rhode 
Island  State  Department  of  Health,  reinforced  by 
statistics  therein  accumulated  by  the  United  States 
Public  Health  Service.  Doctor  Joseph  E.  Cannon 
has  thus  far  not  repudiated  this  publication,  al- 
though in  a conversation  with  a Bulletin  reporter 
(not  a published  “statement”)  he  seemed  reluctant 
to  take  a firm  position  in  the  matter. 


The  Physicians  of  Rhode  Island  are  giving  “seri- 
our  consideration  to  the  public  interest”  in  insisting 
that  there  be  an  adequate  number  of  beds  for  their 
patients.  It  is  in  no  way  profitable  to  physicians  to 
have  an  excessive  number  of  beds  available.  Only 
sick  people  are  admitted  to  general  hospital  beds. 
The  physicians  are  not  provided  by  the  community 
with  any  special  benefits  because  they  are  not 
charged  rent  for  the  privilege  of  practicing  in  hos- 
pitals. It  is  self-evident  that  such  charges  would 
ultimately  be  diverted  to  the  patient,  as  are  all 
overhead  costs  in  any  event. 

e are  not  adverse  to  the  generous  provision  of 
or  planning  for  nursing  home,  long-term  convales- 
cent, old-age,  or  chronic  care  facilities.  These  un- 
doubtedly are  badly  needed.  But  as  long  as  acutely 
sick  patients  needing  study  and  care  are  shunted 
from  hospital  to  hospital  or  are  put  on  long  waiting 
lists,  we  shall  continue  to  take  a jaundiced  view 
of  any  efforts  at  planning  which  are  predicated 
upon  keeping  acute  general  hospital  beds  of  first 
quality  (not  in  sun  parlors,  corridors,  windowless 
examining  rooms,  or  wooden  fire-traps)  in  short 
supply. 


“GOODNESS, 

what  must  you  think  of  me, 
dropping  my  purse  so  clum- 
sily in  the  street!”  ex- 
claime  the  flushed  young 
girl.  The  handsome  strang- 
er gallantly  placed  it  in 
her  hand.  “I  think,”  he 
suggested,  “we  should  re- 
fresh ourselves  with  a 
sparkling  glass  of  War- 
wick Club  Pale  Dry  Ginger 
Ale,  available  in  the  full 
32  - ounce  quart  bottle.” 

“What  a pleasant  thought,” 
she  murmured  happily,  “it 
sings  in  the  glass  . . .” 


Keeping  an  eye  on  the  scales  may  be  an  avoca- 
tion with  some  people,  but  it  is  a full-time  occu- 
pation for  Lilly  employees  who  determine  the 
weight  of  filled  tubes  of  medication.  First,  a 
random  sampling  of  empty  tubes  is  taken,  and 
the  average  weight  is  calculated.  Then,  the 
amount  of  ingredient  is  added  to  this  figure  to 
determine  the  standard  fill.  As  the  machine  fills 
the  tubes,  a sample — about  one  out  of  every 


four  hundred— is  weighed  and  checked  against 
the  standard.  The  weights  are  plotted  on  a 
graph.  A variation  of  three  consecutive  points 
in  either  direction  indicates  a trend  away  from 
the  standard,  and  the  machine  is  adjusted.  Tol- 
erances are  kept  to  less  than  5 percent.  An  extra 
step  . . . but  consistent  with  the  meticulous 
program  at  Eli  Lilly  and  Company  to  assure 
the  highest  quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana 


500666 
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THE  RHODE  ISLAND  GENERAL  ASSEMBLY  — 1965 

Report  of  the  Committee  on  Public  Laics  on  Legislation 
Considered  at  the  January  1965  Session 


The  1965  session  of  the  Rhode  Island  General 
Assembly  was  featured  by  amendments  to  the  medi- 
cal care  program  for  the  aged  established  by  legis- 
lative act  in  1964.  which  had  but  a few  months 
experience.  From  the  medical  society’s  personal 
point  of  view  the  session  was  also  marked  by  the 
presence  of  Dr.  William  A.  Reid  of  Glocester  as  a 
member  of  the  House,  the  only  doctor  of  medicine 
to  win  such  an  elective  position  in  the  past  decade. 

Although  the  socalled  state  “medicare”  program 
was  still  in  the  development  stage,  the  General  As- 
sembly liberalized  the  eligibility  requirements  by 
raising  the  income  limits  from  $2,000  to  $2,500  for 
single  persons,  and  from  $3,000  to  $3,500  for  cou- 
ples. The  present  ceiling  on  assets  of  $4,000  for 
single  persons  and  $6,000  for  married  couples  was 
not  changed.  In  addtion,  amendments  were  passed 
dealing  with  exemption  of  wages  paid  to  student 
employees  of  schools  or  universities  and  to  non- 
immigrant aliens  on  the  faculties  of  such  institu- 
tions living  temporarily  in  the  State,  and  exempt- 
ing members  of  the  clergy  and  religious  orders  from 
the  special  tax  of  one-half  of  one  per  cent  of  earn- 
ings up  to  $4,800. 

Should  the  federal  government  pass  enabling  le- 
gislation providing  for  federal  participation  in  cov- 
erage for  patients  in  medical  and  tubercular  insti- 
tutions Rhode  Islanders  would  qualify  under  an 
amendment  added  to  the  state  medical  care  fund 
statute. 

PUBLIC  HEALTH  ACTS 

The  state  director  of  health  was  requested  to 
determine  the  practicability  of  setting  up  statewide 
measles  vaccine  clinics  in  conjunction  with  the 
cities  and  towns  within  the  state.  Other  bills  the 
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WANTED 

FOR  GROUP  PRACTICE.  MUST  HAVE  RHODE 
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OPPORTUNITY.  EXCELLENT  HOSPITAL  FA- 
CILITIES. 
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department  sponsored  which  w7ere  enacted  wrere 
ones  providing  for  an  advisory  licensure  council  to 
operate  under  the  revised  Health  Facilities  Con- 
struction Act  (Hill  Burton  Law7),  with  the  Gover- 
nor naming  the  council  members,  an  amendment 
relating  to  changes  in  the  federal  hospital  construc- 
tion act  in  order  that  Rhode  Island  may  qualify 
for  federal  funds,  a resolution  creating  a special 
commission  to  make  a comprehensive  study  in  the 
field  of  drug  addiction,  and  an  act  repealing  the 
requirements  that  a physician  before  beginning 
practice  must  exhibit  his  license  to  the  clerk  of  the 
city  or  town  wdiere  he  plans  to  practice. 

A bill  sponsored  by  Doctor  Reid  and  others  pro- 
viding for  the  use  of  cadavers  by  medical  schools 
for  scientific  purposes,  under  the  supervision  of  the 
director  of  health.  w7as  passed,  but  a bill  clarifying 
the  extent  of  a physician's  immunity  from  civil 
actions  in  giving  emergency  care  failed  of  passage. 

WORKMEN'S  COMPENSATION  LAW  AMENDED 

A major  amendment  to  the  workmen’s  compen- 
sation law7  wras  one  which  empowered  the  director 
of  labor  to  determine  the  reasonableness  of  medical, 
dental,  hospital  and  legal  fees  in  workmen's  com- 
pensation cases  involving  an  injury  that  results  in 
no  incapacity  or  incapacity  of  less  than  three  days, 
and  permits  him  to  seek  enforcement  of  his  orders 
by  the  workmen's  compensation  commission.  How- 
ever. bills  introduced  by  the  labor  department  and 
supported  by  thhe  medical  society  requiring  the 
workmen’s  compensation  advisory  committee  to 
meet  monthly  and  fixing  a fee  for  attendance,  and 
a bill  requiring  medical  evaluations  every  three 
months  of  every  employee  w7ith  total  disability  or 
severe  permanent  partial  disability  to  whom  com- 
pensation has  been  paid  three  months  or  more,  were 
not  reported  out  of  committee. 

MANY  MEASURES  DEFEATED 

Among  the  many  measures  defeated  were  ones 
that  would  license  psychologists,  establish  a state 
uniform  code  for  nursing  and  convalescent  homes, 
provide  funds  for  b’ood  programs  of  the  Veterans 
of  Foreign  Wars  and  the  Knights  of  Columbus,  and 
continue  the  socalled  “Blue  Ribbon”  Commission 
studying  the  orderly  development  of  Rhode  Island 
medical  facilities  for  the  past  three  years.  The  last 
named  legislation  w7as  approved  by  the  General  As- 
sembly but  vetoed  by  the  Governor  after  the  close 
of  the  session. 


DISTRICT  MEDICAL  SOCIETY  MEETINGS 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


WOONSOCKET  DISTRICT  MEDICAL  SOCIETY 

A regular  meeting  of  the  Woonsocket  District 
Medical  Society  was  held  at  8:00  p.m.,  in  the  as- 
sembly hall  of  the  Woonsocket  Hospital.  President 
Harry  Levine,  m.d.  conducted  the  meeting. 

The  Society  approved  the  creation  of  an  Execu- 
tive Committee  which  could  take  such  actions 
deemed  necessary  on  urgent  matters  between  meet- 
ings. The  Executive  Committee  shall  consist  of  the 
President,  immediate  past  President,  Vice-President, 
Secretary,  Treasurer,  the  three  delegates  and  one 
councillor  to  the  R.  I.  Medical  Society.  The  three 
delegates  appointed  were  Roger  Barard,  m.d.,  Roger 
Fontaine,  m.d.,  Leonard  Staudinger,  m.d.  and  the 
one  councillor  was  Harry  Levine,  m.d. 

Dr.  Paul  Boucher,  after  20  years,  resigned  as 
Treasurer  and  Dr.  Raymond  Lancaster  was  elected 
Treasurer. 

Dr.  Lancaster  read  the  Treasurer’s  Report  as 
follows: 

There  was  $532.00  in  the  treasury,  most  of  which 
was  used  for  the  doctors’  dinner  dance  held  at 
Debbie’s  Steak  House,  at  which  93  people  attended, 
doctors  and  their  wives.  Dr.  Boucher  was  presented 
a certificate  for  his  excellent  service  over  the  past 
20  years  to  the  Society.  Dr.  Lancaster  also  stated 
that  in  the  two  weeks  period  that  he  was  Treasurer 
he  had  collected  $400.00  in  dues  and  to  this  date 
there  is  about  $500.00  dues  in  the  treasury.  He 
also  stated  that  the  dues  had  been  raised  from 
$5.00  to  $10.00. 

A letter  was  read  which  had  been  sent  from  Mr. 
Lutes,  Superintendent  of  the  Woonsocket  Hospital 
to  Mr.  Lennox  of  the  Woonsocket  Answering  Serv- 
ice which  requested  Mr.  Lennox  to  stop  instructing 
It's  telephone  operators  to  have  patients  go  to  the 
Woonsocket  Hospital  Emergency  Room  when  their 
private  doctor  was  unavailable.  A letter  from  Mr. 
Lennox  to  the  Society  was  then  read  which  re- 
quested our  advice  as  to  just  how  he  should  handle 
the  situation  when  he  couldn’t  reach  a private  phy- 
sician. A discussion  period  followed  during  which 
the  idea  was  advanced  that  this  arrangement  shor’d 
be  between  the  Answering  Service  and  the  indi- 
vidual doctor  concerned.  Apropos  to  this  situation, 
101  patients  were  treated  at  the  Woonsocket  Hos- 
pital Emergency  Room  on  this  past  2 day  weekend. 
A committee  was  appointed  to  answer  Mr.  Lennox’s 


letter  and  consists  of  Dr.  Arthur  Gaudreau  (ch.), 
Dr.  Roger  Fontaine  and  Dr.  Mallari. 

President  Levine  thought  that  there  might  be 
problems  coming  up  from  the  fact  that  very  shortly 
there  will  be  two  hospitals  in  the  Woonsocket  area 
and  that  there  might  be  some  friction  between 
them.  A great  deal  of  discussion  followed,  and  at 
the  conclusion  it  was  decided  to  appoint  a commit- 
tee consisting  of  Dr.  Henri  Gauthier  (ch),  Dr.  El- 
phege  Beaudreault  and  Dr.  Joseph  Bliss.  This 
Public  Relations  Committee  was  to  meet  and  de- 
cide on  its  exact  name  and  its  exact  functions  and 
to  report  at  the  next  meeting. 

A letter  was  read  from  the  Women’s  Auxiliary 
of  this  Society  requesting  an  advisor.  Dr.  James 
O’Brien  was  elected.  This  same  letter  announced 
that  the  Auxiliary  is  planning  a family  day  for  the 
doctors  and  their  families  on  Sunday,  September  19, 
1965  at  the  Cumberland  Civic  Center.  Refresh- 
ments, prizes,  and  a supper  at  4:30  p.m.  are 
planned.  Adults  will  be  charged  $2.50  and  children 
$1.25.  They  requested  that  we  join  them  in  spon- 
soring the  event. 

There  was  some  discussion  of  the  proposed  Fam- 
ily Day  but  not  much  enthusiasm.  The  consensus 
seemed  to  be  that  the  women  had  pretty  well  com- 
pleted their  plans  without  consulting  the  Society 
and  that  the  final  arrangements  should  be  left  to 
them. 

The  meeting  adjourned  at  9:00  p.m.  to  make  way 
for  the  Monthly  Scientific  Meeting  scheduled  at 
that  hour. 

Harry  Levine,  m.d..  President 


WASHINGTON  COUNTY  MEDICAL  SOCIETY 

The  annual  meeting  of  the  Washington  County 
Medical  Society  was  held  at  the  Haversham  Inn, 
Westerly,  R.  I.,  on  April  14,  1965. 

Meeting  was  called  to  order  at  11:30  a.m.  by  Dr. 
Dominic  Chimento,  President. 

Dr.  Agnelli  moved  and  it  was  seconded  that  the 
minutes  of  the  previous  meeting  be  accepted  as 
printed. 

Communications 

The  application  of  Dr.  Joseph  J.  O’Neill  for 
county  Medical  Society  membership  was  read  and 
referred  to  the  Credential  Committee. 

(Continued  on  Page  450) 
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REPORT  OF  THE  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


114th  Annual  Convention,  IS  etc  York  City , IS.  Y., 

June  20-24 , 1965 

Arthur  E.  Hardy,  m.d.,  Delegate , and  Edmund  T.  Hackman,  Alternate  Delegate 
of  the  Rhode  Island  Medical  Society 


The  most  controversial  issue  before  the 
House  was  that  of  nonparticipation  under  any 
so-called  “Medicare'’  law  that  might  be  passed 
by  Congress.  This  subject  came  up  in  various  ways 
in  nine  resolutions  and  in  portions  of  Dr.  Appel’s 
inaugural  address. 

The  House  recommended  that  “the  members  of 
the  American  Medical  Association  be  reminded  that 
it  is  each  individual  physician's  obligation  to  decide 
for  himself  whether  the  conditions  of  a case  for 
which  he  is  about  to  accept  responsibility  permit 
him  to  provide  his  own  highest  quality  of  medical 
care.” 

In  adopting  a substitute  resolution,  the  House 
declared  that  “the  physicians  of  the  United  States 
of  America  pledge  themselves  to  continue  their 
search  and  activity,  in  whatever  social  environment 
may  develop,  to  secure  or  to  restore  the  freedom, 
high  quality  and  availability  of  medical  care  which 
has  been  traditional  in  our  country. 

“When  the  fate  of  the  pending  medicare  legisla- 
tion is  determined,  this  House  will  review,  in  special 
session  if  necessary,  the  effect  of  the  law  and  take 
whatever  action  is  deemed  necessary. 

“In  keeping  with  the  testimony  before  your  Com- 
mittee, and  the  expressed  policies  of  this  House, 
this  action  should  in  no  way  be  interpreted  as  a 
change  in  Section  6 of  the  “Principles  of  Ethics”  of 
the  American  Medical  Association  which  plainly 
states:  “A  physician  should  not  dispose  of  his  serv- 
ices under  terms  or  conditions  which  tend  to  inter- 
fere with  or  impair  the  free  and  complete  exercise 
of  his  medical  judgment  and  skill  or  tend  to  cause 
a deterioration  of  the  quality  of  medical  care;”  and 
that  this  House  of  Delegates  reaffirm  the  principles 
of  the  Bauer  amendment  adopted  in  1961. 

“The  House  of  Delegates  reaffirm  the  nine  prin- 
ciples for  standards  of  health  care  programs  as 
adopted  by  the  House  of  Delegates  in  its  special 
meeting  February  7,  1965.  and  amended  to  read  as 
follows: 

‘(1)  No  person  needing  health  care  shall  be  de- 
nied such  care  because  of  the  inability  to 
pay  for  it. 

'(2)  It  is  appropriate  that  government  revenues 
be  used  to  finance  health  care  when  other 
resources  have  been  found  to  be  inadequate. 


"(3)  Every  level  of  government,  municipal,  coun- 
ty, state  and  federal,  should  assume  a re- 
sponsible share  in  the  financing  of  such  pro- 
grams. 

‘(4)  The  health  care  provided  by  such  programs 
should  be  adequate  and  should  be  equal  to 
that  available  to  those  who  can  afford  to  pay. 

•(5)  Maximum  use  should  be  made  of  voluntary 
prepayment  and  insurance  mechanisms. 

‘(6)  Administration  of  such  program  should  be 
the  responsibility  of  the  state  government. 
Participating  states  should  be  required  to 
meet  adequate  standards  of  administration 
in  order  to  qualify  for  federal  funds. 

‘(7)  Eligibility  requirements  for  benefits  should 
be  fair,  realistic,  uncomplicated  and  practical. 

•(8)  Any  such  health  care  programs  should  pro- 
vide funds  only,  and  not  direct  services. 

‘(9)  Funds  for  such  programs  may  come  from 
general  tax  revenues  and  not  from  social 
security  taxes’.” 

OFFER  TO  PRESIDENT  JOHNSON 

In  a related  action,  urging  that  government  seek 
the  advice  of  the  medical  profession  on  health  legis- 
lation, the  House  adopted  a resolution  which  in- 
cluded the  following  statements: 

“This  House  of  Delegates  restate  its  offer  to 
meet  with  the  President  of  the  United  States 
through  our  Legislative  Task  Force  to  discuss  pro- 
posed medical  care  legislation  with  a view  to  safe- 
guarding the  continued  provision  of  the  highest 
quality  and  availability  of  medical  care  to  the  peo- 
ple of  the  United  States. 

“The  House  of  Delegates  of  the  American  Medi- 
cal Association  instruct  the  Board  of  Trustees  of 
the  American  Medical  Association  to  embark  im- 
mediately on  an  active  campaign  to  inform  the 
membership  of  the  American  Medical  Association 
of  the  grave  considerations  in  adhering  to  our  prin- 
ciples of  ethics  posed  by  legislation  now  pending 
before  Congress. 

“The  American  Medical  Association  strongly 
urge  those  branches  of  the  government  interested  in 
the  formulation,  the  enactment,  and  the  implemen- 
tation of  laws  which  deal  with  the  provision  of 
professional  medical  services  to  the  public  to  seek 
and  utilize  the  2dvice  and  assistance  of  the  physi- 
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cians  who  will  render  such  services.  Such  advice 
and  assistance  should  be  received  through  our  cho- 
sen representatives,  the  officers  of  the  American 
Medical  Association. 

‘"The  American  Medical  Association  intensify  its 
efforts  to  modify  all  such  pertinent  legislation,  em- 
ploying the  necessary  means  and  appropriate  ac- 
tions to  the  end  that  the  health  of  the  public  and 
the  pursuit  of  excellence  in  medicine  be  unimpaired 
by  such  legislation. 

‘"The  American  Medical  Association  make  every 
effort  to  continue,  and  where  necessary,  to  expand 
its  communication  activities  so  that  all  physicians 
as  members  of  component  medical  societies  will  be 
promptly,  continuously  and  completely  informed  of 
developments  in  this  critical  area  during  the  coming 
months.” 

THE  DeBAKEY  COMMISSION  REPORT 

In  considering  seven  resolutions  involving  the 
report  and  recommendations  of  the  President’s 
Commission  on  Heart  Disease,  Cancer  and  Stroke, 
the  House  adopted  a substitute  statement  which 
resolved  that: 

‘■The  American  Medical  Association  point  with 
pride  to  the  immense  strides  made  in  the  approaches 
to  the  conquest  of  heart  disease,  cancer,  and  stroke 
under  existing  patterns  of  research  and  medical 
practice:  strongly  favoring  the  use  of  available 
financial  support  for  extension  of  these  patterns 
rather  than  replacement  by  a complex  of  medical 
control  centers  and  satellites. 

‘"The  American  Medical  Association  oppose  those 
particular  Commission  recommendations  which  call 
for  and  have  stimulated  proposals  for  hastily  con- 
trived and  unproven  sweeping  changes  in  the  pat- 
tern of  medical  research,  education,  and  patient 
care. 

“The  component  state  medical  associations  be 
urged  to  conduct  conferences  with  medical  educa- 
tors and  scientists,  medical  staffs  of  hospitals,  medi- 
cal society  representatives,  and  other  interested  par- 
ties, for  the  purpose  of  exchanging  information  and 
for  the  development  of  such  recommendations  as 
may  be  appropriate  for  the  continued  improvement 
of  medical  education,  research  and  patient  care. 

“The  state  medical  associations  be  urged  to  re- 
port findings  and  recommendations  resulting  from 
these  conferences  to  the  AMA  Board  of  Trustees, 
for  the  information  of  the  Board,  its  councils,  and 
the  Association  members.” 

THE  GUNDERSON  COMMITTEE 

Action  on  the  Gundersen  Committee  report  re- 
viewing the  size,  make-up  and  functions  of  the 
House  of  Delegates  was  postponed  until  the  1965 
Clinical  Convention  in  Philadelphia. 

(Continued  on  next  page) 
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The  House  adopted  a reference  committee  report 
saying : 

"It  was  apparent  that  if  the  organization  of  the 
House  of  Delegates  of  the  American  Medical  As- 
sociation, which  is  of  paramount  importance  to  the 
efficient  and  productive  operation  of  the  Associa- 
tion. is  to  be  thoroughly  studied  by  the  delegates, 
more  time  will  be  required.” 

The  Gundersen  Committee  was  appointed  an  ad 
hoc  unit  at  the  directive  of  the  AMA  House  in 
June,  1963.  The  committee,  which  is  chaired  by 
Gunnar  Gundersen,  M.D.,  La  Crosse,  Wis.,  a past 
president  of  the  AMA,  brought  in  an  extensive  35- 
page  report. 

The  committee  pointed  out  that  certain  aspects 
of  its  work  were  unfinished,  particularly  those  deal- 
ing with  the  function  of  the  AMA  scientific  sec- 
tions. The  AMA  House  action  recommended  that 
the  committee  continue  its  study  of  scientific  sec- 
tions. 

ORGANIZATION  OF  A NEW  SECTION 

In  a report  to  the  Board  of  Trustees,  the  Council 
on  Postgraduate  Programs  affirmed  its  belief  that 
the  establishment  of  a new  section  is  an  important 
change  in  the  AMA  structure,  and  submitted  a pro- 
cedure for  evaluating  the  qualifications  for  a new 


section  and  the  scientific  programs  of  all  sections. 

In  brief,  this  procedure  provides  that  (1)  the 
group  requesting  formation  of  a new  section  submit 
to  the  Executive  Vice  President  a written  request 
for  approval;  (2)  the  request  be  transmitted  by  the 
Board  to  the  Council  on  Postgraduate  Programs 
for  evaluation  of  the  petition;  (3)  if  approved  by 
the  Council,  a mandatory  trial  period  of  two  years 
as  presently  in  effect  be  provided  under  the  auspices 
of  the  Council;  and  (4)  after  such  trial  period,  a 
recommendation  for  acceptance  or  denial  of  the 
petition  for  the  establishment  of  a section  be  made 
to  the  Board. 

The  House  approved  the  recommendation,  with 
certain  word  changes,  and  suggested  that  it  be  sent 
first  to  the  Gundersen  Committee  and  then  to  the 
appropriate  AMA  council  for  consideration. 

MISCELLANEOUS  ACTIONS 
In  dealing  with  73  resolutions  and  numerous  re- 
ports from  councils,  committees  and  the  Board  of 
Trustees,  the  House  of  Delegates  also: 

Urged  medical  schools  and  agencies  concerned 
with  continuing  education  to  incorporate  ‘‘appro- 
priate learning  experiences”  for  physicians  in  coun- 
seling relating  to  sexual  attitudes  and  behavior. 
Agreed  that  hospital  medical  staffs  and  state  and 
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component  medical  societies  be  urged  to  encourage 
the  establishment,  maintenance,  and  proper  use  of 
cancer  registries  in  hospitals,  but  that  the  establish- 
ment of  such  registries  should  not  be  made  a re- 
quirement for  accreditation  by  the  Joint  Commis- 
sion on  the  Accreditation  of  Hospitals. 

Instructed  the  Council  on  Medical  Service  and 
its  Committee  on  Federal  Medical  Services  to  “re- 
main alert  to  any  deviations  from  policies  of  the 
Veterans  Administration  concerning  the  provision  of 
drugs  to  veterans  treated  by  private  physicians,  and 
to  meet  with  pharmacy  representatives  so  that  the 
basic  principle  of  freedom  of  choice”  of  pharmacists 
be  maintained. 

Referred  to  the  Eoard  of  Trustees  a resolution 
calling  for  the  AMA  to  caution  the  public  against 
discontinuing  voluntary  health  insurance  policies 
and  prepayment  plans  for  persons  over  65  in  “anti- 
cipation of  pending  legislation.” 

Reaffirmed  its  policy  concerning  the  practice  of 
radiology,  pathology,  anesthesiology  and  physical 
medicine  in  hospitals. 

Reaffirmed  AMA  policy  that  human  blood,  as 
living  tissue,  should  not  be  purchased  under  insur- 
ance contracts.  It  was  recognized  that  exceptions 
may  be  necessary  when  there  is  need  for  unusually 


large  numbers  of  transfusions,  or  whenever  volun- 
teer blood  donors  are  not  available. 

Urged  state  and  local  medical  societies  to  en- 
courage thhe  development  of  the  Explorer  Scout 
Program  for  Medical  Specialty  Posts  and  noted  that 
about  150  of  the  21,000  Explorer  Scout  posts  in 
the  country  are  directly  related  to  health. 

Adopted  a resolution  calling  for  continued  efforts 
to  secure  the  passage  of  legislation  “which  will 
remove  tax  discrimination  against  professional  peo- 
ple, specifically  HR  10  (Keogh)  and  HR  697  (Welt- 
ner),  but  turned  down  recommendations  that  the 
AMA  encourage  its  members  to  proceed  at  the  state 
levels  with  the  formation  of  corporations  for  the 
purpose  of  implementing  an  “organized  effort  in 
the  courts  to  remove  tax  discrimination.” 

Directed  the  Board  to  review  the  subject  of  fed- 
eral assistance  for  operating  expenses  for  health  or 
medical  education  facilities. 

Directed  the  Board  to  study  the  opportuntiies 
and  problems  associated  with  Operation  Head  Start 
and  other  programs  now  operating  or  planned  under 
the  Economic  Opportunity  Act. 

Referred  to  the  Board  for  study  a resolution 
calling  for  “a  program  of  purchase  of  health  in- 
( Continued  on  next  page) 
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surance  ...  in  every  state,  subsidy  for  which  shall 
be  by  federal-state  participation,”  under  w’hich  ‘‘ex- 
tension of  coverage  shall  be  to  all  needy  persons 
regardless  of  age.” 

Also  referred  to  the  Board  for  consideration  and 
appropriate  action  a 10-point  legislative  program 
outlined  by  the  Minnesota  delegation. 

House  received  a series  of  resolutions  urging  ap- 
proval of  an  American  Board  of  Family  Practice. 
All  were  referred  to  the  Council  on  Medical  Edu- 
cation. 

Urged  the  Council  on  medical  education  to  es- 
tablish a standard  date  of  appointment  for  all  ap- 
proved residency  training  programs. 

Encouraged  state  and  county  medical  societies  to 
participate  in  the  formation  of  State  Associations  of 
the  Professions,  “to  provide  a vehicle,  for  inter- 
professional cooperation  in  those  areas  where  united 
activity  of  the  various  professions  can  be  of  great 
benefit.” 

Amended  the  bylaws  to  provide  that  the  vice 
president  shall  succeed  to  the  presidency  should  the 
president  die,  resign  or  be  removed  from  office. 

Accepted  a Board  of  Trustees  report  stating  that 
it  had  referred  to  the  joint  AMA-American  Bar  As- 
sociation committee  a previously  introduced  resolu- 
tion designed  to  present  a grievance  against  al- 
leged abuse  of  legal  processes,  characterized  in  the 
resolution  as  “vexatious  litigation.” 


NEW . . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Renewable  To  Age  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  Medical  Society’s 
Underlying  Group  Plan. 


Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  $225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payable  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purchase  mail-order  insurance  to  have  the 
BEST  in  Disability  Insurance!  We  have  yet  to  see  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 

For  further  information,  send  us  your  name,  address, 
and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmple  1-4833 


OPENING  SESSION 

Dr.  Appel,  expressing  his  personal  opinion  in  his 
inaugural  address  at  the  Sunday  session,  said  that 
if  the  omnibus  Medicare  bill  is  passed  by  Congress, 
the  medical  profession  must  do  all  it  can  to  develop 
the  good  points  and  eliminate  the  bad  points  of  the 
law.  He  declared  that,  regardless  of  personal  opin- 
ion. "we  do  not  have  the  right  — either  as  physi- 
cians or  citizens  — to  violate  a law  or  to  violate  the 
spirit  of  the  law  or  its  intent.”  Outgoing  President 
Donovan  F.  Ward  pointed  out: 

“If  it  were  true  that  the  public  climate  was  the 
dominant  factor  affecting  the  decisions  of  those 
who  make  legislative  history,  we  now  would  be  win- 
ning both  in  the  House  and  the  Senate.” 

ELECTION  OF  OFFICERS 

Dr.  Charles  L.  Hudson  of  Cleveland,  Ohio,  a 
member  of  the  AMA  Board  of  Trustees  since  1961, 
was  named  President-Elect  of  the  Association.  He 
will  take  office  as  the  121st  AMA  President  in  June, 

1966.  succeeding  Dr.  James  Z.  Appel  of  Lancaster. 
Pa.,  who  was  inaugurated  at  the  Sunday  opening 
session  of  the  House  at  the  Xew  York  convention. 

Dr.  Hudson’s  unexpired  term  on  AMA’s  Board 
of  Trustees  will  be  filled  by  Dr.  Irvin  E.  Hendry- 
son,  Denver.  Colo.  Dr.  Hendrvson  will  serve  until 

1967. 

Re-elected  to  the  Board  for  three-year  terms 
were:  Drs.  Lester  D.  Bibler,  Indianapolis;  J.  B. 
Copeland,  Austin,  Texas;  Gerald  D.  Dorman,  Xew 
York;  L.  O.  Simenstad,  Osceola,  Wise. 

W.  Andrew  Bunten,  M.D.,  Cheyenne,  Wyo.,  was 
elected  to  a one-year  term  as  the  Association's  vice 
president. 

Dr.  Milford  O.  Rouse  of  Dallas.  Texas,  was  re- 
elected Speaker  of  the  House  of  Delegates,  and  Dr. 
Walter  C.  Bornemeier  of  Chicago  was  re-elected 
Yice  Speaker. 

Elected  to  the  Council  on  Medical  Education 
were  Dr.  Bland  W.  Cannon  of  Memphis,  Tenn.; 
Dr.  William  R.  Willard  of  Lexington.  Ky.  (to  suc- 
ceed himself)  and  Dr.  Earle  M.  Chapman  of  Bos- 
ton, Mass. 

Xamed  to  the  Council  on  Medical  Service  were 
Dr.  C.  A.  Hoffman  of  Huntington,  W.  Va.,  and  Dr. 
Russell  B.  Roth  of  Erie,  Pa.,  who  was  re-elected 
unanimously.  Dr.  George  D.  Johnson  of  Spartan- 
burg, S.  C.,  member  of  the  Council  on  Constitution 
and  Bylaws,  was  also  re-elected  unanimously. 

Dr.  James  H.  Berge  of  Seattle,  Wash.,  was  named 
to  succeed  himself  on  the  Judicial  Council. 

sf:  sjs  jJ? 

The  1965  AMA  Distinguished  Service  Award  was 
won  by  Dr.  Tinsley  R.  Harrison  of  Birmingham, 
Ala.,  for  his  outstanding  work  in  the  field  of  cario- 
vascular  diseases. 


NTZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine, 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1%,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of  20  ml.  and  in  bottles  of  30  ml.  with  dropper. 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyldiamine),  and 
Zephiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 
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PHENYLETONURIA 

(Concluded  from  Page  430) 
semia.  In  addition,  diagnostic  services  will  be  made 
available  to  hospitals  and  private  physicians  for  the 
determination  and  confirmation  of  other  rare  meta- 
bolic disorders  requiring  more  complex  laboratory 
techniques  and  equipment. 
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INTERNIST  WANTED 

For  Group  Practice  in  association  with 
another  Board  Certified  Internist.  Must 
have  Board  Certification  or  eligibility, 
and  Rhode  Island  license  or  eligibility. 
Salary  arrangements  open,  and  Part- 
nership after  one  year. 

ADDRESS  BOX  6,  Rhode  Island  Medi- 
cal Journal,  106  Francis  Street,  Provi- 
dence, R.  I.  02903. 
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Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 
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Providence  Medical  Association 


For  your  tense  patient  with  intestinal  spasm, 


escribe  improved  belladonna  therapy  with  more  potent  and 


nger  sustained  effect  than  most  synthetic  antispasmodics . . 


Hytrona  emphasizes  the  difference  in  anti- 
spasmodics.  This  improved  therapy  con- 
tains natural  belladonna  alkaloids  for 
longer,  more  potent  action.  The  crystalline 
alkaloids  in  Hytrona  are  carefully  weighed 
to  give  constant  potency.  It  is  well  toler- 
ated because  the  high  proportion  of  hyo- 
scyamine  enhances  the  antispasmodic 
effect  without  increasing  central  stimulant 
action.  Hytrona,  in  palatable  elixir  form 
and  easy-to-take  tablets,  is  now  available 
in  drug  stores  in  your  area. 
PRECAUTIONS:  Frequent  or  continued 
use  should  be  carefully  supervised.  Dis- 
continue or  reduce  dosage  if  dryness  of 
the  mouth,  rapid  pulse,  or  blurring  of 
vision  occurs.  Hytrona  is  contraindicated 
in  glaucoma.  Use  cautiously  in  elderly 
people,  especially  when  urinary  retention 
is  present.  Phenobarbital  may  be  habit 
forming. 

Hytrona, 

Each  tablet  or  5 ml.  teaspoonful  represents 
hyoscyamine  hydrobromide,  0.18  mg.;  atro- 
pine sulfate,  0.015  mg.;  scopolamine  hydro- 
bromide, 0.005  mg.;  phenobarbital  16  mg. 
(X  gr.). 


PITMAN-MOORE 

Division  of  The  Dow  Chemical  Company,  Indianapolis 
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IN  THE  EDITOR  S MAILBOX 
Socialized  Medicine , or,  Call  Me  Madam 


To  the  Editor: 

Recently,  I had  occasion  to  make  an  appointment 
for  an  annual  check-up  with  •‘my”  gynecologist. 
This  I do  conscientiously  — I consider  it  my  duty 
as  a mother.  I must  explain  that  it  takes  consider- 
able determination  to  make  the  appointment — an 
unpleasant  duty,  therefore.  I make  the  call.  I am 
told  that  I cannot  be  assured  of  an  appointment 
with  the  doctor  I ask  for.  “Whoever  is  on  duty  that 
day  will  examine  you.”  Silence.  With  bad  grace  I 
make  the  appointment.  Determination  mustered 
must  be  obeyed.  The  day  comes.  I keep  the  appoint- 
ment. I am  ushered  into  the  examining  room.  (Hon- 
esty forces  me  to  observe  I don’t  have  to  wait.)  I 
undress;  I sit  in  my  slip  watching  the  door  for  the 
stranger  who  might  come  in.  My  trepidations  are 
justified  — it  is  a stranger.  He  enters,  calling  me 
by  my  FIRST  NAME.  Unpardonable.  I do  not 
assume  he  does  this  because  he  considers  me  a 
sheep  of  his  flock  and  himself  the  shepherd,  but 
because  he  cannot  pronounce  my  last  name  — and 
does  not  want  to  take  the  trouble  to  learn  how  to 
do  so. 

He  asks  me  if  I have  any  problems.  I have,  but 
I say  no;  I leave  it  to  him  to  find  out  what  my 
problems  are.  He  sits  me  on  the  table  and  takes 
my  blood  pressure  — observes  that  I must  be  the 
nervous  type.  He  proceeds  to  examine  me.  Appar- 
ently, he  does  not  discover  my  “problem”  because 
he  does  not  mention  it;  nor  do  I.  Examination  con- 
cluded he  tells  me  I am  okay.  I should  feel  re- 
lieved; instead  I feel  dehumanized  — as  if  I’ve  just 
reached  the  end  of  an  assembly  line.  This  is  what 
socialized  medicine  must  be  like;  the  only  difference 
is  that  through  the  mail,  a few  days  later,  I receive 
a bill.  What  could  be  more  personalized  than  a bill? 

Far  be  it  from  me  to  stem  the  onrush  of  progress 
(no  crusader  I).  But,  at  the  very  least,  I suggest 
that  we  New  Englanders  would  appreciate  the  cour- 
tesy of  being  called  “Mrs.,”  particularly  by  a doc- 
tor who  is  younger  than  we  are. 

Name  withheld  for  obvious  reasons, 

Warwick,  R.  I. 


EDALOGY 

G-6-PD  DEFICIENCY  IN  SAUDI  ARABIA 

A survey  of  red  blood  cell  glucose-6-phosphate 
dehydrogenase  (G-6-PD)  deficiency  was  conducted 


among  1,396  subjects  in  order  to  define  the  geo- 
graphical and  ethnic  distribution  of  this  erythro- 
cytic defect  in  Saudi  Arabia. 

It  was  found  that  13%  of  randomly  selected 
male  subjects  and  2.4%  of  the  females  among  the 
Shiite  Muslim  tested  had  an  erythrocytic  G-6-PD 
deficiency.  The  geographical  limits  of  the  G-6-PD 
deficiency  correspond  exactly  to  the  areas  known  to 
be  hyperendemic  for  malaria.  The  Shiite  Muslim, 
however,  is  a distinct  cultural,  religious,  and  an- 
thropometric minority  group. 

The  data  indicate  that  falciparum  malaria  is  not 
the  only  factor  determining  regional  difference  in 
the  incidence  of  G-6-PD  deficiency.  The  major 
population  group,  Sunni  Muslim,  was  found  to  have 
a low  incidence  of  G-6-PD  deficiency  regardless  of 
proximity  to  areas  of  endemic  falciparium  malaria. 

. . . Gelpi,  A.  P.:  Blood  25:486,  1965 


HEALTH  HAVENS 

NURSING  HOME 


CONVENIENTLY  SERVING 
GREATER  PROVIDENCE,  PAWTUCKET, 
CRANSTON,  EAST  PROVIDENCE  and 
EAST  BAY  COMMUNITIES 

ETHICAL,  PROFESSIONAL  SERVICE 

Registered  Nurses  Always 
Dietician  Supervised  Food  Services 
Nationally  Accredited 

100  WAMPANOAG  TRAIL 
EAST  PROVIDENCE,  R.  I. 
438-4275 
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BOOK  REVIEWS 


MEDICAL  DEPARTMENT,  UNITED  ST  A TES 
ARMY.  PREVENTIVE  MEDICINE  IN 
WORLD  WAR  II.  Vol.  VII.  COMMUNICA- 
BLE DISEASES.  ARTHROPODBORNE  DIS- 
EASES OTHER  THAN  MALARIA.  Editor-in- 
Chief:  Colonel  John  Boyd  Coates,  Jr.,  Editor  for 
Preventive  Medicine:  Ebbe  Curtis  Hoff,  M.D. 
Office  of  the  Surgeon  General.  U.  S.  Government 
Printing  Office,  1964.  $4.25. 

This  volume  on  arthropod-borne  diseases  other 
than  malaria  is  the  seventh  and  final  volume  in  the 
medico-military  historical  series  dealing  with  pre- 
ventive medicine  in  World  War  II.  Written  by  ten 
world-renowned  authorities,  it  covers  such  diseases 
as:  encephalitis,  bartonellosis,  dengue,  plague,  sand- 
fly fever,  typhus,  and  yellow  fever.  While  some 
clinical  information  is  included,  most  of  the  em- 
phasis is  on  the  epidemiologic,  experimental  and 
control  aspects  of  these  diseases,  especially  as  re- 
lated to  their  military  implications.  It  also  outlines 
the  manner  in  which  diverse  military,  governmental, 
and  civilian  agencies  mobilized  their  resources  in 
order  to  deal  with  these  problems. 

Especially  interesting  are  the  chapter  on  dengue 
fever  and  epidemic  typhus  fever,  with  a full  account 
of  the  typhus  epidemic  occurring  in  Naples  in  1943. 

In  general,  it  is  concisely  and  clearly  written  and 
should  be  of  interest  and  value  to  both  military  and 
non-military  personnel  working  in  the  field  of  pre- 
ventive medicine. 

Joseph  E.  Cannon,  m.d.,  m.p.h. 

Ciba  Foundation  Colloquia  on  Endocrinology,  vol- 
ume 15.  AETIOLOGY  OF  DIABETES  MEL- 
LITUS  AND  ITS  COMPLICATIONS.  Edited 
by  Margaret  P.  Cameron,  M.A.,  and  Maeve 
O’Connor,  B.A.  Little,  Brown,  and  Company, 
Boston,  1964.  $12.50. 

Within  the  392  pages  of  this  volume  are  sum- 
marized the  current  concepts  of  etiologies,  patho- 
genesis, and  complications  of  Diabetes  Mellitus. 
Its  unique  organization  consists  in  a summary  of 
each  presentation  followed  by  an  expert  discussion 
of  the  topic.  As  a quick  reference,  however,  this 
book  would  be  cumbersome. 

Of  particular  interest  are  the  pithy  comments 
concerning  the  physiology  of  the  pancreatic  beta 
cells  and  the  most  recent  observations  on  the  pro- 
duction of  insulin,  its  release  into  the  blood  stream, 
the  active  and  inactive  physicochemical  states  of 


insulin  in  both  normals  and  diabetics,  as  well  as 
the  many  factors  impeding  its  clinical  action  (pi- 
tuitary polypeptide,  synalbumin,  action  on  peri- 
pheral tissue,  etc.).  Current  knowledge  concerning 
the  microcirculation  is  summarized  and  the  vascu- 
lar complications  of  Diabetes  Mellitus  are  illus- 
trated clearly  and  in  detail  with  many  photomicro- 
graphs. 

Albert  F.  Tetreault,  m.d. 

CURRENT  CONCEPTS  OF  THYROID  DIS- 
EASE. A PROGRAMMED  SELF -INSTRUC- 
TIONAL REVIEW  FOR  PHYSICIANS.  Pub- 
lished by  Pfizer  Laboratories  and  Basic  Systems, 
Inc.,  New  York,  1965.  Distributed  Without 
Charge  to  Physicians. 

Programmed  instruction  in  medicine  is  new  and 
an  exciting  change  in  pace  in  medical  reading.  The 
format  involves  the  Socratic  question  and  answer 
method  of  teaching.  Here  are  350  questions  with 
concealed  answers  that  cover  signs  and  symptoms 
of  thyroid  dysfunctions,  current  tests  of  thyroid 
function,  treatment  of  hypogoiter,  and  thyroid 
carcinoma.  Small  bits  of  information  are  fed  to  the 
reader  and  slowly  developed  into  an  impressive 
body  of  factual  information  that  accumulates  with 
surprising  ease  and  coherence. 

These  89  pages  took  me  several  sessions  totaling 
about  six  hours  to  complete.  I was  charmed  re- 
peatedly by  the  clarity  of  exposition  and  graphic 
illustration  of  difficult  points.  With  neat  precision 
hypothyroidism  is  separated  from  myxedema  and 
myxedema  exhibited  as  a sign  in  hyperthyroidism 
as  well  as  hypothyroidism.  A particularly  fine  sec- 
tion on  laboratory  tests  includes  a lucid  review  of 
the  T3  red  cell  uptake  developed  by  Dr.  Milton 
Hamolsky  now  of  Rhode  Island  Hospital.  For  ex- 
ample, in  what  condition  would  the  BMR  be  plus 
18,  the  PBI  9.2  meg.  per  100  ml.,  and  the  T3  up- 
take 8 per  cent?  Answer:  pregnancy.  The  suppres- 
sion effect  of  “a  little  thyroid”  is  graphically  illus- 
trated and  provides  a commanding  grasp  of  this 
common  clinical  problem.  The  recurring  difficulty 
of  thyroid  nodules  is  nicely  differentiated,  and  a 
clear  didactic  view  presented.  The  differential  diag- 
nosis of  tender  and  nontender  goiter  is  discussed. 
This  sampling  suggests  the  range  of  material  con- 
sidered. A great  deal  of  the  medical  students’  ‘‘hot 
dope”  is  here,  and  it  is  put  to  use  in  a practical  way. 

(Continued  on  Page  448) 
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herapeutic  effects 

number  of  investigators  report  improve- 
! lent  in  about  75%  of  cases.  Relief  of  pain 
nd  stiffness  is  the  predominant  response, 
requently,  there  is  also  a significant 
nprovement  in  function.  The  beneficial 
ffects  of  the  drug  are  usually  seen  by  the 
lird  or  fourth  day  of  treatment. 

here  is  general  agreement  that  milder 
ases  of  osteoarthritis  are  preferably 
eated  by  simple  analgesics.  In  many 
atients,  however,  this  mode  of  therapy 
jiils  to  give  sufficient  relief.  Because  ster- 
ids  are  not  very  effective  in  this  form  of 
rthritis,  phenylbutazone  affords  the  drug 
nerapy  most  capable  of  relieving  the  more 
evere  cases.  For  best  results,  it  is  recom- 
,iended  that  treatment  with  phenylbutazone 
[e  combined  with  physiotherapy  and  other 
ppropriate  supportive  measures. 

osage 

he  initial  daily  dosage  in  adults  is  300-600 
ig.  in  divided  daily  doses.  In  most  instances, 
30  mg.  daily  is  sufficient  for  maximum 
lerapeutic  response.  A trial  period  of  one 
eek  is  adequate  to  determine  the  effects 
f the  drug;  if  there  is  no  improvement, 
iscontinue  the  drug.  When  improvement 
oes  occur,  dosage  should  be  promptly 
■ ecreased  to  the  minimum  effective  level: 
pis  should  not  exceed  400  mg.  daily,  and  is 
ften  achieved  with  only  100-200  mg.  daily. 

recautions 

efore  prescribing,  the  physician  should 
btain  a detailed  history  and  perform  a 
omplete  physical  and  laboratory  examina- 
on,  including  a blood  count.  The  patient 
lould  be  kept  under  close  supervision  and 


should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight 
gain  (water  retention) ; skin  reactions;  black 
ortarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action 
of  sulfonylurea  and  sulfonamide-type 
agents  and  insulin.  Patients  receiving  such 
concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Side  effects 

The  most  common  side  effects  are  nausea, 
edema  and  drug  rash.  Infrequently,  agranu- 
locytosis, generalized  allergic  reaction, 
stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed 
to  the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  are  also  possible  side 
effects.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice,  and  several  cases 
of  anuria  and  hematuria.  With  long-term 
use,  reversible  thyroid  hyperplasia  may 
occur  infrequently. 

Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  allergy; 


history  of  blood  dyscrasia.  Because  of  the 
increased  possibility  of  toxic  reactions,  the 
drug  should  not  be  given  when  the  patient 
cannof  be  seen  regularly,  when  the 
patient  is  senile,  or  when  other  potent 
chemotherapeutic  agents  are  given  con- 
currently. Large  doses  of  Butazolidin®  alka 
are  contraindicated  in  patients  with 
glaucoma. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects  and 
contraindications  as  contained  in  the 
complete  prescribing  information. 

Butazolidin  alka 


Each  capsule  contains: 


Butazolidin,  brand  of 
phenylbutazone 

100  mq. 

dried  aluminum 

hydroxide  gel 

100  mq. 

magnesium  trisilicate 

150  mq. 

homatropine 

methylbromide 

1 .25  mq. 

Butazolidin 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


0% 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 

BU-3143 
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BOOK  REVIEWS 

(Continued  from  Page  444) 

Programmed  instruction,  I think,  rapidly  will  be- 
come a major  instrument  of  medical  education.  It 
is  particularly  suited  to  postgraduate  and  continu- 
ing education  for  the  physician.  It  can  be  managed 
alone  at  any  reading  pace  and  can  fill  in  the  innu- 
merable gaps  that  more  formal  reading  creates. 
Textbooks  of  medicine  present  essays  that  are  un- 
wieldy in  terms  of  medical  problems  which  present 
as  questions  to  be  answered.  Original  articles  from 
the  literature  require  a high  effort  of  correlation. 
Outside  of  narrow  areas  of  individual  specilization 
the  discontinuity  of  original  papers  presents  to 
medical  readers  a hopeless  task.  Programs  seem  to 
be  a happy  solution  to  the  difficulties  raised  by 
textbooks  and  journal  articles.  A good  program  is 
a highly  organized  series  of  problems  moving  logic- 
ally from  simple  to  complex  material.  It  requires 
constant  reader  participation.  The  effort  involved 
in  doing  a program  is  like  that  involved  in  solving 
a set  of  algebra  problems  as  compared  with  reading 
a novel;  it  is  cumulative  in  effect. 

The  promise  of  medical  programmed  instruction 
seems  to  be  realized  here  in  thyroid  physiology  and 
thyroid  disease.  This  is  the  second  presentation 
from  Pfizer.  The  first  one  on  “Allergy  and  Hyper- 
sensitivity” published  in  1963  was  a phenomenal 
success  and  led  to  publication  of  several  hundred 
thousand  copies.  That  program  has  been  adopted 
as  required  or  adjunctive  reading  in  10  American 
medical  schools;  this  one  is  even  better.  And.  if 
this  is  advertising  from  a pharmaceutical  company, 
we  welcome  more,  for  this  is  a first-class  contribu- 
tion. The  authors  and  publishers  have  done  us  a 
service. 

John  F.  W.  Gilman,  m.d. 

SCINTILLATION  SCANNING  IN  CLINICAL 
MEDICINE.  Edited  by  James  L.  Quinn,  III. 
M.D.  \Y.  B.  Saunders  Company,  Philadelphia. 
1964.  $11.50. 

The  book  is  a transcript  of  papers  and  discus- 
sions presented  at  a symposium  of  the  Department 


E.  P.  Anthony,  Inc. 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 

178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
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of  Radiology  at  the  Bowman  Gray  School  of  Medi- 
cine. which  was  sponsored  by  the  Forsythe  County 
Service  and  the  Nuclear  Division  of  the  Picker  X- 
rav  Corporation. 

The  contributors  are  leading  scientists  and  re- 
searchers in  the  field.  In  addition  to  technical  prob- 
lems and  theoretical  considerations,  the  every-dav 
problems  in  this  new  and  ever-growing  subject  are 
well  covered.  Special  notice  should  be  given  to  the 
paper  of  C.  Craig  Harris,  M.S.  of  Oak  Ridge  Na- 
tional Laboratory  for  the  simple  manner  in  which 
it  persents  the  physical  foundations  of  scanning 
and  clarifies  the  problems  for  a medical  audience 
possibly  not  well  trained  in  advanced  physics. 

The  perennial  star  of  isotope  wrork  — the  thyroid 
gland  — and  related  scanning  problems  are  very 
well  presented  by  Martin  Miller  of  the  Henry  Ford 
Hospital  of  Detroit.  His  recommendations  for  util- 
izing the  thyroid  suppression  tests  in  scanning,  a 
relatively  simple  procedure,  are  well  worth  con- 
sidering. 

In  addition  to  the  description  of  scanning  pro- 
cedures and  ample  practical  advice  to  the  new-- 
comer.  the  papers  shed  light  on  new  things  to  come. 
The  use  of  selenium-75  in  the  form  of  1 -seleno- 
methionine in  pancreas  and  parathyroid  scanning, 
cesium- 131  in  myocardial  scanning,  and  strontium 
studies  in  bone  work  are  all  very  promising.  The 
problems  and  hopeful  aspects  of  these  new  proce- 
dures are  w^ell  discussed.  Early  and  sometimes  ad- 
vanced results  of  research  in  the  new  fields  of  scan- 
ning are  presented. 

Consideration  is  also  given  to  the  short-life  and 
low-energy  isotopes  in  scanning  techniques,  such 
as  technetium-99  in  brain  scanning,  which  will  pro- 
vide us  in  the  near  future  with  faster  scanning, 
better  contrast,  and  considerably  less  exposure  to 
the  patient. 

The  book  is  recommended  for  the  student  as  well 
as  the  practitioner  in  the  field,  and  it  is  a rich 
treasury  of  little  technical  hints  that  should  save 
many  hours  of  difficult  experimentation. 

Stephen  I.  Frater,  m.d. 

DORLAND’S  ILLUSTRATED  MEDICAL  DIC- 
TIONARY. Twenty-fourth  Edition.  W.  B.  Saun- 
ders Company.  Philadelphia,  1965.  013.00. 

A medical  dictionary  is  among  the  essentials  in 
a medical  library.  The  maze  of  medical  terminology 
make  it  indispensable  for  the  doctor  trying  to  find 
the  meaning  of  a new  word,  a new  (and  old)  syn- 
drome. a new  (and  old)  sign. 

Dictionaries  used  by  medical  assistants  become 
dilapidated  long  before  a new  edition  appears. 

This  24th  edition  is  well  up  to  date. 

The  dermatologists  will  be  happy  to  see  their 
complicated  nomenclature  checked  by  a first  class 
consultant.  F.  Ronchese.  m.d. 
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On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 


Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 
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RE  AG  IX  IN  TEARS  by  Guy  A.  Settipane,  John  T. 

Connell  and  William  B.  Sherman.  J.  Allergy 

36:92,  1965. 

Tears  from  eight  ragweed  hayfever  patients  and 
two  normal  individuals  were  studied  by  the  follow- 
ing methods:  Prausnitz-Kustner  reaction,  deter- 
mination of  blocking  antibody  to  ragweed,  immuno- 
electrophoresis,  and  Ouchterlony  plate  procedures. 
All  hay  fever  patients  had  serum  skin-sensitizing 
antibody  titers  to  ragweed  in  a dilution  of  1/200  or 
greater.  Normal  individuals  were  skin  tested  by  the 
intradermal  method  to  aqueous  ragweed  extract, 
1.000  protein  nitrogen  units  (PNU)  per  milliliter 
and  were  negative  Skin-sensitizing  antibody  in  low 
titer  was  present  in  the  lacrimal  secretion  of  two 
out  of  seven  atopic  individuals  in  which  the  Praus- 
nitz-Kustner test  was  attempted.  Both  of  these  pa- 
tients with  reagin  in  their  tears  had  a serum  skin- 
sensitizing  antibody  titer  to  ragweed  of  1/500  or 
greater.  Three  other  atopic  patients  with  similarly 
high  titers  did  not  have  any  demonstrable  reagin 
in  their  tears.  Two  atopic  patients  with  serum  skin- 
sensitizing  antibody  titers  of  1/200,  and  1/300 
also  had  no  evidence  of  reagin  in  their  tears.  Block- 
ing antibody  to  ragweek  was  not  found  in  the  lac- 
rimal secretion  of  one  treated  patient  who  had  an 
elevated  serum  blocking  antibody  titer.  Immuno- 
electrophoresis of  tears  using  goat  antiwhole  human 
serum  revealed  two  pricipitin  bands,  one  in  the  al- 
bumin region  and  the  other  in  the  beta  globulin 
region.  Similar  bands  were  noted  on  using  anti- 
beta-2 A globulin  and  anti-albumin.  Ouchterlony 
plate  analysis  confirmed  the  presence  of  these  two 
serum  proteins  in  lacrimal  secretion. 

NAIL  IN  LICHEN  PLANUS  by  F.  Ronchese. 

Arch.  Dermat.  91:347,  1965. 

Longitudinal  grooving,  ridging  and  splitting,  a 
peculiar  midline  fissure,  and  a peculiar  progressive 
atrophy  practically  ending  in  the  disappearance  of 
the  nail-plate  are  nailanomalies  observed  in  a good 
number  of  cases  of  lichen  planus.  A relation  between 
these  nailanomalies  and  lichen  planus  seems  to  be 
justified. 

GRANULOMA  PYOGENICUM  by  F.  Ronchese. 

Amer.  J.  Surg.  109:430,  1965. 

Granuloma  pvogenicum,  also  called  granuloma 
telangectaticum,  bloody  wart,  granuloma  peduncu- 


DERMAQU1Z  ANSWER 
(See  Page  412) 

Diagnosis:  Herpes  Zoster  (shingles)  (One  some- 
times hears  an  objection  to  a diagnosis  of  herpes 
zoster  because  the  location  is  not  along  a rib.) 


latum  benignum,  and  ‘'pregnancy  wart,”  is  a benign 
vascular  tumor,  usually  about  0.5  to  1 cm.  in  di- 
ameter. It  bleeds  easily  and  profusely.  It  looks  like 
a mushroom  springing  up  from  a hole.  This  feature 
is  of  diagnostic  importance.  The  therapy  varied  ac- 
cording to  its  location. 

PSEUDOPELADE  by  F.  Ronchese.  Dermat.  Di- 
gest 3:61,  1964. 

Pseudopelade  is  a rare,  atrophic,  progressive,  ir- 
reversible disorder  of  the  scalp,  of  unknown  eti- 
ology, with  a distinct  pattern  and  other  clinical 
characteristics  and  with  histopathologic  features 
which  are  not  diagnostic. 

The  term  pseudopelade,  liimited  to  the  loss  of 
hair  with  a pattern  of  alopecia  areata  and  with  un- 
known etiology,  should  remain  because  it  has  been 
in  use  for  more  than  70  years  and  cannot  be  re- 
placed by  a satisfactory  term.  There  is  no  treatment 
of  avail. 


WASHINGTON  COUNTY 

(Concluded  from  Page  437) 

Committee  Reports 

The  meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  briefly  dis- 
cussed by  Dr.  Agnelli.  Dr  Richard  Kraemer  re- 
ported on  the  last  meeting  of  the  Council  of  the 
Rhode  Island  Medical  Society. 

Old  Business 
None. 

New  Business 

Dr.  Tatum  called  on  the  attention  of  the  mem- 
bers to  support  the  Mental  Health  Clinic  in  the 
communities,  underlining  the  importance  of  finan- 
cial support  within  their  town’s  budget. 

A motion  by  Dr.  Agnelli  and  seconded  by  Dr. 
Tatum  to  donate  to  the  Mental  Health  Clinic  was 
tabled  until  next  meeting. 

Guest  Speaker 

Dr.  J.  P.  Turco,  showed  motion  pictures  and 
slides  from  his  recent  Safari  to  East  Africa.  It  was 
accompanied  by  interesting  explanations  and  stories. 

Members  Recorded  Present 

Doctors  Agnelli,  Burbelo,  Capalbo,  Celestino, 
Chimento,  Farago,  Goldberg,  Hathaway,  Jones, 
Kraemer,  Kusma,  LaPere,  Laskey.  Lombardo,  Mac- 
Iver,  Manganaro,  Morrone,  McGrath,  O'Brien, 
Palaia,  Pinto,  Robinson,  Ruisi,  Siegmund,  Tang, 
Tatum.  Turco,  Visgilio,  Walsh,  Wood  J.  P.,  Wood 
P.  B. 

Respectfully  submitted, 

Erwin  Siegmund,  m.d.,  Secretary 


In  Fractures:  B and  C vitamins  are  therapy 

Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (Thiamine Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 


DLEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


/0amC£.  ^ 

'tie,  TuAifcij^ " 


Mr.  T.  A.  H. 
Santa  Monica,  Calif 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 

Sealy  Posturepedic  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  leac 
ing  orthopedic  surgeons  for  good  sleeping  posture.  It 
firmness,  providing  the  kind  of  support  acknowledge^ 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  t 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON,  POSTUREPEDIC 


As  a doctor,  you  are  invited  to  take  advantage  of  a 
I professional  discount  on  the  Sealy  Posturepedic. 
I We  believe  your  personal  use  will  convince  you 
' ■ of  the  Posturepedic’s  distinctive  benefits  and,  we 

would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr 


Residence 


City 


Zone 


State 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN. 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat.  Off. 
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Iron  deficiency 
is  effectively  treated 
with  Zentinic® 


Zentinic  is  an  oral  multifactor  hematinic 
in  Pulvule®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adolescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapid  growth.  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 


Zentinic'  i* 


Multifactor  Hematinic  with  Vitamins 


to  the  practice  of  medicine 


OMYCETIN 


PHENICOL) 


available  to  physicians  upon  request. 


rtete  information  for 


IN  THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 


AND  THREATENED 


AND  HABITUAL  ABORTION 


in  vivo  measurement 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscle 


utrexin 


H W.&D.  BRAND  OF  LUTUTRIN 

3000  UNIT  TABLETS 

The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor’’  for  Lutrexin  (Lututrin). 

Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity — 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

IJ^>  BALTIMORE,  MARYLAND  21201 


454 


RHODE  ISLAND  MEDICAL  JOURNAL 


Whether  you  want 
a $50  a month 
Installment  Trust 
or  a 

$500,000 

Investment 

Management 

Account 


5pT>/ 

/Ifv 

/W  u 

You’re  first  with  us . . . 
at  Hospital  Trust 


Here  you'll  find  young  ideas.  Like  the  INSTALL- 
MENT TRUST  — the  systematic  way  to  build  a 
college  fund  for  a youngster  or  prepare  for  your 
own  retirement.  Start  with  as  little  as  $100.  Add 
$25,  $50,  or  more  each  month. 

Here,  too,  you'll  find  seasoned  judgment  and 
personal  attention  devoted  to  the  management  of 
investments.  An  INVESTMENT  MANAGEMENT 


ACCOUNT  can  save  time  and  worry  if  you  own 
securities  worth  $50,000  — or  $500,000  — or  more. 
Our  recommendations  are  impartial  . . . the  final 
decisions  are  up  to  you. 

Whether  you're  concerned  with  building  an 
estate  or  conserving  what  you  have,  talk  with 
the  trust  officers  at  Hospital  Trust  — where  you 
come  first ! 


0 

RHODE  ISLAND 

Hospital  Trust 

COMPANY 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown' 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  chat» 
acterized  by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\j iftCranbury,  N.J.  c„ -s76i 
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5 basic  uro-analytical 
> facts  in  30  seconds 
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Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are.- 

pH- values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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The  good  life— just  what  the  doctor  ordered 


Sea  and  sun  are  both  in  his  doctor’s  orders  — so  is  that 
grapefruit  he’s  eating  with  such  gusto.  Citrus  fruit  is  a 
wonderful  way  for  this  patient  or  any  patient  to  get  his 
daily  quota  of  vitamin  C ...  to  enjoy  something  good  to 
eat,  tasty  and  satisfying  but  not  rich. 

Not  all  patients  are  so  lucky  as  to  have  retired  to 
Florida,  where  they  can  pick  citrus  fruit  off  their  own 
trees.  But  any  patient  anywhere  can  get  the  same  benefits 
of  the  natural  vitamin  C in  Florida  oranges,  grapefruit, 
and  tangerines  . . . thanks  to  modern  methods  of  process- 
ing fresh  fruit.  Whether  it  is  frozen,  canned,  or  in  cartons, 
98%  of  the  vitamin  C content  of  the  fruit  is  preserved. 


Grapefruit  and  other  citrus  fruits  filled  with  vitamin  C 
are  valuable  in  the  nutrition  of  every  age  group.  Among 
the  teen-agers,  vitamin  C is  one  of  the  two  nutrients  most 
often  low  in  the  diet.  Infants,  too,  need  generous  amounts 
of  vitamin  C;  and  they  will  take  it  readily  when  it  comes 
to  them  in  the  form  of  delicious  orange  juice. 

When  your  patient  chooses  Florida  citrus,  he  can  be 
sure  of  getting  fruit  filled  with  natural  goodness  and  of 
just  the  right  sweetness.  Florida  citrus  is  unexcelled  be- 
cause a State  commission  watches  over  the  entire  Florida 
citrus  crop  to  see  that  it  meets  the  world’s  highest  stand- 
ards for  fresh,  frozen,  canned,  or  cartoned  citrus  fruit. 


© Florida  Citrus  Commission,  Lakeland,  Florida 


utazolidin 

and  of 

lenylbutazone 

1 

steoarthritis 


ieigy 


1 trapeutic  effects 

i umber  of  investigators  report  improve- 
i it  in  about  75%  of  cases.  Relief  of  pain 
; stiffness  is  the  predominant  response. 

I quently,  there  is  also  a significant 
i rovement  in  function.  The  beneficial 
t cts  of  the  drug  are  usually  seen  by  the 
i d or  fourth  day  of  treatment. 

' ■re  is  general  agreement  that  milder 
i es  of  osteoarthritis  are  preferably 
l ited  by  simple  analgesics.  In  many 
I ents,  however,  this  mode  of  therapy 
I s to  give  sufficient  relief.  Because  ster- 
13  are  not  very  effective  in  this  form  of 
i iritis,  phenylbutazone  affords  the  drug 
I rapy  most  capable  of  relieving  the  more 
: ere  cases.  For  best  results,  it  is  recom- 
i ided  that  treatment  with  phenylbutazone 
I ;ombined  with  physiotherapy  and  other 
i 'ropriate  supportive  measures. 

I ;age 

initial  daily  dosage  in  adults  is  300-600 
i in  divided  daily  doses.  In  most  instances, 

■ mg.  daily  is  sufficient  for  maximum 
I rapeutic  response.  A trial  period  of  one 
I ;k  is  adequate  to  determine  the  effects 
( ie  drug;  if  there  is  no  improvement, 
t :ontinue  the  drug.  When  improvement 

< s occur,  dosage  should  be  promptly 

< reased  to  the  minimum  effective  level: 

I should  not  exceed  400  mg.  daily,  and  is 
t -n  achieved  with  only  100-200  mg.  daily. 

i cautions 

I ore  prescribing,  the  physician  should 
lain  a detailed  history  and  perform  a 
t aplete  physical  and  laboratory  examina- 
I , including  a blood  count.  The  patient 
I uld  be  kept  under  close  supervision  and 


should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight 
gain  (water  retention);  skin  reactions;  black 
or  tarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action 
of  sulfonylurea  and  sulfonamide-type 
agents  and  insulin.  Patients  receiving  such 
concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Side  effects 

The  most  common  side  effects  are  nausea, 
edema  and  drug  rash.  Infrequently,  agranu- 
locytosis, generalized  allergic  reaction, 
stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed 
to  the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  are  also  possible  side 
effects.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice,  and  several  cases 
of  anuria  and  hematuria.  With  long-term 
use,  reversible  thyroid  hyperplasia  may 
occur  infrequently. 

Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  allergy; 


history  of  blood  dyscrasia.  Because  of  the 
increased  possibility  of  toxic  reactions,  the 
drug  should  not  be  given  when  the  patient 
cannof  be  seen  regularly,  when  the 
patient  is  senile,  or  when  other  potent 
chemotherapeutic  agents  are  given  con- 
currently. Large  doses  of  Butazolidin®  alka 
are  contraindicated  in  patients  with 
glaucoma. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects  and 
contraindications  as  contained  in  the 
complete  prescribing  information. 

Butazolidin  alka 


Each  capsule  contains: 


Butazolidin,  brand  of 
phenylbutazone 

100  mq. 

dried  aluminum 

hydroxide  gel 

100  mq. 

magnesium  trisilicate 

150  mq. 

homatropine 

methylbromide 

1 .25  mq. 

Butazolidin 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 

BU-3143 
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BOOK  REVIEWS 


CARDIAC  ARREST  AND  RESUSCITATION 
by  Hugh  E.  Stephenson,  Jr.  Second  Edition.  The 
C.  V.  Mosby  Company,  St.  Louis,  1964.  $15.00. 

This  excellent  book  is  based  on  a review  of  1,700 
collected  cases  of  cardiac  arrest  and  of  practically 
all  of  the  published  papers  on  the  subject. 

The  first  chapter  of  12  chapters  called  ‘‘a  pres- 
pective,”  is  an  overview  of  cardiac  arrest  and  re- 
suscitation. In  this  chapter  we  learn  that  the  resus- 
citation of  a patient  with  cardiac  arrest  is  not  strict- 
ly a modern  procedure.  A modified  type  of  external 
cardiac  massage,  as  wrell  as  careful  attention  to  the 
airway,  was  carried  out  in  the  resuscitation  of  Presi- 
dent Abraham  Lincoln  after  the  assassination  at- 
tempt in  the  Ford  Theatre. 

The  second  chapter  deals  with  the  mechanism 
of  cardiac  arrest.  The  roles  of  the  vagus  nerve, 
anoxia,  hypoxia,  hypercapnia,  potassium,  and  vari- 
ous anesthetic  agents  are  fully  discussed. 

In  the  fourth  chapter,  the  management  of  patients 
with  cardiac  arrest,  closed  versus  open  chest  cardiac 
massage,  electric  shock  for  the  treatment  of  ven- 
tricular fibrillation,  and  the  pharmacology  of  car- 
diac resuscitation  are  thoroughly  described. 

Finally,  in  the  ninth  chapter,  the  prevention  of 
cardiac  arrest,  which,  I believe,  is  the  single  most 
important  aspect  of  the  problem,  is  discussed. 

As  a whole,  this  is  an  excellent  book,  well-written, 
easy  to  read,  and  highly  recommended  for  every 
practicing  physician,  regardless  of  his  specialty. 

John  Yashar,  m.d. 

THE  CRAFT  OF  SURGERY.  Edited  by  Philip 
Cooper,  M.D.  Foreword  by  Louis  M.  Rousselot, 
M.D.  Little.  Brown  and  Company.  Boston,  1964. 
Two  Volumes.  $42.50. 

The  Craft  of  Surgery  is  a unique  work.  It  is  mas- 
sive, encompassing  two  volumes,  1510  pages,  and 
the  contributions  of  97  authors.  It  is  certainly  not 
a conventional  textbook  of  surgery,  nor  is  it  the 
usual  orthodox  system  of  surgical  technique.  Doctor 
Cooper,  with  the  aid  of  his  contributors,  has  at- 
tempted to  “assemble,  describe,  and  stress  those 
refinements  of  technique  and  methods  which  have 
proved  of  especial  value  in  the  handling  of  tissues, 
in  the  exposure  of  certain  organs  or  body  regions, 
and  in  the  completion  of  operations  in  the  most 


expeditious  manner  possible/'  This  he  has  succeeded 
in  doing  admirably.  The  authors,  whose  names  read 
like  a Who's  Who  in  Surgery,  have  been  allowed 
to  retain  their  own  descriptive  styles,  with  a mini- 
mum of  editorial  standardization.  The  operations 
and  techniques  described  are  those  currently  in  use, 
some  not  readily  available  in  the  literature.  While 
the  text  is  primarily  concerned  with  the  performance 
of  technical  procedures  in  the  operating  room,  some 
authors  have  touched  upon  surgical  aftercare  or 
judgement  where  these  have  special  pertinence  to 
the  success  of  the  procedure.  In  general,  however, 
diagnosis  (except  as  it  develops  during  the  opera- 
tion), and  pre-  and  post-operative  care  are  not  dis- 
cussed. 

The  descriptions  of  operations  are  generally  well 
written  and  of  commendable  lucidity.  The  illustra- 
tions vary  considerably  in  technical  method,  as  they 
are  generally  furnished  by  the  respective  writers. 
They  are,  however,  of  uniform  excellence  and  cla- 
rity. 

Doctor  Cooper  himself  has  contributed  several 
chapters,  such  as  those  on  surgical  training  and 
technique,  on  hemostasis,  and  on  duodenal  closure 
after  gastrectomy,  the  latter  a subject  in  which  he 
has  long  been  interested  and  about  which  he  writes 
simply  and  cogently. 

It  may  be  worthwhile  to  name  a few  of  the  au- 
thors to  give  an  idea  of  the  standing  of  most.  The 
larger  number  must  of  necessity  remain  unnamed, 
though  of  equal  prominence.  Among  these  are  Her- 
bert Adams,  Bradford  Cannon,  Charles  G.  Child, 
3rd.  Bentley  Colcock,  Denton  A.  Cooley,  George 
Crile.  Jr..  Frank  Glenn.  Dwight  Harken,  George  T. 
Pack,  Reginald  H.  Smithwick,  and  Kenneth  W. 
Warren.  During  preparation  of  the  text,  contribu- 
tors Ian  Aird  of  London  and  Ricardo  Finochietto 
of  Buenos  Aires  died.  The  death  of  John  H.  Gar- 
lcck  wras  announced  only  a few  weeks  before  the 
present  writing.  This  estimable  surgeon  contributed 
four  chapters  in  all.  on  carcinoma  of  the  esophagus, 
on  regional  enteritis,  on  ulcerative  colitis,  and  on 
diverticulitis.  Lester  R.  Dragstedt  has,  appropri- 
ately, written  the  chapter  on  gastric  vagotomy  and 
Komei  Xakayama  of  Jaoan.  probably  the  greatest 
gastric  surgeon  in  the  world,  on  gastric  resection 
for  benign  and  malignant  tumors. 

( Continued  on  Page  462 ) 
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work  with  no  more 
sedation  than  placebo* 


Although  the  mechanisms  of  allergy  are 
still  theoretical,  the  response  to  Dimetane 
(brompheniramine  maleate)  is  ample 
proof  that  a good  antihistamine  can,  and 
does,  work  — and  (as  reported  in  one  in- 
vestigation*) with  no  more  sedation  than 
placebo.  Dimetane  (brompheniramine 
maleate)  assures  your  allergy  patients 
prompt  relief  of  symptoms  while  usually 
permitting  them  to  lead  active,  alert 
lives.  And  a single  Extentab  provides  con- 
tinuous action  for  up  to  10-12  hours. 

*Schiller,  I.W.  and  Lowell,  F.C.:  New  England  J. 
Med.  261:478,  1959. 
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for  use  during  pregnancy.  Precautions:  Until 
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operations  requiring  alertness.  Side  Effects: 
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urticaria,  hypotension,  and  thrombocytopenia 
have  been  reported  rarely.  Occasional  transitory 
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ness of  the  mouth,  mydriasis,  increased  irrita- 
bility or  excitement  may  be  encountered.  Other 
dosage  forms  available.-  conventional  tablets 
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basic  therapy  in  low-back  pain:  bed,  board,  heat 


Whether  low-back  pain  is  in  the 
chronic  or  acute  phase,  the  appropri- 
ateness of  bed  rest  for  such  a patient 
is  beyond  controversy.  Boards  placed 
under  the  mattress,  for  a firmer  bed 
to  further  immobilize  the  spine,  are  I 
another  common  recommendation. 
And  most  investigators  consider  heat 
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has  been  noted  that  low-back  disorders  fre- 
lently  “. . . are  caused  by  truly  mechanical  condi- 
|ons  which  yield  to  conservative  treatment.”1  Basic 
) this  conservative  treatment  are  bed  rest,  a board  for 
le  bed,  and  applied  heat.  In  addition,  a good  muscle 
jdaxant  is  often  helpful,  as  “. . .muscle  relaxants  are 
seful  in  chronic  as  well  as  acute  low  backaches.”4 
Robaxin  (methocarbamol)  has  relieved  spasm  and 
lin  in  cases  where  the  patient  “had  not  responded  to 
Inservative  measures  prior  to  drug  therapy.”6  A 100- 
litient  study  showed  that  Robaxin  provided  greater 
jlief  of  muscle  spasm  for  a longer  period  of  time 
jithout  adverse  reactions  “than  any  other  commonly 
led  relaxants ”6 

A well-tolerated7  skeletal  muscle  relaxant  with 
[pecificity  of  action,”7  methocarbamol  leaves  normal 
luscle  tone  unaffected.  Moreover,  there  is  little  like- 
jiood  of  sedation7— a considerable  advantage  for  the 
Itient  who  must  remain  active  and  alert  on  his  job. 
1 Significantly,  clinicians  advise  using  a muscle  re- 
liant “early  and  in  adequate  dosage.”8  In  this 
Igard,  Robaxin  (methocarbamol)  — particularly  in 
le  750  mg.  dosage  (2  tabs,  q.i.d.)  — offers  optimal 
(erapeutic  benefits  without  a significantly  increased 
lidence  of  side  effects.  And  just  as  it  works  well  as 
Irt  of  the  basic  regimen  for  low-back  pain,  so  also 
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does  Robaxin  (methocarbamol)  often  provide 
muscle  relaxation  in  such  conditions  as  mus- 
culoskeletal injury,  chronic  neurological  disorders, 
and  orthopedic  situations. 

BRIEF  SUMMARY— Robaxin  (methocarbamol) 
Tablets : Contraindicated  in  hypersensitive  patients. 
Side  effects  (light-headedness,  dizziness,  drowsiness, 
nausea)  may  occur  rarely,  but  usually  disappear  on 
reduced  dosage.  Hypersensitivity  reactions  develop 
infrequently. 

ALSO  AVAILABLE : Robaxin®  Tablets  (methocar- 
bamol, 500  mg.)  Robaxin  Injectable  (methocarbamol, 
1 Gm./lO  cc.) 

Robaxisal®  (methocarbamol  with  aspirin)  and 
Robaxisal-PH  Tablets  (methocarbamol  with 
Phenaphen®). 

REFERENCES:  1.  Soto-Hail,  R.:  Med.  Sci.  U: 23,  1963. 
2.  McCa-rrol,  H.R.:  Paper  read  at  the  Annual  Meeting  of  the 
American  Medical  Association,  Atlantic  City,  June  16-20,  1963. 
See  Medical  News:  J.A.M.A.  185: 39  (July  13),  1963.  3.  Gordon, 
E.J.:  Med.  World  News  5:54,  1964.  4.  Cozen,  L.:  GP  26: 82, 
1962.  5.  Larson,  C.B.:  Postgrad.  Med.  26: 142,  1959.  6.  Forsyth, 
H.F.:  J.A.M.A.  157:163,  1958.  7.  Weiss,  M.,  and  Weiss,  S.:  J. 
Amer.  Osteopath.  Ass.  52:142,  1962.  8.  Rowe,  M.L.:  J.  Occup. 
Med.  2:219,  1960. 
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It  is  the  judgment  of  this  reviewer  that  it  is  a 
wo  k of  great  value,  interesting,  graceful,  and  prac- 
tical. It  is  an  indispensable  aid  for  the  surgical  resi- 
dent and  the  young  surgeon.  It  can  be  useful  to  the 
experienced  surgeon  who  must  from  time  to  time 
venture  into  less  familiar  territory.  It  should  be 
available  for  reference  in  every  hospital  and  medical 
library.  The  Craft  of  Surgery  is  recommended  to 
all  who  work  in  the  fascinating  realm  of  general 
surgery  and  merits  a "‘well  done.” 

Seebert  J.  Goldowsky,  m.d. 


CLINICAL  EXAMINATIONS  IN  NEUROLOGY 
by  Members  of  the  Sections  of  Neurology  and  Sec- 
tion of  Physiology,  Mayo  Clinic  and  Mayo  Foun- 
dation for  Medical  Education  and  Research, 
Graduate  School,  University  of  Minnesota.  Roch- 
ester, Minnesota.  W.  B.  Saunders  Company,  Phil- 
adelphia, 1963,  Second  Edition.  $8.50. 

Clinical  Examination  in  Neurology  published  by 
W.  B.  Saunders  Company  represents  the  combined 
effort  of  sixteen  physicians  and  physiologists  of  the 
Mayo  Clinic  and  Mayo  Foundation.  The  stated 
purpose  of  this  second  edition  is  “to  guide  the  Fel- 
lows of  the  Mayo  Foundation  and  to  facilitate  their 
mastery  of  the  clinical  neurologic  examination.” 
This  edition  contains  chapters  on  the  neurologic 
history,  forms  for  recording  the  results  of  the  ex- 
amination, examinations  of  infants  and  children, 
examinations  of  the  cranial  nerves  with  a separate 
chapter  on  neuro-ophthalmology,  chapters  on  motors 
function,  sensation,  reflex  action,  and  mental  func- 
tion, with  a separate  chapter  on  language  function. 
In  addition  chapters  on  electroencephalography, 
electromyography,  neuroradiology,  biochemical  in- 
vestigation of  neurologic  importance,  and,  finally, 
a chapter  on  the  examination  of  the  spinal  fluid 
are  included. 

The  authors’  intent  is  to  impart  the  results  of 
their  extensive  experience  in  evaluation  of  patients 
referred  for  neurological  investigation.  The  em- 
phasis is  on  the  information  that  can  be  obtained 
by  a painstaking  historical  survey  of  the  patient’s 
p-esent  difficulties  and  the  personal,  social,  and 
physical  background  upon  which  the  present  prob- 
lems are  suoerimposed.  The  authors  willingly  take 
the  risk  of  stat’ng  information  that  for  some  may 
be  self-evident  to  emphasize  an  aspect  of  history- 
taking or  examination  that  they  have  found  to  be 
of  particular  value.  In  the  careful  detailing  of  the 
proper  method  of  neurologic  examination,  a fund 
of  specific  information  concerning  techniques  of 
assessing  sensory,  motor,  and  reflex  function  is  im- 
parted in  a most  comprehensive  and  readable  fash- 
ion. The  chapters  are  filled  with  valuable  detail, 


painstakingly  organized,  and  concisely  presented. 
Sufficient  anatomical  and  physiological  data  pre- 
cede the  retailed  description  to  impart  to  the  reader 
some  basic  understanding  of  the  functions  to  be 
subsequently  studied,  but  this  material  is  purposely 
limited  in  order  not  to  subvert  the  basic  purpose  of 
the  book,  which  is  the  teaching  of  the  technique  of 
neurological  examination. 

Of  the  remaining  chapters  concerned  with  an- 
cillary techniques,  the  chapter  on  electroencephal- 
ography is  recommended.  The  one  concerned  with 
electromyography  is  extensive,  not  of  general  in- 
terest, and  reflects  the  interest  in  this  field  at  the 
Mayo  Clinic.  The  chapters  on  neuroradiologic  pro- 
cedures, cerebro-spinal  fluid  and  examination  of 
the  infant  add  little  to  the  value  of  this  exceptional 
book. 

In  conclusion,  the  authors  have  produced  a vol- 
ume of  great  value  to  the  physician  in  training  or 
to  the  practitioner  who  may  need  assistance  in 
mastering  the  details  of  the  techniques  of  the  neu- 
rological examination  and  in  understanding  the 
significance  of  the  findings  so  elicited. 

M.  Howard  Triedman,  m.d. 


THE  RETINAL  VESSELS  by  R.  Seitz,  M.D. 

Translated  by  Frederick  C.  Blodi,  M.D.  The  C. 

V.  Mosbv  Company,  St.  Louis,  1964,  $14.50. 

Correlation  between  the  clinical  appearance  of 
retinal  vessels  and  the  pathological  specimen  is 
rarely  discussed  in  the  literature.  This  monograph 
with  its  many  illustrations  makes  up  for  this  lack 
with  a superb  discussion  of  the  “crossing  phenome- 
non,” venous  occlusive  disease,  and  other  vascular 
changes  of  the  ocular  fundus.  While  the  subject  is 
a limited  one,  everyone  who  uses  an  ophthalmoscope 
will  find  useful  information.  An  excellent  bibliog- 
raphy is  included.  Robert  S.  L.  Kinder,  m.d. 


BENJAMIN  FRANKLIN  IN  MEDICINE  by 

Giovanni  P.  Arcieri,  M.D.  Third  Edition.  Alc- 
maeon  Editions,  New  York,  1965.  $2.50. 

Arcieri  is  well  known  in  the  field  of  medical  his- 
tory. He  has  recently  published  a book  on  contem- 
porary medicine  in  Italy. 

Franklin  is  discussed  as  a worker,  a printer,  a 
journalist,  a soldier,  a diplomat,  a writer,  an  econo- 
mist, a scientist.  Apparently,  he  could  have  done 
even  more  if  his  scientific  undertakings  had  not  been 
diverted  bv  his  social  relations  with  the  most  bril- 
liant women  of  the  time. 

We  are  reminded  of  the  Franklin  stove  and  of 
the  Franklin  “harmonica”  in  homage  to  the  Italian 
harmonious  language. 

In  medicine  he  was  one  of  the  greatest  pioneers 
America  has  ever  produced.  He  discussed  cold,  con- 
continued  on  Page  464) 
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tagion,  gout,  small  pox,  lead  poisoning,  physical 
culture,  air  and  nudism  (which  he  practiced  for  an 
hour  every  day  in  his  bedroom).  Also  mesmerism 
(our  present-day  hypnotism).  He  invented  the 
Franklin  bifocal  glasses.  He  improved  a silver 
catheter  to  relieve  his  brother  of  urinary  retention. 

In  many  schoolbooks  Franklin  is  considered  the 
discoverer  of  electricity.  Arcieri  reminds  us  of 
Thales  of  Miletus  (600  B.C.)  familiar  with  the 
attraction  phenomenon  of  frictioned  amber  and  the 
shock-giving  properties  of  torpedo  fish  known  cen- 
turies ago. 

However,  degenerative  reaction  of  Franklin, 
Franklin's  plate.  Franklinization,  and  Franklinism 
are  terms  which  will  remain  forever.  Franklin’s 
study  of  positivity  and  negativity  attracted  the 
attention  of  Volta.  Philadelphia  turned  out  to  be 
the  cradle  of  American  medicine  chiefly  because  of 
Franklin. 

This  interesting  monograph  iis  illustrated  with 
two  portraits  of  Franklin  and  a view  of  the  home 
where  he  was  born,  in  Milk  Street,  Boston. 

F.  Ronchese.  m.d. 

ONE  SENTENCE  ESSAY 

The  problem  of  preserving  the  clinical  teacher  is  an 
important  one,  and  it  should  be  given  at  least  at  much 
attention  as  preventing  the  extinction  of  the  whooping 
crane  now  receives. 

. . . Mark  D.  Altschule, 
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take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
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plete prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
HY-3417 


Hygrotorr 

brand  of 
chlorthalidone 

The  long-acting 
diuretic 


>v 

' ■ :*  '■  *'<"'•  “ . % "Jc 

V-;.  - . . 


iio  needs  it? 


Patients  with  edema. 

Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 

Edema  in  pregnancy...or  obesity. 

Patients  you  want  to  bring  to  dry  weight. 
And  those  you  want  to  keep  at  dry  weight. 
Those  you  want  on  single  daily  doses. 
And  those  requiring  even  fewer  doses. 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies. 

And  those  who  can  afford  the  best. 
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Doctor ! 


Here's  A 
New  Car 
Leasing  Service 
With  Special 
Advantages 
for  Physicians  A 


Convenience  — Peace  of  Mind  — You 
will  always  have  a car  when  you  lease 
with  us.  We  will  loan  you  a new  car 
when  your  regular  leased  car  is  getting 
maintenance  or  repair  service.  And 
maintenance  is  provided  free  under 
your  lease.  That’s  not  all.  Your  new, 
1965  car  comes  complete  with  registra- 
tion, plates  and  insurance  ($100,000/ 
$300,000).  Your  only  expense  is  gas. 

Tax  Advantages  — completely  tax 
deductible  for  professional  use.  Other 
advantages  too.  Let  us  explain  details 
to  you  personally. 

Frees  Capital  — Need  funds  for  equip- 
ment, new  office  space?  No  capital 
investment  needed  when  you  lease 
from  us.  Monthly  payments  are  low. 

Widest  Model  Selection  Any  Buick, 
Cadillac,  Chevrolet,  Oldsmobile,  Pon- 
tiac, Any  Ford  or  Chrysler  product. 
Even  more  . . . you  can  select  any  other 
make  and  model  car.  Immediate  availa- 
bility. 

For  more  information  phone,  or  have  a 
representative  call  on  you.  Or,  visit  us 
yourself.  See  our  wide  selection  of  cars 
and  get  full  details  at  the  same  time. 

* Testimonials  from  doctors  already  leasing 
from  us  are  available  for  your  inspection. 


ELLIOTT 

[&OM4  CaA4,  //VC. 


635  Elmwood  Avenue,  Providence 
Phone:  467-6610 
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stop  nausea 
and  vomiting 
of  pregnancy 
with  confidence 

Bonadoxiit 

Meclizine  HCI  (25  mg.)  and  high  B6  content  (50  mg.) 


Documented  record  of  clinical  safety 

References:  1.  Goldsmith,  J.  W.:  Minn.  Med.  (Feb.)  1957.  2.  Groskloss, 
H.  H.,  Clancy,  C.  L.,  Healey,  E.  F.,  McCann,  W.  J.,  Maloney,  F.  D.,  Loritz, 
A.  F.:  Clinical  Medicine  (Sept.)  1955.  3.  Codling,  J.  W.,  Lowden,  R.  J.: 
Northwest  Med.  (March)  1958.  4.  Bethea,  R.  C.:  International  Record  of 
Med.  (May)  1960.  5.  Lenz,  W.,  Second 
International  Conference  on  Congenital 
Malformations,  N.  Y.,  N.Y.,  (July)  1963. 

Side  effects:  the  incidence  of  drowsiness 
and  other  atropine-like  effects  is  low. 

However,  caution  patients  engaged  in 
activities  where  alertness  is  mandatory. 

J.  B.  Roerig  and  Company 
New  York,  New  York  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being® 


for  a 

nutritionally 

sound 

pregnancy 

0BR0N-6 

Prenatal  nutritional 
supplement  with 
high  B4  content. 
Also  available  with 
fluoride. 
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DERMAQUIZ 

Conducted  by  Francesco  Ronchese,  m.d. 


Case  I.  Middle-age  woman.  Copper  reddish,  nodular, 
ulcerated,  indolent,  non-pruriginous,  of  about  6 months 
duration. 

For  diagnosis,  turn  to  page  512 


Case  II.  Adolescent  woman.  Follicular  lesions,  come- 
dones, scars  of  healed  lesions,  several  years  duration. 
For  diagnosis,  turn  to  page  512 


18th  ANNUAL  GERBER  ORATION 

WEDNESDAY  . . . OCTOBER  27,  1965  ...  8:30  p.m. 

AT  THE  AUDITORIUM,  MIRIAM  HOSPITAL,  PROVIDENCE 

♦ ♦ ♦ 

INTERPRETATION  DF  LIVER  FUNETION 
TESTS  BASER  ON  ELEETRON  MIEROSEOPY” 

HANS  POPPER,  M.D.,  Ph.D. 

Pathologist-in-Chief,  Mount  Sinai  Hospital 
New  York  City 

♦ ♦ ♦ 

Sponsored  by  — 

THE  MIRIAM  HOSPITAL  STAFF  ASSOCIATION 

ALL  DOCTORS  OF  MEDICINE  IN  RHODE  ISLAND  ARE 
CORDIALLY  INVITED  TO  ATTEND 


V A 


: PHENIX  AVE.  CRANSTON,  R.  I.  02910 


THE  AMERICAN  ASSOCIATION 
F MEDICAL  MILK  COMMISSIONS 
5JPERVISES  THE  PRODUCTION  OF 


^lQI 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 


2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 
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brand  of  psyllium  hydrophilic  mucilloid 


softens. . . protects 

ThE  problem  of  physical  irritation  of  raw,  postsurgical  anorectal 
areas  is  frequently  urgent.  A well-verified  satisfactory  solution  to  it  may 
be  found  in  the  bland,  easily  compressible  “smoothage”  of  Metamucil. 

The  natural  vegetable  bulk  of  Metamucil  softens  intestinal  contents 
and  provides  a soothing  demulcent  effect  that  protects  denuded  mucosal 
surfaces. 

Metamucil  prevents  strain  and  traumatizing  evacuations  from  con- 
stipation or  cathartics  and  encourages  the  restoration  of  normal  colonic 
function. 

Average  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of 
Instant  Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 
Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single- 
dose packets. 


SEARLE 


Research  in  the  Service  of  Medicine 


The  RHODE  ISLMD  MEDICAL  JDURML 


VOL.  XLVIII 


SEPTEMBER.  1965 


NO.  9 


A FATAL  CASE  OF  LISTERIA  MONOCYTOGENES  MENINGO- 
ENCEPHALITIS IN  A NEWBORN  INFANT.  A CASE  REPORT 
WITH  AUTOPSY  AND  BRIEF  REVIEW 

Infection  Believed  Rare  Is  On  Increase  As 
More  Cases  Are  Recognized 

LeRoy  W.  Falkinburg,  m.d.,  Edward  }.  West,  m.d.,  Vasant  Gideon,  m.d., 
and  Albert  Troppoli,  a.b.,  m.s. 


The  Authors.  LeRoy  W.  Falkinburg,  M.D.,  Head  of 
Laboratories,  Roger  Williams  General  Hospital,  Provi- 
dence; Edward  /.  West,  M.D.,  Superintendent;  Vasant 
Gideon,  M.D.,  Assistant  Clinical  Director;  Albert 
Troppoli,  A.B.,  M.S.,  Bacteriologist — Charles  V. 
Chapin  Hospital,  Providence,  R.  I. 


Infections  with  Listeria  monocytogenes,  for- 
erly  considered  medical  rarities,  are  indeed  quite 
frequent,  as  the  increasing  number  of  cases  reported 
in  the  last  two  decades  indicates.  It  is  believed  that 
this  increase  is  only  apparent,  since  Listeria  mono- 
cytogenes, once  considered  a contaminant  to  be 
discarded,  is  now  recognized  as  a pathogen  of  con- 
siderable potency.  With  these  considerations  in  mind 
we  feel  that  it  is  worth  while  to  report  the  following 
case. 

CASE  REPORT 

History  of  Present  Illness.  A 13-day  old  white 
male  infant  was  admitted  to  the  Charles  V.  Chapin 
Hospital  on  6-27-63  with  a history  of  fever  and 
convulsions  for  the  past  24  hours.  He  was  the 
seventh  and  last  child,  born  after  a 38  week  gesta- 
tion, without  complications,  and  weighing  5 lbs.  1 1 
oz.  (2.59  K.)  He  was  discharged  home  with  his 
mother  on  the  fifth  day  post  partum  in  apparently 
good  health.  The  evening  prior  to  admission  he  cried 
continually,  ran  a fever  of  103  degrees  Fahrenheit 
rectally,  and  refused  his  formula.  Later  the  tem- 
perature dropped  to  100.1  degrees  Fahrenheit  and 
he  was  restless  and  lethargic  That  same  afternoon 
some  general  rigidity  was  noted,  and  at  5:00  P.M. 
he  had  a tonic-clonic  convulsion  which  lasted  about 
5 minutes.  During  this  interval  the  temperature  was 
normal.  At  8:00  P.M.  he  was  taken  to  the  hospital, 
where  lumbar  puncture  indicated  meningitis.  The 
patient  then  became  cyanotic  and  apneic  and  was 
transferred  to  the  Charles  V.  Chapin  hospital. 


*Read  before  the  Rhode  Island  Society  of  Pathologists, 
January  26,  1065. 

From  the  Department  of  Pathology  and  Pediatrics, 
Charles  V.  Chapin  Hospital,  Providence,  R.  I. 


Family  History.  This  was  irrelevant. 

Physical  Examination.  The  patient  was  a well 
developed,  well  nourished,  lethargic  white  male  in- 
fant, not  responding  to  painful  stimuli.  His  tem- 
perature was  98  degrees  Fahrenheit,  the  pulse  was 
160,  and  respirations  were  42  per  minute.  The  an- 
terior for.tanelle  showed  evidence  of  moderate  pres- 
sure. The  ears  were  clear,  and  the  neck  was  supple. 
The  eyes  were  not  remarkable,  nor  were  the  heart 
or  lungs.  The  abdomen  was  soft. 

On  touch  the  child  went  into  a full  and  persistent 
Morro  reflex.  The  knee  jerks  were  hyperactive  and 
the  arms  and  legs  were  hypertonic. 

Laboratory.  Lumbar  puncture  revealed  a cloudy 
spinal  fluid  with  336  red  cells  and  732  white  cells 
per  cubic  mm.  Segmented  neutrophilic  cells  pre- 
dominated in  the  smear.  Smears  also  showed  what 
appeared  to  be  gram  positive  cocci.  The  spinal 
fluid  protein  was  over  500  mg.  per  cent  and  the 
globulin  was  4+.  The  sugar  was  16  mg.  per  cent 
and  the  chlorides  were  91  mEg./liter.  From  the 
spinal  fluid  Listeria  monocytogenes  was  isolated. 

The  blood  electrolytes  were  not  remarkable.  The 
hemoglobin  was  13.4  gm.  per  cent  and  the  hema- 
tocrit was  45  per  cent.  The  white  blood  count  was 
14,950  with  3 per  cent  stabs,  68  per  cent  neutro- 
philes,  and  29  per  cent  lymphocytes.  Urinalysis  was 
not  remarkable. 

Listeria  monocytogenes  was  recovered  both  from 
the  blood  and  spinal  fluid.  A culture  of  this  organ- 
ism was  sent  to  Dr.  M.  L.  Gray  of  the  Veterinary 
Research  Laboratory  in  Bozeman,  Montana,  who 
confirmed  our  diagnosis.  He  stated  that  the  organ- 
ism belonged  to  serotype  4b.  A drop  of  a broth 
culture  of  this  organism  was  placed  in  the  con- 
junctival sac  of  an  adult  rabbit  and  an  acute  kera- 
toconjunctivitis developed  which  cleared  up  com- 
pletely in  several  days. 

Treatment.  Despite  vigorous  treatment  with  aque- 
ous penicillin,  Gantrisin,®  phenobarbital,  oxygen. 
Decadron,®  caffein  sodium  benzoate,  aminophvl- 
( Continued  on  next  page) 
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line,  and  Chloromycetin,®  the  child's  condition  de- 
teriorated rapidly  and  he  died  on  6-29-63. 

Interrogation  of  the  mother  after  tthe  diagnosis 
had  been  made  elicited  the  information  that  for  a 
few  days  before  delivery  she  had  had  a vaginal 
discharge  and  had  passed  material  “like  pieces  of 
liver.”  Vaginal  culture  failed  to  isolate  Listeria 
Monocytogenes. 

Autopsy.  Only  the  salient  abnormalities  will  be 
discussed. 

The  body  was  that  of  a well  developed,  well  nou- 
rished white  male  infant.  The  lungs  showed  a 
splotchy  pink  grey  discoloration  throughout.  Other- 
wise the  contents  of  both  thorax  and  abdomen  were 
negative. 

The  brain  bulged  on  removal  of  the  calvarium, 
and  the  cerebral  hemispheres  showed  flattening  of 
the  gyri.  Minute  scrutiny  of  the  leptomeninges  re- 
vealed. here  and  there,  particularly  over  the  cerebral 
hemispheres,  small  discrete  collections  of  yellowish 
green  pus.  There  was,  in  addtion.  moderate  conges- 
tion of  the  leptomeninges. 

Microscopically  most  of  the  pulmonary  alveolar 
wall  were  thickened  from  the  presence  of  mononu- 
clear cells.  The  alveoli  as  well  as  some  of  the  bron- 
chioles frequently  contained  red  blood  cells. 

In  the  leptomeninges  there  was  an  acute  inflam- 
matory infiltrate  made  up  chiefly  of  polys  and  lym- 
phocytes (Fig.  1).  An  identical  infiltrate  was  found 
in  the  stroma  of  the  choroid  plexus  (Fig.  2).  In 
the  pens,  beneath  the  ependyma  of  the  fourth  ven- 
tricle. numerous  capillaries  were  cuffed  by  polymor- 
phonuclear leukocytes  and  lymphocytes.  Beneath 
the  ependyma  of  the  third  ventricle  were  areas  of 
extensive  parenchymatous  infiltration  by  polymor- 
phonuclear leukocytes  and  lymphocytes,  with 
marked  perivascular  cuffing  and  occasional  destruc- 
tion of  the  ependyma. 

Pathologic  Diagnosis'. 

1.  Acute  suppurative  meningoencephalitis  (Liste- 
ria monocytogenes). 

2.  Acute  interstitial  pneumonitis. 

DISCUSSION 

History.  Donaldson1  in  1915  isolated,  during  an 
epidemic  of  meningitis,  a diptheroid  p’eomorphic 
rod.  which  he  considered  closely  related  to  the 
Kleb-Loeffler  organism.  In  the  same  year  Hort.  La- 
kin.  and  Berians2  suggested  that  some  gram  positive 
rods  can  cause  meningitis,  and  Shaw1  in  1915  re- 
ported a cas°  of  meningitis  in  which  a gram  positive 
rod  was  isolated.  Atkinson4  in  1917  isolated  from 
the  spinal  fluid  of  five  children  suffering  from 
meningitis  a diphtheroid  organism  of  the  Klebs- 
Loeffler  and  Hoffman  type,  none  of  which,  however, 
was  typical.  Only  one  of  the  five  children  recovered. 

Murray,  Webb,  and  Swan’  at  Cambridge.  Eng- 


land, in  1926  isolated  from  stock  rabbits  a gram 
positive  pleomorphic  rod  identical  with  those  de- 
scribed above,  which  they  designated  as  B.  mono- 
cytogenes. Pirie"  in  South  Africa  in  1927  isolated  an 
organism  similar  to  that  of  Murray1  from  gerbilles 
suffering  from  a plague-like  disease.  This  organism 
he  called  Listerella  hepatolytica. 

In  1930  Jones  and  Little'  studied  cases  of  bovine 
encephalitis  occurring  in  New  Jersey  and  isolated  an 
identical  organism.  GilF  in  New  Zealand  reported 
the  isolation  of  small  gram  positive  rods  from  the 
brains  of  sheep  suffering  from  encephalitis.  In  1934 
Shultz9  and  associates  recorded  the  repeated  isola- 
tion of  an  identical  organism  from  a case  of  meningo- 
encephalitis in  California.  Burns10  in  the  same  year 
in  New  Haven.  Connecticut,  recovered  an  unclassi- 
fiable  bacillus  from  2 cases  of  purulent  meningitis, 
one  in  a new  born  infant  and  later  one  from  an 
adult.  He  suggested  a relationship  with  B.  mono- 
cytogenes because  of  the  morphologic  similarity. 

In  1935  Seastone11  in  an  excellent  article  sum- 
marized the  situation  in  the  following  way: 

“From  meningitis  in  man.  encephalitis  in  cattle 
and  sheep,  myocardial  infarction  in  fowl,  and  a 
generalized  infection  in  rabbits,  different  observers 
have  isolated  gram  positive  organisms,  which  are 
closely  related.  When  injected  intravenously  into 
rabbits,  chickens,  or  guinea  pigs,  there  is  a mono- 
cytosis of  the  blood.  The  organisms  here  tend  to 
localize  in  the  myocardium  with  resulting  necrosis.” 

Burns12  in  1936  reported  4 cases  of  human  infec- 
tion by  Listeria  with  involvement  of  the  liver,  men- 
inges. and  adrenal  glands.  Three  were  newborn 
infants  and  one  was  an  adult,  all  coming  to  autopsy. 

In  1939  the  name  Listerella  monocytogenes  was 
changed  to  Listeria  monocytogenes,  since  in  1906 
the  name  Listerella  had  been  given  by  Jahn  to  a 
mvcetozo°n  and  listeriosis. 

It  can  be  seen,  therefore,  how  listeriosis,  in  its 
manv  manfestations.  beginning  as  just  a suggestion 
or  hint  in  1915.  had,  in  the  course  of  only  a few 
decades,  increased  enormously  in  number  of  recog- 
nized cases,  so  that  it  has  now  become  a public 
health  problem  of  some  magnitude.  Well  over  200 
ca«es  of  human  listeriosis  have  been  reported  in  the 
world  literature.  This  increase  is,  as  far  as  one  can 
tell,  onlv  apparent,  for  it  is  only  recently  that  pa- 
thologist and  bacteriologist  have  been  aware  of  the 
pathogenic  virtuosity  of  an  organism  heretofore  be- 
lieved to  be  only  a non-pathogenic  contaminant. 

Distribution.  According  to  Murray”  Listeria 
monocytogenes  has  been  found  in  the  rabbit,  hare, 
guinea  pig,  gerbille.  lemming,  mouse,  rat.  hamster, 
chinchilla,  vole,  sheep,  goat,  swine,  horse,  fox.  dog. 
ferret,  raccoon,  chicken,  canary,  duck,  goose,  and 
eagle. 

This  infection  has  been  reporttd  from  25  coun- 
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the  leptomeninges. 


Fig.  II.  An  acute  inflammatory  infiltrate  is  found  in 
the  storma  of  the  choroid  plexus. 


tries,  namely:  Argentina,  Australia,  Austria,  Brazil, 
Canada,  Cuba,  Denmark,  England,  Finland,  France, 
Germany,  Holland,  India,  Italy,  Japan,  New  Zea- 
land, Norway,  Israel,  Poland,  Russia,  Scotland, 
South  Africa,  Sweden,  United  States,  and  Uruguay. 

Pathology.  Listeria  monocytogenes  elicits  a granu- 
lomatous tissue  reaction,  characterized  by  tiny  col- 
lections of  mononuclear  cells,  which  finally  undergo 
central  necrosis.  These  necrotic  centers  are  then 
invaded  by  polymorphonuclear  leukocytes.  In  me- 
ningitis caused  by  Listeria  monocytogenes  these 
cells  usually  predominate  at  first.  Grossly  listeria 
meningitis  is  indistinguishable  from  meningococcus 
meningitis,  and  in  the  disseminated  form  of  the  in- 
fection, called  granulomatosis  infantiseptica,  the 
gross  appearance  is  that  of  acute  miliary  tubercu- 
losis. 

Bacteriology.  A complete  presentation  of  these 
organisms  is  given  by  Carey14.  Listeria  monocyto- 
genes is  a gram  positive  rod  measuring  1-2  micra 
by  0.6  micron.  In  48  hour  cultures  more  than  half 
of  the  organisms  have  lost  their  gram  positivity. 
The  organism  is  not  acid  fast,  is  motile,  and  has  no 
spores.  Growth  in  a semisolid  medium  shows  a 
‘"test  tube  brush”  appearance.  Colonies  are  small, 
smooth,  faintly  grey  and  nearly  transparent  on 
plain  agar.  On  blood  agar  growth  is  better  and  there 
is  slight  hemolysis.  The  organism  grows  with  ease 
on  all  media,  does  not  liquidfy  gelatin,  and  does 
not  reduce  nitrates,  form  indol,  or  blacken  lead  ace- 
tate. Growth  under  anaerobic  conditions  is  abun- 
dant. Dextrose,  dextrin,  rhamnose,  salacin,  and  ga- 
lactose are  fermented  in  24  hours  without  gas  for- 
mation. Lactose  is  fermented  in  24  hours  and  sac- 
charose in  6 days  without  gas.  There  is  no  change 
either  in  mannite  or  dulcite  after  a 2 weeks  incu- 
bation. Morphologically  it  is  to  be  differentiated 
from  diphtheroids.  H.  iinfluenza,  and  beta  hemo- 
lytc  streptococci. 

Patterson  10  has  divided  this  organism  into 
Types  I,  II,  III,  and  IV  according  to  the  distribu- 
tion of  the  O and  H factors. 

Clinical  Picture.  The  clinical  picture  is  extermelv 
varied  and  at  times  bizarre.  Hoeperich  and  Cher- 
noff10  reported  a care  subacute  bacterial  endocard- 
itis in  a 42  year  old  white  male,  from  whose  blood 
L.  monocytogenes  was  cultured.  The  patient  re- 
covered. 

Seeliger”  classifies  listeriosis  clinically  into  sev- 
eral forms. 

a — Septic  type  with  mononucleosis. 

b — Oculoglandular  form. 

c — Septic  typhoidal  form. 

d— Meningitic  and  meningo-encephalitic  type. 

e— Listeriosis  in  pregnant  women. 

f — Granulomatosis  infantiseptica. 

— Miscellaneous  forms: 

(Continued  on  next  page) 
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1.  Subacute  bacterial  endocarditis. 

2.  Infection  of  male  and  female  genitals. 

3.  Cutaneous  form. 

Seeliger  made  the  following  suggestions: 

a.  All  cases  clinically  resembling  acute  infec- 
tious mononucleosis,  but  with  a negative  hetero- 
phile  antibody  test  should  be  investigated  for  lis- 
teriosis and  toxoplasmosis. 

b.  Diphtheroid  organisms  isolated  from  oculo- 
glandular  infections  should  be  accurately  identified 
and  not  discarded  forthwith  as  contaminants. 

c.  In  the  septic  typhoidal  form  repeated  blood 
cultures  are  indicated. 

d.  In  cases  of  granulomatosis  infantiseptica  of 
the  newborn  cultures  of  the  mother  s throat  and 
vagina  should  be  done. 

e.  Awareness  of  the  infection  is  an  important 
factor  in  the  diagnosis. 

Epidemiology.  This  is  not  well  established.  Wild 
animals  are  assumed  to  be  a natural  reservoir. 
From  these  animals  the  infection  is  believed  to  be 
transmitted  to  domestic  animals  and  from  them  to 
man. 

Listeria  infection  has  occurred  in  unusual  ana- 
tomic locations,  wdiich  may  facilitate  its  dissemina- 
tion. Owen  and  associates18  reported  cutaneous  lis- 
terosis  in  a veterinarian  who  had  attended  an  in- 
fected aborting  daily  cowl  the  skin  lesions  appear- 
ing on  the  right  arm  and  the  left  wrist. 

Listerial  infection  of  the  uterine  cervix  has  been 
demonstrated  by  Rappaport15  who  feels  that  such 
infections  can  lead  to  repeated  abortion  in  humans. 

Toaf  et  al.20  examined  bacteriologically  the  se- 
men of  60  husbands  of  habitually  aborting  wives. 
In  three  cases  listeria  were  cultured  and  the  quality 
of  the  semen  was  in  general  poor. 

Diagnosis.  Wiener,21  in  an  excellent  review  of 
the  subject,  states  that  diagnosis  depends  primarily 
on  the  alertness  of  the  bacteriologist,  who  should 
be  aware  of  the  disease.  A strain  of  Listeria  mono- 
cytogenes isolated  from  a fatal  case  was  sent  as  a 
monthlv  survey  specimen  to  14  Army  laboratories. 
Only  5 successfully  identified  the  organism.  In  the 
past  undoubtedly  many  diagnoses  were  missed  be- 
cause the  bacteriologist  considered  the  organism  a 
contaminant  and  discarded  it.  W iener  states  that, 
in  suspected  cases,  cultures  should  be  made  from 
the  blood,  cerebrospinal  fluid,  meconium,  urine, 
placenta,  milk,  lochia,  pus.  and  exudates.  At  au- 
topsv  cultures  should  be  made  of  all  possibly  in- 
fected viscera.  The  organism  can  easily  be  mistaken 
for  beta  hemolytic  streptococci  or  H.  influenza, 
since  it  decolorizes  readily,  or  it  can  be  mistaken 
for  a diptheroid. 

A rising  serum  agglutination  titer  is  important 
in  the  diagnosis  and  commercial  sera  are  available 
for  the  identification  of  unknown  organisms.  Very 
important  is  the  Anton  test  which  consists  of  the 


instillation  of  a drop  of  a suspected  broth  culture 
into  the  conjunctival  sac  of  a rabbit.  The  develop- 
ment of  a severe  kerato-conjunctivitis  is  considered 
pathognomonic.  L.  monocytogenes  also  causes  a 
monocytosis  when  injected  into  the  marginal  ear 
vein  of  a rabbit. 

Smith  and  co-workers'"  have  reported  a rapid  and 
specific  immunologic  method  of  identifying  L.  mo- 
nocytogenes by  means  of  a fluorescent  antibody 
technique.  Freyre  and  Kennedy13  presented  the  case 
of  a newborn  infant  which  died  promptly  of  lis- 
teriosis and  observed  a greenish  discoloration  of 
the  amniotic  fluid  and  the  placenta.  They  feel  that 
this  discoloration  may  indicate  listeriosis  and  sug- 
gest that  it  may  be  related  to  the  characteristic 
greenish  color  of  L.  Monocytogenes  on  artificial 
media. 

McBride  and  Girard34  have  devised  a method  for 
the  isolation  of  L.  monocytogenes  from  a mixed 
culture  by  the  use  of  an  enrichment  broth  and  a 
selective  medium.  Grey  colonies  of  L.  monocyto- 
genes develop  in  24  hours.  Culture  of  the  meconium 
and  bacteriologic  study  of  a smear  of  this  material 
may  be  of  diagnostic  value  in  the  infantile  form  of 
this  disease.  Ordinarily  meconium  is  practically 
sterile,  but  in  cases  of  listerosis  the  meconium  teems 
with  these  organisms,  which  can  be  seen  in  the  di- 
rect smear  and  cultured. 

Prognosis.  In  the  meningitic  form,  in  granuloma- 
tosis infantiseptica,  and  in  the  very  rare  endocar- 
ditic  form,  the  prognosis  is  grave.  In  other  forms  of 
listeriosis  the  outlook  is  fair  to  good. 

Treatment.  Penicillin,  sulfadiazine,  streptomycin. 
Chloramphenicol,®  Aureomycin,®  Terramycin® 
have  been  used  with  benefit. 

SUMMARY 

1.  A case  of  acute  meningo-encephalitis.  caused 
by  Listeria  monocytogenes  in  a newborn  infant  is 
presented. 

2.  The  entire  subject  of  listeriosis  is  reviewed. 
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ARTERIOSCLEROTIC  HEART  DISEASE,  POLYCYTHEMIA 
AND  PHLEBOTOMY  — REDISCOVERED* 

Phlebotomy  For  Angina  Pectoris,  In  Vieiv  Of  Its  Long 
Historical  Background,  Should  Be  Reevaluated 

Martin  Duke,  m.d. 


The  Author.  Martin  Duke,  M.D.,  of  Manchester, 
Connecticut.  Director  of  Medical  Education,  Man- 
chester Memorial  Hospital. 


A renewed  interest  in  an  ancient  and  vener- 
able form  of  therapy1 2 — variously  called  blood 
letting,  cupping,  venesection  or  phlebotomy  — has 
occurred  as  an  outgrowth  of  numerous  reports  de- 
scribing an  elevated  hematocrit  and  increased  blood 
viscosity  in  patients  with  arteriosclerotiic  heart 
disease.3  7 Actually,  however,  observations  on  poly- 
cythemia and  the  therapeutic  use  of  blood  letting 
in  this  disease  have  a history  extending  back  into 
the  early  19th  century.  These  observations  are  per- 
haps described  with  less  scientific  precision  than 
present  day  custom  dictates,  but  certainly  are  pre- 
sented with  considerable  clinical  acumen  and  lite- 
rary skill.  In  view  of  this  reawakened  application 
of  phlebotomy  to  coronary  artery  disease,  it  seems 
historically  just  and  appropriate  to  “rediscover” 
some  of  the  early  writings  on  this  subject. 

Certainly,  a relationship  between  coronary  scle- 
rosis and  polycythemia  might  well  have  been  ob- 
served by  the  Irish  physician  Doctor  Samuel  Black 
of  Newry,  who  died  between  1839  and  1843.  This 
little-known  physician  has  been  cited  as  the  first 
to  recognize  coronary  artery  sclerosis  as  a cause  of 
angina  pectoris  and  is  quoted  from  a recent  review 
as  follows:8 

“We  have  seen  that  the  disease  (coronary  scle- 
rosis) appears  to  be  connected  with  a plethoric  state 
of  the  system  and  with  obesity.” 

In  Volume  One  of  the  New  England  Journal  of 
Medicine  and  Surgery,  1812,  Doctor  John  Warren” 
reported  upon  the  clinical  and  post  mortem  findings 
in  a patient,  Reverend  James  Neal  of  Greenland, 
New  Hampshire,  with  angina  pectoris  of  two  years 
duration.  The  description  of  the  pain  is  classical  and 
there  is  little  doubt  as  to  the  accuracy  of  the  diag- 
nosis. In  addition  Warren  recorded  the  following: 
“From  the  history  which  he  (Reverend  Neal)  gave 
me  of  his  state  of  health  for  some  time  past;  from 
his  habit  of  body,  which  was  rather  plethoric  and 
inclining  to  corpulency,  with  a short  neck  . . .;  I 
was  induced  to  suspect  the  nature  of  the  symptoms, 
and  enjoined  upon  him  great  caution  in  his  diet 
and  exercise.” 


*Supported  in  part  by  a grant  from  the  Gertrude  H. 
Rogers  Fund. 
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In  a subsequent  paragraph  Warren  continues: 
“During  the  paroxyms  he  was  ordered  to  take 
opium  and  ether,  or  the  fetid  gums;  to  bathe  the 
feet  in  warm  water;  and  under  the  direction  of  a 
physician,  to  lose  a little  blood,  unless  special  cir- 
cumstances should  forbid  it.” 

Although  the  patient  was  described  as  plethoric, 
it  would  appear  that  blood  letting  was  used  as  a 
non-specific  and  empiric  remedy,  one  of  numerous 
instances  of  its  use  in  a wide  variety  of  unrelated 
and  poorly  understood  disorders. 

Thus,  the  plethoric  obese  patient,  perhaps  with 
some  degree  of  hypertension,  was  recognized  as  a 
coronary  prone  individual  over  a century  ago.  Time 
has  not  altered  these  associations;  only  the  methods 
of  analysis  through  such  studies  as  the  Framingham 
reports1"  have  made  for  a more  general  awareness 
of  the  problems. 

A very  accurate  description  of  a patient  who  was 
treated  by  phlebotomy  during  an  attack  of  angina 
pectoris,  one  David  Gymp,  was  described  in  the 
Lancet  in  1834  by  Doctor  Batten  of  144  Tooley 
Street,  London.11  After  dramatically  recording  the 
symptoms  and  appearance  of  the  patient  during 
the  attack,  Batten  then  went  on  to  describe  his 
treatment: 

“There  was  no  time  for  delay,  and  I therefore 
determined  at  once  on  venesection  in  preference  to 
relying  on  remedies  which  had  hitherto  seldom  been 
successful,  even  in  the  most  skillful  hands.  Accord- 
ingly 30  ounces  of  blood  were  extracted  from  the 
arm,  without,  however,  producing  syncope,  which 
I have  reason  to  suppose  could  not  in  this  individual 
be  induced  by  any  means,  for  some  time  ago  I bled 
him  for  an  attack  of  enteritis  to  the  amount  of  40 
ounces  without  giving  rise  to  fainting,  although  the 
operation  was  performed  while  he  sustained  the 
erect  position. 

“However,  he  now  experienced  decided  relief; 
his  frightful  apprehensions  of  dissolution,  the  se- 
vere pain,  the  horrible  sense  of  suffocation,  and  all 
his  other  distressing  feelings,  vanished  in  a moment, 
and  he  suddenly  returned  from  a state  of  agony  and 
torment  to  comparative  ease.  From  this  period  he 
went  on  well,  save  that  he  suffered  slightly  from 
debility,  till  the  17th  inst.,  when  I was  again  sum- 
moned to  attend  him  for  an  attack  exactly  similar 
to  the  former,  both  in  character  and  violence.  I 
now  repeated  the  bleeding  for  20  ounces,  judging 
(Continued  on  next  page) 
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this  as  much  as  he  could  afford  to  lose,  considering 
the  previous  bleedings  and  his  spare  habit  of  body. 
It  relieved  him  as  on  the  last  occasion,  but  unfor- 
tunately not  for  a long  period,  the  paroxysm  re- 
turning with  all  its  violence  in  about  ten  minutes. 
I had  nothing  now  left  but  to  try  those  remedies 
which  seem  best  calculated  to  allay  spasm.’’ 

Although  it  is  apparent  that  the  pain  was  of  car- 
diac origin,  it  is  very  possible  that  the  patient  was 
experiencing  a myocardial  infarct  rather  than  an- 
gina pectoris,  this  differentiation  being  poorly  un- 
derstood at  that  time.  It  is  also  likely  that  the 
rapid  improvement  experienced  by  the  patient  was 
related  more  to  a fall  in  blood  pressure  and  blood 
volume  (900  ml.  of  blood  removed)  than  to  an 
acute  change  in  blood  viscosity,  albeit  that  the 
chronic  problem  might  well  have  been  improved 
by  a decrease  in  the  latter.  .Although  quantitative 
measurements  of  pressure  and  blood  flow  are  needed 
to  understand  what  is  occuring  under  these  circum- 
stances, such  sought-for  and  necessary  precision 
could  hardly  portray  the  same  vivid  literary  image 
as  presented  by  the  above  author. 

In  a book  entitled  “Lectures  on  Blood  Letting," 
published  in  1839, 12  Doctor  Henry  Clutterbuck 
wrote: 

“The  extreme  suffering  of  the  patient  during  the 
paroxysm  (of  angina  pectoris),  as  well  as  the  im- 
mediate danger  to  life,  call  for  the  use  of  the  most 
powerful  antispasmodic  remedies,  such  as  brandy, 
ammonia,  or  ether.  These,  however,  are  only  pallia- 
tive, and  have  no  tendency  to  prevent  the  recur- 
rence of  the  fits.  You  must  recollect  the  dependence 
of  the  disease  originally  upon  inflammation,  so  that 
if  the  slightest  signs  of  this  remain,  which  generally 
is  the  case,  the  removal  of  such  is  the  great  object 
of  attention.  The  best  means  of  accomplishing  it 
are  the  use  of  small  bleedings,  the  digitalis,  and 
absolute  rest,  with  tonic  remedies;  w7hen  all  febrile 
action  has  subsided,  I have  witnessed  several  of  the 
milder  cases  of  the  disease  effectually  relieved  by 
this  treatment.” 

Agents  calculated  to  cause  vasodilatation  and  a 
fall  in  blood  pressure,  as  well  as  the  digitalis  prepa- 
rations, are  today  recognized  additions  to  our  thera- 
peutic armamentarium  in  this  disease.  However,  it 
is  nowhere  apparent  that  Clutterbuck  suspected  the 
reason  why  phlebotomy  might  be  successful,  al- 
though present  day  concepts  indicate  that  intermit- 
tent blood  letting  might  accomplish  both  an  im- 
provement in  any  congestive  heart  failure  that  is 
present  as  well  as  a chronic  decrease  in  blood 
viscosity. 

In  a lecture  delivered  at  the  College  of  France  on 
the  viscidity  of  the  blood,  Magendie,  in  1839,” 
anticipated  the  importance  of  polycythemia  in  vas- 
cular disorders  in  a series  of  animal  experiments 
on  blood  viscosity,  stating: 


“But,  on  the  other  hand,  if  you  try  the  converse 
experiment,  and  augment  its  (the  blood's)  viscidity 
beyond  its  natural  term,  the  circulation  ceases  alto- 
gether, in  consequence  of  the  affinity  between  the 
molecules  of  the  blood  being  rendered  too  great. 
The  molecules  adhere  to  the  walls  of  the  vessels, 
and  impede  the  circulation,  just  as  blocks  of  ice, 
stuck  to  the  banks  of  canals,  or  rivers,  interrupt 
the  course  of  the  streams.  Hence  there  must  be 
diseases  originating  in  excessive  viscousness  of  the 
blood.” 

Further  experiments  were  described  by  Magendie 
in  which  blood  was  made  more  viscid  by  the  addi- 
tion of  gum  and  water  into  the  circulation  of  an 
animal.  When  this  substance  reached  the  smaller 
vessels  the  circulation  stopped.  The  cause  of  this 
cessation  and  stagnation  of  the  circulation  in  the 
small  vessels  was  explained  by  “the  obstacle  the 
circulation  encounters  from  the  want  of  harmony 
between  the  globules  of  the  liquid  and  the  tubes 
to  be  traversed.” 

Progress  might  well  have  been  made  in  our  knowl- 
edge of  the  rheology  of  blood,  but  hardlv  in  por- 
traying the  knowledge  with  such  adeptness. 

Doctor  Thomas  Lauder  Brunton  (1946-1916) 
was  born  in  Scotland,  received  his  medical  degrees 
from  the  L’niversity  of  Edinburgh  between  1866- 
1870,  and  had  a long  and  active  career  at  St. 
Bartholomew's  Hospital  in  London.  From  his  work 
on  recording  blood  pressure  with  a mercury  column, 
his  observations  on  the  elevation  of  blood  pressure 
with  angina  pectoris,  and  his  knowledge  of  the 
pharmacologic  action  of  amyl  nitrite,  an  important 
paper  describing  therapy  for  angina  pectoris  with 
the  latter  drug  was  presented  in  1867.1*  Within  this 
report  was  described  the  use  of  phlebotomy  in  pa- 
tients with  angina  pectoris.  Indeed,  it  was  the  phy- 
siologic explanation  for  the  success  of  phlebotomy 
that  led  to  the  therapeutic  consideration  of  amyl 
nitrite  in  this  disease.  After  describing  cases  of  an- 
g:na  pectoris  and  the  lack  of  therapeutic  success 
with  digitalis,  brandy,  chloroform  and  other  com- 
monly used  drugs  of  the  period,  Brunton  went  on 
to  say: 

“Small  bleedings  of  three  or  four  ounces,  whether 
by  cupping  or  venesection,  were,  however,  always 
beneficial:  the  pain  being  completely  absent  for 
one  night  after  the  operation,  but  generally  return- 
ing on  the  second.  As  I believed  the  relief  produced 
by  the  bleeding  to  be  due  to  the  diminution  it  oc- 
casioned in  the  arterial  tension,  it  occurred  to  me 
that  a substance  which  possesses  the  power  of  les- 
sening it  in  such  an  eminent  degree  as  nitrite  of 
amyl  wrould  probably  produce  the  same  effect,  and 
might  be  repeated  as  often  as  necessary  without 
detriment  to  the  patient's  health."’ 

Brunton  further  described  a plan  for  the  long 
term  treatment  of  angina  pectoris  with  phlebotomy: 
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‘‘As  patients  who  suffer  from  angina  are  apt  to 
become  plethoric,  and  greater  relaxation  of  the  ves- 
sels is  then  required  before  the  tension  is  suffi- 
ciently lowered,  I think  it  is  advisable  to  take  away 
a few  ounces  of  blood  every  few  weeks.  When  the 
remedy  is  used  for  a long  time,  the  dose  requires 
to  be  increased  before  the  effect  is  produced.” 

Thus,  not  only  were  plethoric  states  in  patients 
with  pain  of  cardiac  origin  described  again,  but  in 
addition  it  was  thought  that  immediate  and  per- 
haps long-term  improvement  from  recurrence  of 
symptoms  might  occur  following  phlebotomy. 
Brunton  very  astutely  applied  the  knowledge  gained 
from  the  empirical  use  of  venesection  to  the  rational 
use  of  a family  of  drugs  commonly  used  today  — 
the  nitrites.  In  so  doing,  the  importance  of  blood 
pressure,  blood  volume,  and  blood  viscosity  in  this 
problem  was  implicated. 

On  the  other  hand,  there  were  many  divergent 
opinions  as  to  the  usefulness  of  phlebotomy  in 
treating  angina  pectoris.  William  Heberden  (1710- 
1801),  well  known  for  the  naming  and  description 
of  the  clinical  picture  of  angina  pectoris,  although 
without  a true  awareness  of  the  pathological  changes 
involved,  wrote  in  an  article  entitled  “Some  Account 
of  a Disorder  of  the  Breast  ’ concerning  the  treat- 
ment of  "pectoris  dolor”:15  “Bleeding,  vomiting  and 
purging,  appear  to  me  to  be  improper.” 

John  Hunter  (1728-1793),  surgeon,  anatomist 
and  physiologist,  suffered  from  angina  pectoris,  the 
details  of  which  are  accurately  recorded  by  his 
brother-in-law,  Everard  Home,  in  the  preface  to 
Hunter’s  famous  work  titled  “A  Treatise  on  the 
Blood,  Inflammation,  and  Gunshot  Wounds.”16  This 
work  was  published  in  1796  after  Hunter’s  death 
from  arteriosclerotic  heart  disease.  An  excerpt  from 
the  preface  describes  John  Hunter  during  an  epi- 
sode of  angina  pectoris: 

“When  he  was  at  first  attacked,  the  pulse  was 
full  and  8 ounces  of  blood  were  taken  away,  but 
this  did  not  appear  to  be  of  service;  the  day  fol- 
lowing he  was  cupped  between  the  shoulders  and 
had  a large  blister  applied  upon  the  part;  he  took 
an  emetic,  and  several  times  purging  medicines,  and 
bathed  his  feet  in  warm  water,  but  nothing  appeared 
to  be  of  the  least  use.” 

Bryan17  has  recently  pointed  out  that  between 
the  years  1830  and  1892  blood-letting  as  cited  in 
American  textbooks  of  medicine  progressively  de- 
clined as  a remedy  for  angina  pectoris.  This  coin- 
cided with  its  decline  in  a wide  variety  of  disorders, 
and  should  probably  be  regarded  more  as  a reaction 
against  the  widespread  empiric  use  of  this  form 
of  therapy  rather  than  to  any  scientifically  arrived 
at  decision.  Of  interest  was  the  observation  made 
in  the  same  study  that  blood-letting  was  still  advo- 
cated throughout  this  period  as  a remedy  in  acute 
pericarditis,  apoplexy,  pneumonia,  and  pulmonary 
edema. 


A recent  report18  has  offered  no  support  for  the 
conclusion  that  an  elevated  hematocrit  level,  ex- 
cept when  greatly  increased  in  pathologic  states,  is 
a significant  factor  in  the  predisposition  to  acute 
myocardial  infarction.  This  is  in  agreement  with 
other  studies  that  have  shown  no  increase  in  mor- 
tality due  to  arteriosclerotic  heart  disease  at  higher 
elevations  despite  the  presence  of  altitude  induced 
polycythemia.1" 

One  of  the  purposes  of  recalling  these  references 
and  quotations  on  coronary  artery  disease,  poly- 
cythemia and  phlebotomy  is  to  indicate  that  these 
problems  were  recognized  for  many  years,  and  that 
only  the  advantages  of  today’s  techniques  of  analysis 
may  be  different  and  perhaps  more  likely  to  provide 
answers.  Whether  changes  in  hematocrit,  blood  vis- 
cosity, blood  volume,  or  circulatory  dynamics  prove 
to  be  significant  factors  in  the  symptoms  caused  by 
this  disease,  whether  indeed  some  of  these  changes 
are  present  at  all,  whether  they  are  coincidental 
findings  in  this  disease  rather  than  of  any  etiologic 
significance,  or  whether  the  patient  with  coronary 
artery  disease  can  indeed  be  benefitted  by  phle- 
botomy, is  far  from  clear.  The  problems  raised  in 
the  last  century  on  the  importance  of  rheology  of 
blood  in  clinical  cardiology  are  still  awaiting  a 
satisfactory  explanation.  As  in  former  years,  re- 
gardless of  what  else  may  be  done,  the  solutions 
probably  still  abide  in  the  careful  observation  of 
the  patient,  a skill  in  which  our  medical  forbearers 
were  eminently  qualified. 
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The  term  "Multiple  Myeloma"  has  been  applied 
to  a clinical  complex,  the  common  characteristics 
of  which  are:  widespread  osteolytic  lesions,  dys- 
proteinemia,  and  significant  bone  marrow  plasmocy- 
tosis.  It  is  now  generally  recognized  that  this  con- 
cept is  incomplete  and  that  a large  spectrum  of 
diseases  characterized  by  serious  dysfunction  in 
gamma  globulin  production  and  often  associated 
with  overt  neoplastic  proliferation  of  the  plasma 
cell  may  be  cited: 

‘‘Neoplastic”  disease: 

1.  extramedullary  plasmocytoma. 

2.  solitary  plasmocytoma  of  bone. 

3.  multiple  plasmocytomas. 

4.  myelomatosis:  (multiple  myeloma). 

5.  plasma  cell  leukemia. 

‘‘Non-neoplastic”  disease: 

1.  “primary  amyloidosis.” 

2.  Waldenstrom's  macroglobulinemia. 

3.  agammaglobulinemia. 

4.  Sjorgren’s  syndrome. 

5.  "essential”  cryoglobulinemia. 

ABNORMAL  PROTEIN 

The  often  vaguely-distinguishable  clinico-path- 
ologic  entities  might,  more  appropriately,  be  classi- 
fied under  the  single  term  "plasma  cell  dyscrasia.” 
However,  some  conditions  have  been  observed,  in 
which  the  plasma  cell  cannot  be  clearly  identified 
as  the  source  of  abnormal  protein  production.  "Ma- 
croglobulinemia” is  a term  describing  the  presence 
of  increased  circulating  heavy  protein.  Recent  stud- 
ies indicate  that  this  protein  is  produced  by  lym- 
phocytes that  have  an  unusual  morphologic  appear- 
ance and  have  been  called  “reticular  Ivmpho- 
phocytes.”  Proliferation  of  these  reticulum  cells 
results  in  overproduction  of  one  or  two  specific 
serum  proteins,  in  much  the  same  fashion  that  plas- 
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ma  cell  proliferation  results  in  production  of  “mye- 
loma protein.  Lymphomas  and  chronic  lymphocy- 
tic leukemia  are  two  well-known  lymphoprolifera- 
tive  diseases  in  which  abnormal  proteins  are  pro- 
duced, in  all  probability,  from  a non-plasma  cell 
origin.  Occasionally,  the  serum  of  patients  with  one 
of  these  “non-myelomatous”  lymphoproliferative 
diseases  contains  a "typical”  myeloma  or  “M”  pro- 
tein. It  is,  therefore,  interesting  to  consider  that 
there  is  a shadow-zone  in  which  functions  of  the 
lymphocyte  and  the  plasma  cell  appear  to  meet. 
One  cannot  help  but  wonder  whether  the  common 
ground  of  these  cells  reflects  the  possibility  that 
they  represent  variants  of  a single  entity. 

Three  types  of  immune  globulins  predominate  in 
the  normal  adult  human  serum  and  may  be  identi- 
fied by  their  molecular  weight,  electrophoretic  mo- 
bility and  carbohydrate  content.  Table  I indicates 
these  groups  and  the  clinical  syndromes  in  which 
specific  elevations  may  be  seen. 

The  abnormal  plasma  cell  or  “myeloma'’  cell  itself 
tells  us  nothing  of  etiology.  However,  that  abnormal 
protein  is  produced  in  the  cytoplasm  of  these  cells  is 
well-documented.  The  microscopic  appearance  of 
the  myeloma  cell  may  vary  in  appearance  from  that 
of  a normal  plasmocyte  to  the  plasmoblast.  As 
plasma  cell  differentiation  proceeds,  ribonucleic  acid 
accumulates  in  the  cytoplasm  in  association  with 
the  endoplasmic  reticulum.  At  this  site,  protein,  and 
especially  glycoproteins  (gamma  globulins),  are 
produced.  Electron  microscopy  has  detected  vacu- 
oles in  the  cytoplasm  of  normal  and  abnormal  plas- 
ma cells,  the  glycoprotein  nature  of  which  has  been 
confirmed  by  the  fluorescent-antibody  technique  of 
Coons.  The  release  of  this  protein  material  from  the 
fragmentation  of  the  plasma  cell,  and  possibly  from 
the  intact  cell,  creates  the  plasma  protein  levels 
detected  by  clinical  laboratory  methods.  Glyco- 
globulins.  produced  in  this  way  by  normal  plasma 
cells  and  serving  a vital  role  in  immune  mechanisms, 
are  generally  well-tolerated  by  the  body.  These  re- 
lated but  specific  globulins  apparently  result  from 
the  specific  activity  of  groups  of  plasma  cells. 
Therefore,  the  retention  of  this  function  by  the  neo- 
plastic plasma  cell  results  in  the  production  of  spe- 
cific proteins,  some  of  which  are  poorly  tolerated 
by  the  host.  This  intolerance  may  be  reflected  in 
the  production  of  renal  dysfunction,  coagulation  de- 
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TARI  F 1 

PARAGLOBULINS 


Molecular 
Weight  and 
Sedimentation 
Coefficient  (S)* 

Electrophoretic 

Mobility 

Carbohydryte 

Content 

Associated 

Disease 

Gamma — 1A 

(B  A) 

2 

160,000 

7 

Beta-Globulin 

8.5% 

Myeloma 

Gamma — 2 
(7S) 

160,000 

7 

Gamma-Globulin 

2.5% 

Myeloma,  Lymphomas, 
Cryglobulinemia, 
Sjorgren's  Syndrome, 
Leukemia 

Macro  (19S) 

1,000,000 

19 

Fast 

Gamma-Globulin 

10.12% 

Macroglobulinemia, 

Lymphomas, 

Myeloma 

*Svedberg  units,  obtained  by  ultracentrifugation. 


fects,  circulatory  alterations  and  deposit  of  para- 
amyloid. 

The  usefulness  of  electrophoresis  as  a diagnostic 
implement  to  determine  the  presence  of  abnormal 
serum  proteins  has  become  firmly  established.  Se- 
rum protein  elevation  above  8 gms.  per  100  ml. 
is  abnormal  and  occurs  in  up  to  65  per  cent  of 
multiple  myeloma  patients.  The  absence  of  elevated 
total  protein  does  not  exclude  the  diagnosis  of  plas- 
ma cell  disease.  However,  abnormal  globulin  “peaks” 
occur  in  approximately  85  per  cent  of  the  cases.  The 
peak  is  often  homogeneous  in  the  gamma,  beta  or, 
rarely,  the  alpha  range.  However,  two  distinct 
“peaks”  of  differing  mobilities  may  be  observed. 
Occasionally,  a broader  plateau  may  be  seen  in 
the  beta  or  gamma  range  and  should  arouse  sus- 
picion of  plasma  cell  disease.  Up  to  25  per  cent 
of  patients  with  myelomatosis  fail  to  demonstrate 
a characteristic  protein  peak  in  the  serum.  It  is 
among  this  group  that  so-called  Bence-Jones  pro- 
tein is  often  excreted  in  the  urine.  The  “negative” 
Bence-Jones  urinary  test,  however,  does  not  exclude 
the  presence  of  diagnostically  significant  urinary 
protein. 

Very  well-defined  peaks  between  the  alpha  and 
gamma  globulin  range  can  be  detected  by  urinary 
protein  electrophoresis.  The  presence  of  these  pro- 
teins in  the  urine  is  related  to  their  relatively  small 
molecular  size  which  affords  their  passage  through 
the  normal  glomerular  filter.  Many  of  these  pro- 
teins do  not  have  the  physico-chemical  qualities  of 
Bence-Jones  proteins  and  would  not  be  detectable 
by  the  usual  precipitation  test  for  that  group.  It  is 
essential,  therefore,  to  measure  total  urinary  pro- 
tein excretion  (24  hours)  and  carry  out  urinary 
protein  electrophoresis.  This  study,  correlated  with 
serum  protein  electrophoresis,  comprises  the  most 
accurate  tool  in  the  diagnosis  of  diffuse  plasma  cell 
disease. 

Figure  1 illustrates  paper  electrophoretic  patterns 
from  the  serums  of  6 patients  with  myelomatosis. 
Although  5 of  the  6 cases  represented  demonstrated 


significant  urinary  paraprotein  excretion,  none  had 
a typically  “positive”  Bence-Jones  protein.  The  so- 
called  Bence-Jones  proteins  appear  at  any  point  be- 
tween the  alpha  and  gamma  globulin  ranges.  The 
failure  of  the  physical  chemical  test  to  detect  Bence- 
Jones  proteins  indicates  the  importance  of  urinary 
protein  electrophoresis.  Paper  electrophoresis  will 
not  detect  the  presence  of  macroglobulins  in  serum 
or  urine.  These  heavy  proteins,  however,  are  sus- 
pected when  increased  blood  viscosity  is  noted.  Sub- 
sequent ultracentrifugation  will  clarify  the  presence 
of  macroglobulins  and  may  assist  materially  in  the 
differentiation  between  myelomatosis  and  Walden- 
strom’s macroglobulinemia. 

Case  1 (Fig.  1)  illustrates  a striking  gamma 
globulin  peak  (serum  protein  = 10.4  gms.  per  cent) 
with  a corresponding  urinary  gamma  globulin  ele- 
vation. The  24-hour  urinary  protein  excretion  was 
1.75  gms.  Adequate  chemotherapy  resulted  in  dis- 
appearance of  the  urinary  gamma  globulin  peak, 
while  reduction  of  the  serum  elevation  was  incom- 
plete. Cases  2 and  3 demonstrate  serum  beta  and 
alpha  2 elevations  with  corresponding  urinary  pro- 
tein migrations.  It  is  interesting  that  the  small  uri- 
nary peak  in  Case  2 includes  gamma  as  well  as  beta 
globulin.  This  pattern  is  representative  of  some  pa- 
tients with  myelomatosis  who  have  significant  hypo- 
gammoglobulinemia.  The  total  protein  was  8.9  gms. 
per  cent.  Case  2 responded  dramatically  to  chemo- 
therapy with  complete  disappearance  of  urinary 
protein  and  return  of  the  serum  protein  electro- 
phoresis to  a normal  migration  pattern.  Although 
the  urinary  protein  could  not  be  measured  after 
chemotherapy  in  Case  3,  the  serum  electrophoresis 
indicated  partial  decrease  of  the  “M”  peak  in  the 
alpha  2 globulin  range.  Case  4 represents  a double 
peak  at  the  alpha  2 and  beta  globulin  range.  No 
urinary  protein  was  measurable.  Cases  5 and  6 rep- 
resent instances  of  significant  urinary  protein  peaks 
in  the  absence  of  a specific  serum  protein  “M”  band. 
It  should  be  noted,  however,  that  in  Case  6 the 
(Continued  on  next  page) 
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Fig.  1 — Protein  electrophoresis 


patterns  in  6 patients  with  plasma  cell  disease  before  chemotherapy.  (11/2) 


alpha  2 and  beta  fractions  are  increased  and  would 
certainly  arouse  suspicion  of  plasma  cell  disease. 
The  high  urinary  “M”  band  in  the  gamma  range 
tends  to  confirm  this  suspicion.  The  serum  electro- 
phoretic pattern  of  Case  5,  however,  indicates  only 
a decrease  in  serum  gamma  globulin.  In  this  case 
the  fairly  characteristic  peak  of  the  urinary  alpha  2 
and  beta  globulins  strongly  suggests  myeloma  dis- 
ease. These  “M”  bands  in  the  urinary  protein  elec- 
trophoretic patterns  become  of  great  diagnostic  sig- 
nificance wdien  the  serum  protein  electrophoresis  is 
equivocal  or  negative  and  other  confirmatory  evi- 
dence of  plasma  cell  disease  has  not  been  forth- 
coming. 

THE  BLOOD  AND  BONE  MARROW 

The  appearance  of  the  peripheral  blood  in  mye- 
lomatosis is  secondary  to  bone  marrow  dysfunction. 
Anemia  is  present  in  almost  all  cases  and  is  usually 
of  normocytic  normochromic  type.  Although  mar- 
row replacement  by  plasma  cells  is  probably  the 
most  frequent  cause  of  anemia,  other  factors  almost 
certainly  contribute  to  this  finding:  hemolysis,  renal 
insufficiency,  and  blood  loss.  The  “stickiness”  of 
red  cells  resulting  in  rouleau  formation  probably 
results  from  coating  by  abnormal  globulins.  The 
precise  mechanism  of  this  phenomenon  has  not  been 
clarified.  Although  the  leukocyte  and  platelet  count 
are  usually  within  the  normal  range,  occasional  de- 
pression of  one  or  both  is  observed.  These  changes 
also  reflect  displacement  of  the  normal  marrow  ele- 


ments by  plasma  cells,  or,  as  has  been  postulated 
for  anemia  in  this  disease,  humoral  factors  may  in- 
hibit normal  myeloid  and  megakaryocyte  activity 
in  the  marrow.  It  is  not  unusual  to  observe  an 
increase  of  white  cell  and  platelet  counts  to  normal 
levels  following  successful  chemotherapy.  Pancy- 
topenia is  not  a contraindication  to  well-supervised 
chemotherapy  of  plasma  cell  disease.  Lymphocytosis 
is  sometimes  observed  and.  at  times,  contributes  to 
confusion  in  diagnosis.  The  presence  of  a few  (1.5 
per  cent)  plasma  cells  in  the  peripheral  blood  has 
been  observed  after  careful  search  in  50-75  per  cent 
of  patients.  This  phenomenon  is  not  associated  with 
the  rare  clinical  appearance  of  plasma  cell  leukemia. 
The  latter  resembles  acute  leukemia  of  the  lympho- 
blastic or  mveloblastic  types  with  white  cell  counts 
up  to  150,000  and  a differential  count  of  50-90  per 
cent  plasma  cells.  In  such  cases  the  bone  marrow 
may  be  almost  totally  occupied  by  poorly  differen- 
tiated blast  forms.  The  other  significant  findings 
characteristic  of  plasma  cell  disease,  i.e.  bone  lesions 
and  abnormal  globulins,  are  also  present  during  the 
course  of  the  leukemic  form  of  this  disease. 

The  “typical”  bone  marrow  of  the  myeloma 
patient  contains  an  increased  number  of  plasma 
cells.  The  number  of  cells  may  not  exceed  that  seen 
in  a variety  of  other  conditions,  e.g.  other  neoplasms 
or  chronic  infection.  Therefore,  a moderate  increase 
in  marrow  plasma  cells  is  not  diagnostic  of  plasma 
cell  disease.  The  appearance  of  the  plasma  cell  may 
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be  normal  or  it  may  be  characteristic  of  what 
some  morphologists  call  the  “myeloma  cell."  These 
cells  are  often  found  in  clumps  and  are  of  various 
sizes,  usually  somewhat  larger  than  plasma  cells  of 
the  normal  individual.  The  cells  within  a given  pa- 
tient are  usually  of  fairly  uniform  size.  They  vary 
widely  in  their  state  of  maturation,  some  appear- 
ing like  early  forms  with  large  nuclei  and  one  or 
more  nucleoli,  while  others  look  like  mature  plasma 
cells.  Marrow  involvement  varies  from  a few  clumps, 
sometimes  hardly  suspicious  of  plasma  cell  disease, 
to  massive  involvement  replacing  almost  all  normal 
elements. 

Electron  microscopic  studies  have  confirmed  the 
light  microscopic  observations  of  nuclear  and  cyto- 
plasmic pleomorphism  of  myeloma  cells.  In  addition 
to  an  increased  number  of  mitochondria  in  neoplas- 
tic plasma  cells,  a large  increase  in  protein  content 
of  ergastoplasmic  sacs  has  been  noted.  The  ergasto- 
plasm  is  usually  considered  to  be  the  location  in  the 
cytoplasm  of  synthesis  of  protein  for  secretion  rath- 
er than  for  cell  division  or  growth.  These  greatly 
distended  sacs  are  sometimes  observed  in  cytoplas- 
mic processes,  protruding  from  the  cell  periphery. 
This  phenomenon  suggests  a possible  mechanism  for 
release  of  protein  from  the  cytoplasm.  Ultrastruc- 
ture study  has  suggested  that  rupture  of  the  mem- 
brane of  a distended  ergastoplasmic  sac  in  one  of 
the  cytoplasmic  processes  releases  protein  from  the 
cell  gradually  without  damage  to  the  cell.  This  ex- 
planation of  protein  release  from  the  plasma  cell 
permits  prolonged  protein  production  activity  in  a 
single  plasma  cell.  Whether  or  not  the  presence  of 
such  cytoplasmic  processes  can  be  correlated  with 
the  concentration  of  abnormal  serum  protein  in  pa- 
tients with  plasma  cell  disease  is  not  known.  Studies 
suggest  that  the  neoplastic  plasma  cell  has  morpho- 
logic characteristics  of  the  reticulum  cell  and  is 
quite  unlike  the  lymphocyte.  It  appears  that  the 
plasma  cell,  however,  has  differentiated  from  neither 
the  reticulum  cell  nor  the  lymphocyte. 

Some  myeloma  cells  have  demonstrated  morpho- 
logically virus-like  particles,  with  features  similar 
to  viruses  seen  in  rat  plasmocytoma  cells.  A causal 
relationship  between  the  presence  of  such  “viruses” 
and  clinical  myeloma  disease  must  finally  be  estab- 
lished if  these  findings  are  to  be  considered  signi- 
ficant. 

TREATMENT 

Survival  of  patients  with  plasma  cell  disease  va- 
ries greatly.  Rapidly  progressive  bone  lesions  ac- 
companied by  increasing  renal  involvement  may 
terminate  within  12  months.  A similar  clinical  pic- 
ture, but  of  much  slower  progression,  may  occupy 
3 or  more  years,  apparently  little  affected  by  chem- 
otherapy. When  plasma  cell  proliferation  assumes 
leukemic  proportions  the  entire  clinical  course  may 


occupy  as  little  as  3 to  4 months.  No  method  of 
treatment  assures  prolongation  of  life.  However, 
treatment  with  cytotoxic  chemicals  may  palliate 
symptoms  and  prolong  useful  activity. 

Urethane  (ethylcarbamide),  whose  mechanism  of 
action  is  not  known,  was  until  recently  the  primary 
therapeutic  agent.  Use  of  urethane  was  limited  by 
upper  gastrointestinal  toxicity  in  a significant  num- 
ber of  patients.  Prolonged  use  over  6 or  more  months 
was  often  required  before  significant  therapeutic 
effects  could  be  documented,  and  symptomatic  relief 
was  sometimes  equally  delayed.  Its  usefulness  has 
remained  controversial,  and  this  agent  is  no  longer 
considered  to  be  the  primary  treatment  of  plasma 
cell  disease. 

Recently,  the  alkylating  agents  have  been  studied 
intensively  in  management  of  myelomatosis.  The 
therapeutic  effectiveness  of  these  chemicals  is  de- 
pendent on  the  release  of  active  alkyl  groups 
which  attach  themselves  to  many  nuclear  and  cyto- 
plasmic components.  The  ability  of  these  substances 
to  alkylate  organic  and  inorganic  anion,  sulfide 
groups,  and  amino  groups  is  of  special  importance. 
Reaction  of  nucleic  acid  phosphate  groups  with  the 
mustards  accounts  for  the  profound  effects  of  these 
agents  on  cell  division.  The  mustards  and  mustard- 
like agents  have  similar  effects  on  normal  and  neo- 
plastic cells,  and  their  greater  activity  against  any 
given  neoplasm  cannot  be  accounted  for  on  a ration- 
al basis.  Therefore,  their  empiric  use  among  a large 
number  of  neoplasms  has  naturally  led  to  their 
clinical  trial  in  myelomatosis. 

Two  alkylating  agents,  L-phenylalanine  mustard 
(PAM)  and  cyclophosphamide  (Cytoxan®)  are  of 
value  in  the  treatment  of  multiple  mveloma  (Fig. 
2). 

PAM  represents  an  effort  to  synthesize  a cyto- 
( Continued  on  next  page) 
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Fig.  2 — Alkylating  agents  of  value  in  the  treatment 
of  multiple  myeloma. 
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toxic  drug  which  is  delivered  to  the  site  of  action 
by  a special  “carrier.”  The  molecule  contains  the 
essential  amino  acid  phenylalanine  which  presum- 
ably is  required  for  normal  cell  metabolism.  The 
greater  need  of  rapidly  dividing  neoplastic  cells  for 
protein  suggests  that  this  vital  substance  would 
carry  with  it  the  toxic  part  of  the  molecule.  In 
this  way  a sort  of  selection  of  the  offending  cells 
by  the  carrier  mustard  would  result  in  a rela- 
tively greater  anti-tumor  effect  and  decreased  toxic 
influence  on  normal  cells.  Although  there  is  no  de- 
finitive evidence  that  this  mechanism  is  effective, 
PAM  is  a useful  agent  in  the  treatment  of  plasma 
cell  disease. 

Cyclophosphamide  (Cytoxan®)  differs  from 
other  alkylating  agents  in  that  it  cannot  be  acti- 
vated in  vitro.  Enzymatic  action  at  the  tumor  site 
is  needed  to  cleave  the  phosphorus-nitrogen  bond 
with  resultant  release  of  the  active  portion  of  the 
molecule.  Unfortunately,  susceptible  normal  tissues 
also  contain  enzymes  capable  of  activating  Cy- 
toxan® and  the  resultant  hematologic  toxicity  is 
similar  to  that  encountered  following  nitrogen  mus- 
tard administration.  Alopecia  of  moderate  to  severe 
degree  may  also  occur. 

PAM  has  been  considered  superior  to  urethane, 
in  our  hands,  because  it:  (1)  causes  minimal  gas- 
trointestinal toxicity,  (2)  produces  fairly  rapid  ther- 
apeutic effect,  (3)  induces  only  moderate  and  read- 
ily reversible  hematologic  toxicity,  and  (4)  pro- 
duces higher  objective  remission  rate.  PAM  may 
be  expected  to  yield  approximately  20  per  cent  to 
40  per  cent  objective  or  subjective  improvement  or 
both.  Of  14  patients  with  myelomatosis  treated 
with  PAM  at  Rhode  Island  Hospital,  4 experienced 
significant  objective  regression  of  tumor  activity. 
Two  were  symptomatically  improved  without  ob- 
jective clinical  or  chemical  signs  of  improvement. 

Cytoxan®  therapy  has  been  somewhat  less  en- 
couraging with  objective  improvement  reported  in 
approximately  24  per  cent  and  symptomatic  palli- 
ation alone  in  an  additional  12  per  cent.  Among  6 
patients  at  Rhode  Island  Hospital  treated  with  Cy- 
toxan,® 2 experienced  objective  remission  while  1 
patient  demonstrated  significant  symptomatic  im- 
provement. Patients  who  are  initially  refractory  to 
either  PAM  or  Cytoxan®  will  respond  subsequently 
to  the  opposite  agent  in  some  instances.  Although 
the  number  is  small,  it  is  worthwhile  to  “crossover” 
when  the  disease  is  resistant  to  one  agent. 

Corticosteroids  have  been  reported  to  cause  ob- 
jective responses  in  myelomatosis.  This  subject  re- 
mains controversial;  however,  prednisone,  in  doses 
of  20-60  mg.  per  day,  sometimes  results  in  excellent 
clinical  palliation.  Hemolysis  fever,  bone  pain,  and 
the  tendency  towards  hypercalcemia  may  be  parti- 
ally relieved  by  this  hormone.  The  possibility  that 


RHODE  ISLAND  MEDICAL  JOURNAL 

corticosteroids  may  enhance  the  oncolytic  effect  of 
urethane  or  the  mustard  agents  has  been  suggested, 
but  no  significant  confirmatory  evidence  has  been 
presented. 

Prior  to  initiation  of  therapy  with  PAM  or  Cy- 
toxan,® the  diagnosis  of  plasma  cell  disease  should 
be  clearly  established.  Six  to  12  weeks  should  be 
permitted  for  an  adequate  trial  of  therapy.  Reliable 
parameters  of  response  must  be  documented  and  de- 
terminations made  at  regular  intervals  after  start 
of  therapy. 

Interval 
of  weeks 

1.  Bone  marrow  smear  for  determination 

of  plasma  cell  infiltration.  6 

2.  Total  serum  protein  and  electropho- 
resis. 4 

3.  24-hour  urinary  protein  and  electro- 
phoresis. 4 

4.  Bone  lesions  as  seen  on  x-ray  12 

5.  Bence-Jones  proteinuria  (positive  in 

50  per  cent).  4 

6.  Decrease  or  disappearance  of  soft  tis- 
sue masses  (plasmocytoma).  0.5 

Alteration  of  any  of  the  determinations  listed  in- 
dicates activity  (progression  or  regression)  of  the 
disease.  It  is  not  unusual,  however,  to  observe  a 
stabilization  of  all  parameters  when  subjective 
response  occurs.  In  this  event,  it  may  be  impossible, 
even  after  several  months  of  therapy,  to  confirm 
a true  remission.  However,  treatment  should  be  con- 
tinued if  patient  performance  has  improved.  Factors, 
other  than  subjective  changes,  may  suggest  possible 
tumor  regression:  e.g.  rising  hemoglobin  or  platelet 
count  towards  normal  level  (except  following  an 
episode  of  hematologic  toxicity),  decrease  of  ele- 
vated serum  calcium  to  normal  range,  decrease  of 
previously  elevated  urea  nitrogen  to  normal  or  near 
normal  level,  return  of  elevated  temperature  to 
normal,  and  improvement  in  physical  performance. 

A brief  description  of  2 cases  treated  with  chemi- 
cal agents  may  clarify  this  approach. 

CASE  No.  1 

A 48  year-old  male  complained  of  low  back  pain, 
increasing  constipation  and  increasing  difficulty 
with  micturition.  The  past  history  and  family  his- 
tory were  non-contributory.  Systems  review  was 
unrevealing  except  for  urinary  and  rectal  symptoms 
already  described.  Physical  examination,  including 
a careful  neurological  study,  indicated  no  abnor- 
malities. 

Clinical  and  laboratory  studies  which  served  as 
useful  parameters  of  the  effectiveness  of  chemother- 
apy during  subsequent  months  were:  a.  Osteolytic 
lesions  of  skull  (Fig.  3).  (sacral  lesions  were  treated 
with  radiation);  b.  Low  hemoglobin  — 10.2  gm. 
per  cent;  c.  Total  serum  protein  — 8.2  gm.  per 
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cent  (normal);  d.  Abnormal  serum  protein  electro- 
phoresis-Albumin  52.4  per  cent;  Alpha  1,  3.5  per 
cent;  Alpha  2,  6.5  per  cent;  Beta  34.1  per  cent; 
Gamma  3.5  per  cent;  and  e.  Bone  marrow  plasmo- 
cytosis.  No  significant  urinary  protein  excretion 
could  be  detected. 

The  immediate  objective  was  to  control  pain  and 
arrest  (or  preferrably  reverse)  the  spinal  cord  in- 
volvement. This  was  accomplished  by  giving  local- 
ized radiotheiapv  to  the  involved  sacral  bone  and 
spinal  cord  segment.  Pain  was  rapidly  relieved  and 
bowel  and  bladder  function  returned  to  normal  over 
a 4-6  month  period.  No  neurological  symptoms  or 
signs  had  recurred  26  months  later. 

PAM  was  given  by  mouth  at  doses  of  4-6  mg. 
per  day  (0.06  to  0.1  mg./kg.  body  weight)  and  was 
continued  to  hematologic  toxicity,  as  manifested  by 
white  blood  count  (WBC)  of  1,200,  eight  weeks 
later  (Fig.  4).  The  only  objective  evidence  of  im- 
provement recorded  during  this  interval  was  a stead- 
ily rising  hemoglobin.  When  treatment  was  resumed 
at  full  dose,  toxicity  again  occurred  and  was  evi- 
denced by  a fall  in  WBC,  platelets,  and  hemoglo- 
bin level.  The  patient’s  general  condition  improved 
strikingly  and  when  hematologic  toxicity  receded, 
he  was  placed  on  maintenance  therapy  of  1.0  mg. 
PAM  daily.  Rapid  improvement  in  the  serum  pro- 
tein electrophoresis  indicated  objective  improve- 
ment. The  bone  marrow,  however,  failed  to  demon- 


strate significant  decrease  of  plasma  cell  concentra- 
tion over  a prolonged  period.  The  healing  of  the 
sacral  bone  lesion  must  be  attributed  to  radiother- 
apy. The  lytic  lesions  of  the  skull  showed  significant 
improvement  after  a prolonged  period  of  therapy 
(Fig.  3). 

Comment.  Return  to  normal  performance  with 
objective  evidence  of  improvement  for  approximate- 
ly 14  months  is  noted.  Renewed  disease  activity, 
manifested  by  progressive  anemia,  was  observed  in 
September  1964.  Neurological  symptoms  did  not 
return  and  the  bone  lesions  have  not  reappeared. 
Increasing  plasmocytosis  of  the  marrow  confirms 
the  reactivation  of  myeloma  disease  (Fig.  4). 

CASE  No.  2 

A 49  year-old  female  complained  of  severe  weak- 
ness and  easy  fatigability  of  4 months’  duration. 
The  past  history  and  family  history  were  not  signi- 
ficant. Physical  examination  revealed  pallor  and 
bone  tenderness  over  the  9th  and  10th  ribs  in  the 
left  mid-auxiliary  line.  Bone  x-rays  revealed  gene- 
ralized demineralization,  punched-out  lesions  of  the 
neck  of  the  right  femur,  and  compression  fracture 
of  the  8th,  9th,  and  11th  thoracic  vertebral  bodies. 

Clinical  and  laboratory  studies  that  served  as 
useful  parameters  of  the  effectiveness  of  chemother- 
apy during  subsequent  months  were:  a.  Bone  (rib) 
tenderness;  b.  Low  hemoglobin  — 6.3  gm.  per  cent; 

(Continued  on  next  page) 


(Oct.  1963)  (Nov.  1964) 

Fig.  3 — Osteolytic  lesions  of  skull  in  Case  No.  1 with  multiple  myeloma. 
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Fig.  4 — Laboratory  data  recorded  during  treatment  of  multiple  myeloma  with  L-phenylalnine  mustard 
(0.06 — 0.1  mg./kg.  per  day).  (11/3) 


c.  Elevated  serum  total  protein  — 9.0  gm.  per  cent; 

d.  Abnormal  serum  protein  electrophoresis  — Albu- 
min 58.3  per  cent;  Alpha  1,  2.8  per  cent;  Alpha  2, 
6.1  per  cent;  Beta,  27.8  per  cent;  Gamma,  5.0  per 
cent;  e.  Elevated  urinary  protein  — Beta  and  Gam- 
ma = 4.72  gm./24  hours;  f.  Bone  marrow  plasmo- 
cytosis  (98.5  per  cent);  and  g.  Elevated  blood  urea 
nitrogen.  45  to  65  mg.  per  cent,  elevated  serum 
uric  acid,  6.4  mg.  per  cent. 

The  first  objective  of  therapy  was  to  enhance  a 
feeling  of  well-being  by  alleviating  weakness.  This 
was  accomplished  by  the  administration  of  whole 
blood  transfusions.  Cytoxan®  was  given  by  mouth 
in  a maximum  daily  dose  of  2.0  mg.  kg.  body  weight 
(125  mg.).  This  dose  was  changed  according  to  WBC 
and  platelet  count  alterations.  The  dose  was  reduced 
25  per  cent  with  each  25  per  cent  decrease  in  the 
WBC  below  5,000  and  50  per  cent  when  the  platelet 
count  was  between  75,000  and  100,000.  No  medica- 
tion was  given  when  the  WBC  was  below  2,000  or 
the  platelet  count  was  below  75,000.  This  dose  regi- 
men has  been  maintained  continuously  for  17  months 
with  no  evidence  of  recurrent  disease  activity.  Fig- 
ure 5 illustrates:  (1)  decrease  in  marrow  plasmo- 
cytosis,  (2)  decrease  of  total  serum  protein,  (3) 
reversal  of  serum  protein  electrophoretic  pattern  to 
normal,  (4)  disappearance  of  urinary  protein  ex- 
cretion, (5)  return  of  hemoglobin  level  towards 
normal,  and  (6)  improvement  of  BUN  and  uric 
acid.  Improvement  of  bone  lesions  cannot  be  de- 


tected on  serial  x-ray  studies;  however,  all  visible 
lesions  have  remained  stable  and  no  new  ones  have 
been  detected.  Bone  tenderness  has  disappeared. 

Comment.  This  patient’s  performance  is  normal, 
and  she  is  without  symptoms  after  17  months  of 
treatment.  Mild  intermittant  toxicity  (manifested 
by  leukopenia  has  been  observed  during  this  pe- 
riod. Safe  dosing  is  controlled  by  blood  counts  per- 
formed at  3 to  4 week  intervals  with  minimal  in- 
convenience to  the  patient. 

SUMMARY 

It  is  concluded  that  prolonged  periods  of  clinical 
and  objective  remission  can  be  produced  in  mye- 
lomatosis by  intensive  and  prolonged  therapy  with 
the  alkylating  agents  PAM  and  cytoxan.®  Hema- 
tologic toxicity  is  mild  or  moderate  and  is  reversed 
readily  by  temporary  discontinuation  of  the  agent. 
Reversal  of  abnormal  laboratory  findings,  as  well 
as  some  symptoms,  may  result  only  after  prolonged 
treatment.  For  this  reason  it  is  essential  to  continue 
therapy  for  not  less  than  12  weeks  and  for  even 
longer  periods.  In  some  instances  all  abnormal  pa- 
rameters will  not  return  completely  to  normal,  but 
will  become  stable.  Serial  determinations,  at  fairly 
prolonged  intervals  will,  therefore,  be  necessary  as 
treatment  continues.  Occasionally  normal  marrow 
components,  especially  myeloid  or  megakaryocytic 
elements,  will  remain  depressed,  and  fear  of  exces- 
sive toxicity  may  prompt  discontinuation  of  treat- 
ment. This  fallacy  should  be  avoided  since  careful 
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Fig.  5 — Laboratory  data  recorded  during  treatment  of  multiple  myeloma  with  cyclophosphamide  (Z.0 
mg./kg.  body  wt./day).  (11/5) 


perseverance  will  later  result  in  decreased  marrow 
plasmocytosis  and  recovery  of  normal  cell  produc- 
tion. 

The  abnormal  plasma  cell  is  a formidable  adver- 
sary in  the  course  towards  ultimate  destruction  of 
its  host.  Its  patience  and  unrelenting  determination 
must  be  matched  by  that  of  the  therapist  if  he  is 
to  be  successful  in  imposing  a significant  delay  in 
the  pathologic  process  of  myelomatosis. 
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ONE  SENTENCE  ESSAY 

The  politicians  insist  on  pretending  that  everything 
is  solvable  — that  we  can  achieve  almost  unlimited 
ends  with  limited  means  — and  while  the  people  would 
like  to  believe  it  they  increasingly  have  their  doubts. 

. . . James  Reston 
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Editorials 


MEDICARE:  WHAT  IT  OFFERS 


The  long  discussed  medicare  legislation  is 
now  the  law  of  the  land.  Its  champions  have 
loudly  proclaimed  it  as  the  greatest  piece  of  legis- 
lation enacted  in  decades.  Certainly  it  will  be  the 
most  expensive  law  with  which  the  public  will  have 
to  live  in  the  coming  months.  As  Dr.  William  R. 
Richards,  general  manager  of  the  Connecticut  State 
Medical  Society,  pointed  out  in  a public  news  re- 
lease following  passage  of  th  bill. 

“The  Administration  having  gotten  its  way, 
much  publicity  is  being  given  currently  to  its 
desire  to  regulate  American  medical  care  in  such 
a way  that  doctors  ‘can  live  with  it.’  While  this 
magnanimous  but  belated  concern  of  government 
with  the  professional  welfare  of  the  practicing 
physician  may  be  well-intentioned,  it  is  largely 
mi'directed.  Standing  on  the  combined  platform 
of  his  Constitutional  rights  and  his  principles  of 
ethics,  the  practitioner  of  medicine  may  find  it 
possible  to  remain  relatively  free  of  bureaucratic 
red  tape  in  his  rendering  of  patient  care.  But 
the  patient  who  comes  under  the  new  health  leg- 
islation may  not  be  so  fortunate.  It  will  be  he 
who  really  has  to  ‘live  with'  the  regulations  of 
medicare  and.  good  or  bad.  accept  them  without 
much  of  any  choice.” 

SOCIAL  SECURITY 

One  of  the  amendments  in  the  federal  social 
security  law  was  that  which  placed  self-em- 
ployed physicians  under  the  program  on  a compul- 
sory basis. 

Coverage  and  liability  for  taxes  for  physicians 
was  made  retroactive  to  January  1,  1965.  but  for 
interns  and  residents  the  coverage  does  not  take 
effect  until  January  1,  1966. 

The  current  social  security  tax  on  self-employed 

HYPER  ALDOSTERONISM  AND  A 

Hyferaldosteronism  is  a characteristic  of  a 
number  of  edema  states  such  as  the  ascites  of 
hepatic  cirrhosis  and  congestive  heart  failure.  Hy- 
persecretion of  aldosterone  is  believed  to  be  an 
important  factor  in  the  abnormal  salt  and  water 


Printed  in  this  issue  of  the  Journal  is  a summary 
of  parts  I-A  and  I-B  relating  to  the  hospital  bene- 
fits and  physician  services  to  be  compensated  under 
the  new  legislation.  Every  physician  should  read 
carefully  this  summary  in  view  of  the  fact  that  the 
program  will  involve  so  many  factors  in  the  health 
care  of  a large  segment  of  the  population  in  Rhode 
Island.  The  plan  goes  into  effect  July  1,  1966,  with 
the  exception  of  the  nursing  home  care  phase  which 
will  be  made  operative  the  first  of  1967. 

Briefly  the  amendments  have  increase  the  month- 
ly benefit  check  of  social  security  beneficiaries  $4 
or  more;  provided  a basic  health  care  program  for 
hospitalization,  and  a supplementary  plan  covering 
physicians’  services;  established  a new  program 
which  will  replace  those  existing  for  medical  assist- 
ance under  the  public  assistance  programs;  amend- 
ed the  maternal  and  child  health,  and  crippled 
children's  programs;  made  numerous  amendments 
to  the  old  age  and  survivors  insurance  and  dis- 
ability programs,  including  compulsory  coverage 
for  physicians;  and  amended  the  public  assistance 
programs  to  provide,  among  other  things,  increases 
in  the  federal  contributions. 

FOR  PHYSICIANS 

is  5.4%  on  a wage  base  of  $4,800.  for  a maximum 
tax  of  $259.20.  But  in  1966  this  tax  will  be  in- 
creased to  $405.90  to  pay  for  the  cost  of  the  new 
programs  enacted  this  year.  Complete  information 
is  not  available  at  this  writing  on  when  and  how 
physicians  will  be  billed  for  the  tax  outstanding 
for  this  year,  but  presumably  it  will  be  within  the 
filing  period  for  internal  revenue  reports  until  mid- 
April,  1966. 

HEPATIC  HUMORAL  MEDIATOR 

retention.  The  cause  of  this  excessive  secretion  is 
not  known.  Studies  by  Orloff  et  al.  have  demon- 
strated the  presence  of  a sensitive  baroreceptor 
mechanism  in  the  liver  which  produces  marked  in- 
creases in  aldosterone  in  response  to  small  eleva- 
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tions  of  intrahepatic  pressure.  Aldosterone  response 
to  hepatic  outflow  obstruction  is  abolished  by  bi- 
lateral nephrectomy.  Thus  the  kidney  functions  as 
a relay  station  in  the  efferent  pathway  between  the 
liver  and  the  adrenal  cortex.  It  appears  that  stimu- 
lation of  an  hepatic  baroreceptor  is  responsible  for 
the  hyperaldosteronism  in  disorders  characterized 
by  increased  intrahepatic  pressure.  It  is  further 
suggested  that  a humoral  agent  may  be  involved  in 
the  transmission  of  the  efferent  signal  to  the  kidney. 

To  test  this  hypothesis  Orloff  and  his  group  al- 
lowed blood  to  cross-circulate  from  a nephrectom- 
ized  dog  subjected  to  gradual  hepatic  outflow  oc- 
clusion to  a normal  recipient  dog.  Preparations  with 
cross-circulation  alone  were  used  as  controls.  The 
mean  peak  elevation  of  aldosterone  secretion  in  the 

Cirrhosis  with  outflow  bl 
or 

Congestive  heart  failure 

Humoral  mediator 


experimental  recipient  group  was  795  per  cent, 
ranging  from  3 to  18  times  the  base  line.  Aldoster- 
one secretion  in  the  donor  animals  and  in  the  con- 
trol recipients  was  not  altered.  Thus  aldosterone 
hypersecretion  appeared  to  be  a result  of  stimula- 
tion of  a receptor  in  the  liver  and  subsequent  trans- 
mission of  a signal  to  the  kidney  by  a potent  hu- 
moral mediator.  The  site  of  origin  of  the  humoral 
agent  was  not  demonstrated. 

The  authors  conclude  from  their  studies  that  an 
aldosterone  regulating  mechanism  in  the  liver  is 
responsible  for  the  hyperaldosteronism  which  ac- 
companies the  increased  intrahepatic  pressure  of 
such  disorders  as  the  ascites  of  hepatic  cirrhosis  and 
congestive  heart  failure.  They  propose  the  follow- 
ing schema : 


lock 


Increased  hepatic  pressure 


Kidney-Renin- Angiotensin 
Aldosterone  hypersecretion 


Adrenal  cortex 

Salt  and  water  retention 
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FEES  ARE  STILL  WITH  US 


The  problem  of  fees  is  one  that  daily  concerns 
the  practicing  physician.  The  level  of  fees  in 
a sense  determines  his  wages.  Because  lay  critics 
of  the  medical  profession  have  through  propaganda 
created  a climate  of  uncleanliness  about  fee  discus- 
sions, doctors  have  become  unnecessarily  self-con- 
scious when  called  upon  to  protect  their  interests. 

The  physicians  of  Rhode  Island  will  soon  be 
confronted  with  two  situations  which  will  have  an 
important  bearing  on  their  income,  one  of  local 
origin  and  the  other  national.  The  local  problem 
has  to  do  with  the  establishment  of  a Rhode  Island 
Physicians  Service  (Blue  Shield)  Plan  C.  The  pres- 
ent Plan  B covers  (when  the  services  are  provided 
by  a participating  physician)  fully  paid  surgical 
services  for  families  with  incomes  of  $6,000.  Plan 
C is  proposed  to  permit  full  coverage  for  persons  of 
higher  income  and  more  particularly  to  enable  the 
local  Plans  to  bid  successfully  on  certain  national 
and  federal  contracts.  Iacome  limits  would  be  of 
the  order  of  $8,000.  Experience  in  the  past  has 
taught  that  it  is  practically  impossible  because  of 
political  pressure  and  governmental  regulation  to 
increase  the  rates  within  a plan  once  established. 
Income  limits  in  excess  of  $8,000  would  cover  80 
per  cent  or  more  of  all  families  in  Rhode  Island. 
It  is  imperative  that  a fully  adequate  fee  schedule 


be  established  if  such  a plan  is  instituted. 

The  second  problem  facing  the  physicians  of 
Rhode  Island  is  national  in  scope,  having  to  do 
with  sthe  impact  of  the  recently  passed  Federal 
Medicare  legislation.  We  wonder  how  it  will  be 
possible  under  the  $3  monthly  payment  for  the 
supplemental  plan  (matched  by  $3  from  the  Fed- 
eral Government)  to  cover  doctor’s  bills  for  serv- 
ices in  the  home,  the  office  and  the  hospital,  and 
in  addition,  diagnostic  X-ray  and  laboratory  serv- 
ices outside  the  hospital,  radium  therapy,  casts, 
braces,  and  the  like,  plus  another  100  home  health 
service  visits  per  year.  The  new  voluntary  plan  for 
payment  of  physicians’  fees  provided  in  the  Act 
will  be  available  (it  appears)  to  all  persons  over 
65  years  of  age.  It  is  a matter  of  great  concern  to 
practicing  physicians  whether  or  not  a fee  sched- 
ule rigidly  fixing  total  payment  is  established  by 
Federal  regulations. 

Since  a ‘‘means  test’’  has,  through  political  dou- 
ble-talk, become  something  ugly,  presumably  none 
will  be  used.  Does  this  mean  that  a $50,000  a year 
business  executive,  merely  because  he  is  over  65, 
will  receive  his  medical  and  surgical  services  by 
governmental  ukase  at  a cut  rate  payment  to  the 
doctor? 

(Continued  on  next  page) 
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PHYSICIAN-NURSE  RELATIONSHIP 


Adequate  patient  care  in  a modern  hospital 
involves  a large  number  of  people,  but  the 
planning  and  application  of  this  care  to  the  sick 
person  is  carried  out  by  the  doctor  and  the  nurse. 
They  do  the  job;  the  participation  by  others, 
though  essential,  must  be  considered  ancillary.  It 
is  the  doctor  and  the  nurse  who  come  to  know  the 
patient  as  a person,  who  assess  his  reaction  to  the 
treatment  he  receives,  and  who  constitute  the  team 
which  carries  him  through  hopefully  to  his  return 
to  health.  It  is  quite  obvious  that  there  must  be 
mutual  understanding  and  respect  if  this  team  is 
to  function  well. 

This  subject  was  discussed  in  a special  program 
at  the  recent  A.M.A.  convention  in  New  York.  A 
short  report  of  this  discussion  is  contained  in  a 
news  release  dated  June  23,  1965,  titled  ‘ Nurse- 
Physician  Communications  in  the  Hospital.’’  Most 
of  this  report  consists  of  the  contribution  of  Luther 
Christman.  Ph.D..  R.X.,  associate  professor  of  nurs- 
ing at  the  University  of  Michigan.  He  believes  that 
the  lack  of  communication  between  physicians  and 
nurses  due  to  "vast  educational  differences"  and  to 
the  absence  of  continued  training  of  nurses  follow- 
ing graduation  is  a cause  of  misunderstandings 
which  are  detrimental  to  the  patient.  He  suggests 
that  ‘‘People  do  not  like  to  admit  they  do  not 
understand.’’  For  this  reason  a "highly  technical 
order.”  which  the  nurse  is  not  willing  to  admit  is 
not  clear  to  her,  is  not  carried  out.  As  a conse- 
quence the  patient  suffers  and  the  physician  is  upset. 
\ reasonable  comment  on  these  statements  would 
be  that  the  physician  giving  the  "highly  technical 
order”  shows  very  poor  judgment  if  he  issues  such 
am-  order  without  proper  explanation.  No  good 
nurse,  or  physician  either,  is  afraid  to  admit  ignor- 


ance of  a new  or  unusual  procedure  with  which  she, 
or  he.  has  not  had  an  opportunity  to  become  famil- 
iar. Of  course,  lack  of  good  team  work  of  this  type 
does  occasionally  occur,  but  in  our  judgment  this 
is  not  due  to  any  fundamental  differences  in  educa- 
tional or  social  background  but  rather  to  individual 
lack  of  proper  effort  to  cooperate. 

Emphasis  on  ‘‘socioeconomic  class  differences”  as 
a possible  reason  for  misunderstandings  is,  in  our 
judgment,  not  relevant  as  evidenced  by  the  great 
tendency  for  doctors  to  marry  nurses.  The  “sex 
differences”  mentioned  might  as  well  be  cited  as 
the  reason  why  married  couples  do  not  always  “live 
happily  every  after.” 

Both  the  medical  and  the  nursing  professions  at 
the  present  time  give  evidence  of  some  deviation 
from  their  primary  objective,  which  is,  and  should 
be,  to  give  optimum  care  to  sick  people.  It  is  quite 
true  that  scientific  progress  which  results  from 
medical  research  by  physicians  is  most  desirable, 
and  the  efforts  of  the  nursing  profession  to  increase 
their  basic  understanding  of  normal  and  abnormal 
physiology  is  very  valuable.  But  in  neither  case 
should  such  efforts  towards  deeper  understanding 
of  the  changes  which  underlie  human  illness  be 
allowed  to  cause  neglect  of  well  established  princi- 
ples of  patient  care  in  which  physicians  and  nurses 
have  cooperated  successfully  through  the  years.  In 
dealing  wbh  the  sick  person  doctor  and  nurse  can 
learn  much  from  the  observations  of  each  other  at 
the  bedside.  In  mutual  understanding  and  coopera- 
tion lies  the  key  to  successful  management  of  the 
problem  which  the  patient  presents,  and  the  so- 
called  “lack  of  communication"  can  be  kept  at  a 
minimum. 


COSTS  AND  NEED 


According  to  statistics  recently  released  by  the 
American  Hospital  Association,  the  hospital  cost 
per  patient  day  reached  its  highest  level  in  history 
in  1964.  The  average  daily  cost  for  nonfederal  short 
term  general  and  special  hospitals,  which  had  been 
$30  per  patient  day  in  1959,  reached  $39  in  1963. 
In  1964  it  had  further  increased  to  $41.58.  a rise 
in  one  year  of  6.9  per  cent.  For  all  hospitals  the 
total  expenditure  for  goods  and  services  rose  almost 
10  per  cent  in  one  year  to  an  incredible  $12  billion. 
Most  of  the  increased  cost  is  accounted  for  by 
growth  of  the  payroll,  which  normally  represents 
about  two-thirds  of  the  hospital’s  expenditure.  In 
1964  alone  47.000  new  full-time  employees  were 
added  *o  the  payroll  of  hospitals  registered  by  the 
AHA.  The  cost  per  patient  per  day  ranged  from 
a low  of  S34.31  in  the  East  South  Central  region 


to  a high  of  $54.28  in  the  Pacific  states.  New  Eng- 
land costs  averaged  a median  $48.31. 

The  over  7.000  AHA  registered  hospitals  in  196-t 
employed  1,887,000  personnel,  representing  133 
employees  for  every  100  patients.  In  1946  only  73 
employees  per  100  patients  were  necessary. 

Another  significant  fact  is  revealed  by  the  AHA 
study.  The  average  daily  occupancy  in  AHA  reg- 
istered hospitals  in  1964  was  83.8  per  cent.  Con- 
sidering the  normal  fluctuation  in  pediatric  and 
obstetrical  bed  occupancy,  this  is  an  impressive  fact. 

Almost  daily  one  hears  propounded  the  theory 
that  a special  Parkinson's  law  applies  to  hospital 
bed  occupancy,  namely,  that  if  a bed  exists  it  will 
be  filled.  This  glib  concept  has  been  repeated  so 
often  that  it  is  accepted  almost  as  a truism.  In  the 
first  place,  there  is  no  evidence  that  this  is  bad,  and 
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secondly,  there  is  no  evidence  that  it  is  true  under 
all  circumstances.  We  believe  that,  with  very  minor 
exceptions,  hospital  beds  are  occupied  only  by  sick 
people. 

With  the  rapid  growth  of  population  throughout 
the  United  States,  and  with  the  daily  obsolescence 
of  hospital  beds,  the  need  for  further  building  seems 
imperative.  The  advent  of  Federal  Medicare  will 
exaggerate  th:s  need.  The  shortage  of  convalescent, 
nursing  home,  and  chronic  care  facilities  is  pressing. 
The  provision  of  ambulatory  diagnostic  facilities 
will  help.  The  need  for  acute  general  hospital  beds, 
however,  is  a fact  of  life,  and  this  need  will  in  all 
probability  continue  and  increase.  So  will  costs 
increase.  But  Area-Wide  Planning  groups  must  not 
be  diverted  from  the  important  goal  of  providing 
an  adequate  number  of  beds  by  glowing  generalities 
or  unproved  theories. 
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A HUSH... 


fell  over  the  saloon  as  all 
eyes  turned  toward  to  tall 
man  in  the  white  hat, 
“Bully”  Jones,  range  boss  of 
the  Bar  - X,  rose  from  his 
seat,  gun  in  hand.  “And  who 
might  you  be,  stranger?”  he 
snarled.  “Smith,”  came  the 
calm  reply,  “H.  O.  Smith,” 
“Not  — not  the  Smith 
who  tamed  Dodge  City?” 
quavered  Jones,  suddenly 
death  - white.  “The  same,” 
answered  the  tall  man.  “and 
I’ve  come  for  a sparkling 
glass  of  Warwick  Club  Pale 
Dry  Ginger  Ale,  available 
in  the  full  32-ounce  quart 
bottle.  It  sings  in  the 
glass  . . .” 
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SOCIAL  SECURITY  AMENDMENTS  OF  1965 

Highlights  of  the  Amended  Social  Security  Law  Including  the 
Medical  Insurance  Program  for  the  Aged  Summarized 


PUBLIC  LAW  89-97 
89th  Congress,  H.  R.  6675 
July  30,  1 965 

This  law  has  four  titles.  Title  I is  concerned  with 
health  insurance  for  the  aged  and  has  two  parts. 
Part  I has  three  subparts:  Part  A establishes  a 
hospital  insurance  program  patterned  after  the 
King-Anderson  bill;  Part  B establishes  a voluntary, 
federally  admiinistered  medical  insurance  program 
to  provide  benefits  which  supplement  the  benefits 
under  the  King-Anderson  program;  and  Part  C 
contains  definitions  and  provisions  relating  to  the 
administration  of  Parts  A and  B,  and  authorizes 
the  Railroad  Retirement  Board  to  establish  a hos- 
pital insurance  program  identical  to  that  contained 
in  Part  1-A  for  Railroad  Retirement  beneficiaries. 
Part  2 of  title  I establishes  a new  program  which 
will  replace  the  existing  programs  for  medical  as- 
sistance under  the  public  assistance  programs. 

Title  II  amends  the  Maternal  and  Child  Health 
and  Crippled  Children’s  programs,  extends  the 
grant  program  for  mental  retardation  plannng, 
amends  the  public  assistance  programs  to  authorize 
federal  participation  in  assistance  to  aged  individu- 
als with  tuberculosis  or  mental  disease,  and  author- 
izes appropriations  for  a study  of  resources  for  the 
diagnosis  and  presention  of  emotional  illness  in 
children. 

Title  III  makes  numerous  amendments  to  the 
Old-Age  and  Survivors  Insurance  and  Disability  In- 
surance programs  under  the  Social  Security  Act,  in- 
cluding compulsory  coverage  for  physicians,  pay- 
ments for  nonpermanent  disability,  and  increases 
in  the  taxable  wage  base  and  tax  rate. 

Title  IV  amends  the  public  assistance  programs 
to  provide,  among  other  things,  increases  in  the 
federal  contributions  for  those  programs. 

TITLE  I -HEALTH  INSURANCE  FOR  THE  AGED 
AND  MEDICAL  ASSISTANCE 
Part  1-A— Health  Insurance  Benefits  for  the  Aged 

This  title  amends  the  OASI  provisions  of,  and 
adds  a new  title  (XVIII)  to,  the  Social  Security 
law  under  which  inpatient  hospital  services,  post- 
hospital extended  care  services,  post-hospital  home 
health  services,  and  outpatient  hospital  diagnostic 
services  will  be  provided  to:  (a)  any  individual  65 
years  of  age  or  over  who  is  entitled  to  monthly  in- 
surance benefits  under  title  II  of  the  Social  Se- 
curity law,  whether  or  not  he  is  receiving  them; 
(b)  any  individual  65  years  of  age  who  is  not  en- 


titled to  benefits  under  the  Social  Security  or  Rail- 
road Retirement  laws,  who  attains  that  age  before 
1968;  and  (c)  after  1968,  anyone  who  has  three 
quarters  of  coverage,  whenever  acquired,  under  the 
Social  Security  or  Railroad  Retirement  laws  for 
each  year  that  elapses  after  1965  and  before  he 
attains  age  65. 

Benefits 

Payment  is  authorized  on  behalf  of  an  eligible 
individual  for  the  following  services  subject  to  de- 
ductibles described  below: 

Inpatient  hospital  services  (including  services  in 
a psychiatric  or  tuberculosis  hospital)  for  up  to 
90  days  in  semiprivate  accommodations  (two-  to 
four-bed)  during  a spell  of  illness. 

Post-hospital  extended  care  services  for  up  to  100 
days  during  any  spell  of  illness  in  a facility  which 
has  in  effect  a transfer  agreement  with  one  or 
more  hospitals  or  which  a state  agency  finds  has 
attempted  to  enter  into  such  an  agreement. 
Post-hospital  home  health  services  for  up  to  100 
visits  during  any  one-year  period  following  the 
beginning  of  a spell  of  illness  after  discharge  from 
a hospital  or  extended  care  facility  and  before 
the  beginning  of  a new  spell  of  illness. 

Outpatient  hospital  diagnostic  services  during  a 
20-day  period. 

Payment  for  inpatient  psychiatric  hospital  serv- 
ices cannot  be  made  in  behalf  of  an  individual  after 
he  has  received  a total  of  190  days  of  such  services 
during  his  lifetime. 

In  computing  the  90  days  of  hospitalization,  if 
the  individual  is  an  inpatient  in  a psychiatric  or  a 
tuberculosis  hospital  on  the  first  day  of  which  he 
is  entitled  to  benefits  under  this  Part,  the  days  on 
which  he  is  an  inpatient  of  the  hospital  in  the  90- 
day  period  immediately  before  the  first  day  are  to 
be  included  with  respect  to  that  spell  of  illness,  but 
not  in  determining  the  190-day  lifetime  limitation 
on  inpatient  psychiatric  hospital  services. 

Inpatient  hospital  services,  post-hospital  home 
health  services,  and  outpatient  hospital  diagnostic 
services  will  be  financed  beginning  in  Tulv  1966. 
Post-hospital  extended  care  services  will  be  financed 
beginning  in  Tanuary  1967. 

Deductibles 

The  amount  payable  for  inpatient  hospital  serv- 
ices furnished  an  individual  during  a spell  of  il'ness 
will  be  reduced  by  an  inpatient  hospital  deductible, 
(Continued  on  Page  493) 


a working  analgesic  for  the  working  arthritic 
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BRIEF  SUMMARY: 

Arthralgen  and  Arthralgen-PR  are  indicated  in  the  manage- 


Arthralgen®  rapidly  relieves  early  morning  stiffness  and 
arthritic  pain.  It  promises  a quicker  response  in  most 
patients  because  its  analgesic  ingredients  need  no  meta- 
bolic conversion  before  they  act.  Combining  two  better- 
tolerated,  time-tested  analgesics,  acetaminophen  and 
salicylamide,  into  a pharmacologically  sound  and  thera- 
peutically effective  formulation,  Arthralgen  relieves  pain 
rapidly  with  less  likelihood  of  gastric  irritation  than 


ment  of  rheumatoid  arthritis,  acute  gouty  arthritis,  rheumatoid 
spondylitis,  osteoarthritis,  bursitis,  hbrositis,  and  neuritis. 
Xrthralgen  may  be  used  for  analgesia  in  colds,  flu,  and  various 
myalgias. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  ingredient. 

As  with  any  drug  containing  prednisone,  Arthralgen-PR  is 
contraindicated,  or  should  be  administered  only  with  care,  to 
patients  with  peptic  ulcer,  tuberculosis,  nephritis,  diabetes 
mellitus,  acute  psychoses,  Cushing’s  syndrome  (or  Cushing’s 
disease),  overwhelming  spreading  (systemic)  infection,  or 
predisposition  to  thrombophlebitis. 


aspirin. 

in  maintenance  therapy  . . . 

Because  it  contains  no  sodium,  Arthralgen  is  often  a safer 
and  more  suitable  analgesic  for  use  in  the  long-term 
treatments  of  arthritic  patients  who  have  other  conditions 
which  require  sodium  restriction.1 


Arthralgen-PR  is  generally  contraindicated  in  patients  with 
uremia  and  viral  infections,  including  poliomyelitis,  vaccinia, 
ocular  herpes  simplex,  and  fungus  infections  of  the  eye.  It  is 
also  contraindicated  in  patients  with  chickenpox  or  sus- 
ceptible persons  exposed  to  it. 

PRECAUTION:  Reduction  in  dosage  of  Arthralgen-PR  given 
over  a long  period  should  be  gradual,  never  abrupt. 


Arthralgen® 

Each  tablet  contains: 

Salicylamide  250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Arthralgen-PR 


SIDE  EFFECTS:  Nausea,  Gl  upset,  or  mild  salicylisin  may 
rarely  occur.  Symptoms  of  hypercorticoidism  dictate  reduction 
of  dosage  of  Arthralgen-PR. 

DOSAGE:  One  or  two  tablets  four  times  a day.  After  remission 
of  symptoms  dosage  should  be  reduced  to  the  minimum 
maintenance  level. 

REF:  1.  Boreus  & Sandberg,  ACTA.  PHYSIOL.  SCAND., 
28:266,  1953. 


(Arthralgen  with  prednisone  1 mg.) 


A.  H ROBINS  COMPANY.  INCORPORATED  RICHMOND,  VIRGINIA 


when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  r 
ber  of  circumstances  can  unleash  it.  Keep  Atara 
mind  for  all  your  emotionally  distressed  patients— f 
under  6 to  over  60. 

for  any  age— for  any  stage  of  anxi 


(hydroxyzine  HCI) Hi, 


. . . In  any  condition  where  tissue  depletion  of  the  wc 
soluble  vitamins  is  found,  Rx  RoeriBeC^1  therapeu' 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 


I effects  and  precautions:  The  transitory 
I 'siness  which  may  occur  with  hydroxyzine 
Ijsually  disappears  spontaneously  in  a few 
I with  continued  therapy,  or  is  correctable 
I >sage  reduction.  Dryness  of  the  mouth  may 
l:en  with  higher  doses.  Involuntary  motor 
I ity  has  been  reported  in  hospitalized 
nts  on  higher  than  recommended  doses, 
loxyzine  HCl  may  potentiate  CNS  depres- 
, narcotics  such  as  meperidine,  barbitu- 
L and  anticoagulants.  In  conjunctive  use, 
3e  for  these  drugs  should  be  decreased, 
jse  drowsiness  may  occur,  patients  should 
lutioned  against  driving  a car  or  operat- 
angerous  machinery.  Parenteral  Solution 
B utions  and  contraindications:  This  dosage 
is  intended  only  for  I.M.  or  I.V.  adminis- 
n and  should  not,  under  any  circum- 
es,  be  injected  subcutaneously  or  intra- 
ally.  When  the  usual  precautions  for  I.M. 
ion  have  been  followed,  reports  of  soft 
reactions  have  been  rare.  I.V.  adminis- 
n should  be  slow,  no  faster  than  25  mg. 
linufe,  and  should  not  exceed  100  mg.  in 
[ingle  dose.  Particular  care  should  be  used 
ure  injection  only  into  intact  veins;  a few 
ices  of  digital  gangrene  occurring  distal 
i injection  site  have  been  attributed  to 
tdertent  intraarterial  injection  or  periarte- 
Bxtravasation,  both  of  which  should  be 
IfCed.  More  detailed  professional  informa* 
N vailable  on  request. 


SOCIAL  SECURITY  AMENDMENTS 

(Continued  from  Page  490) 
which  until  1969  will  be  $40,  or  if  less,  the  charges 
imposed  on  the  individual  by  the  hospital  for  the 
services.  However,  if  the  customary  charges  for  the 
services  are  greater  than  the  charges  imposed,  the 
customary  charges  would  be  considered  the  charges 
imposed.  The  amount  of  payment  will  be  further 
reduced  by  a coinsurance  amount  equal  to  one- 
fourth  the  inpatient  hospital  deductible  for  each 
day  (before  the  91st  day)  after  the  individual  has 
been  an  inpatient  for  60  days  during  that  spell  of 
illness. 

Application  for  Benefits 

Payment  to  a provider  of  services  will  be  made 
only  if:  (1)  a written  request  is  filed  by  an  eligible 
individual  (unless  impracticable);  (2)  a physician 
certifies  and  recertifies  (accompanied  by  supporting 
material)  that  the  type  of  services  to  be  financed 
(including  inpatient  diagnostic  services)  is  medi- 
cally necessary  (the  first  of  the  recertifications 
would  have  to  be  made  in  the  case  of  inpatient 
hospital  services  not  later  than  the  twentieth  day  of 
continuous  services;  the  times  for  recertification  for 
other  services  under  this  Part  will  be  specified  in 
regulations);  and  (3)  in  the  case  of  inpatient  psy- 
chiatric or  tuberculosis  hospital  services,  the  records 
of  the  hospital  indicate  the  purpose  of  and  type 
of  services  the  individual  was  receiving. 

To  the  extent  provided  by  regulations,  the  certi- 
fication and  recertification  will  be  deemed  to  be 
satisfied  if  at  a later  date  a physician  makes  an 
appropriate  certification,  but  only  if  the  certifica- 
tion is  accompanied  by  medical  or  other  evidence 
as  may  be  required  by  the  regulations. 

Part  1 -B  — Supplementary  Medical  Insurance 
for  the  Aged 

This  Part  establishes  a voluntary  insurance  pro- 
gram to  provide  medical  insurance  for  individuals 
65  or  over  who  elect  to  enroll  under  it.  It  will  be 
financed  from  premium  payments  bv  the  enrollees 
and  by  funds  appropriated  by  the  federal  govern- 
ment. 

Benefits 

Payment  can  be  made  either  to  the  individual 
or  to  the  provider  of  services  for  medical  and  other 
health  services  except  those  described  in  (b)  of 
th°  foPowing  paragraph. 

Pavment  will  be  made  to  providers  of  services 
for; 

(a)  home  health  services  for  up  to  100  visits 
dur'ng  a calendar  year,  and 

(b)  medical  and  other  health  services  (other 
than  physicians’  services  unless  furnished  bv 
a resident  or  intern  of  a hospital)  furnished 
by  a provider  of  services  or  by  others  under 
arrangements. 

Payment  may  not  be  made  under  this  Part  for 
any  services,  other  than  home  health  services,  to 
the  extent  that  the  individual  is  entitled  to  have 
payment  made  under  Part  1-A,  the  Hospital  Insur- 
ance Benefits  for  the  Aged  program. 

(Continued  on  next  page) 
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Payment  oj  Benefits 

Payment  is  authorized  to  be  made  for  80%  of 
the  reasonable  charges  for  the  medical  and  other 
health  services  (not  furnished  by  a provider  of 
services.  However,  an  organization  which  pro- 
vides medical  and  other  health  services  (or 
arranges  for  them)  on  a prepayment  basis  may 
elect  to  be  paid  80%  of  the  reasonable  cost 
of  services  in  lieu  of  80%  of  the  reasonable 
charges  for  the  services  if  the  organization  under- 
takes to  charge  the  individual  not  more  than  20% 
of  the  reasonable  cost  plus  the  amount  of  any  de- 
ductible. Payment  will  be  made  for  80%  of  the 
reasonable  cost  of  all  other  services  as  determined 
by  the  Secretary's  regulations. 

Deductibles 

Payment  under  this  Part  will  be  subject  to  an 
annual  deductible  of  $50  which  will  be  reduced  by 
( 1 ) the  amount  of  expenses  the  individual  incurred 
in  the  last  three  months  of  the  previous  year  which 
were  applied  toward  the  individual’s  deductible  for 
that  year,  and  (2)  the  $20  deduction  imposed  on 
outpatient  hospital  diagnostic  services  under  Part 
1-A.  The  $50  deductible  will  also  be  reduced  by 
the  amount  of  any  outpatient  hospital  diagnostic 
deductible  incurred  by  the  individual  in  the  last 
three  months  of  the  preceding  year  if  it  were  applied 
against  the  $50  deductible  for  that  year. 

For  the  above  purposes,  with  respect  to  treat- 
ment for  outpatient  mental,  psvchoneurotic  and 
personality  disorders,  the  maximum  amount  which 
can  be  considered  as  incurred  expenses  is  $312.50 
or  62.5%  of  such  expenses,  whichever  is  smaller. 
(These  amounts  2 re  subject  to  the  deductible  and 
coinsurance  provisions.) 

Application  for  Benefits 

The  provisions  requiring  a written  request  by  the 
individual  and  certifications  and  recertifications  of 
the  need  for  services  by  a physician  are  essentially 
the  same  under  this  Part  as  under  Part  1-A. 
Payments  to  Providers  of  Services 

Xo  payment  may  be  made  under  this  Part  to  any 
federal  provider  of  services  or  agency  unless  the 
Secretary  determines  that  it  is  providing  services 


INTERNIST  WANTED 

For  Group  Practice  in  association  with 
another  Board  Certified  Internist.  Must 
have  Beard  Certification  or  eligibility, 
and  Rhode  Island  license  or  eligibility. 
Salary  arrangements  open,  and  Part- 
nership after  one  year. 

ADDRESS  BOX  6,  Rhode  Island  Medi- 
cal Journal,  106  Francis  Street,  Provi- 
dence, R.  I.  02903. 


to  the  public  generally  as  a community  institution 
or  agency.  Xo  payment  may  be  made  to  any  pro- 
vider of  service  or  other  person  for  any  item  or 
service  which  the  provider  or  person  is  obligated 
by  law  of  or  contract  with  the  U.  S.  to  render  at 
public  expense. 

NTo  payment  can  be  made  under  this  Part  for 
expenses  incurred  by  an  alien  during  any  month 
in  which  he  may  not  be  paid  monthly  benefits  under 
the  OASI  program  because  he  is  outside  the  United 
States. 

Eligibility 

Every  individual  who  ( 1 ) has  attained  the  age 
of  65,  and  (2)  (a)  is  a resident  of  the  United 
States,  and  is  either  a citizen  or  an  alien  admitted 
as  a permanent  resident  who  has  resided  in  the  U.  S. 
continuously  for  the  five  years  preceding  the  month 
in  which  he  applies  for  enrollment,  or  (b)  is  en- 
titled to  benefits  under  Part  1-A,  would  be  eligible 
to  enroll  under  the  program. 

Enrollment  Periods 

Xo  individual  may  enroll  under  the  program  more 
than  three  years  after  his  first  opportunity  to  enroll. 
An  individual’s  first  opportunity  to  enroll  wall  be 

(a)  if  he  meets  the  age  and  residency  requirements 
before  January  1966,  between  the  second  month 
after  the  law’s  enactment  and  March  31.  1966;  or 

(b)  if  he  meets  the  age  and  residency  requirements 
after  January  1,  1966,  between  the  third  month 
before  he  meets  the  requirements  and  seven  months 
later.  If  an  individual  is  eligible  because  of  entitle- 
ment to  benefits  under  Part  1-A,  he  would  be 
deemed  to  meet  the  residency  requirements  on  the 
first  day  on  which  he  becomes  eligible  under  Part 
1-A.  Xo  individual  can  enroll  under  the  program 
more  than  twice.  There  will  be  a general  enrollment 
period  between  October  1 and  December  31  of  each 
odd-numbered  year  beginning  with  1967. 

Premiums 

Before  1968,  the  premium  paid  by  an  individual 
will  be  $3.00.  Between  July  1 and  October  1,  1967, 
and  in  each  odd-numbered  year  thereafter,  the  Sec- 
retary will  be  required  to  determine  and  promulgate 
the  dollar  amount  which  would  be  applicable  for 
premiums  for  the  two  succeeding  calendar  years. 
The  Secretary  must  estimate  the  amount  necessary 
so  that  the  aggregate  premium  will  equal  one-half 
the  aggregate  benefits  and  administrative  costs 
which  he  estimates  will  be  payable  during  the  two 
years.  In  estimating  the  aggregate  benefits,  the 
Secretary  must  include  an  appropriate  amount  for 
a contingency  margin. 

If  the  individual  enrolls  after  his  initial  enroll- 
ment period,  his  monthlv  premium  will  be  increased 
by  10%  for  each  full  twelve  months  in  the  period 
in  which  he  could  have  been  enrolled. 

Payment  of  Premiums 

If  an  individual  is  entitled  to  Social  Security 
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benefits,  his  monthly  premium  will  be  deducted 
from  his  benefit.  If  the  individual  is  entitled  to 
Railroad  Retirement  benefits,  his  monthly  premium 
will  be  deducted  from  his  annuity.  If  the  individual 
is  entitled  to  both  Social  Security  and  Railroad  Re- 
tirement benefits,  the  deduction  will  be  made  from 
the  Social  Security  benefit.  In  the  case  of  an  indi- 
vidual receiving  a civil  service  retirement  annuity 
but  who  is  not  receiving  Social  Security  or  Railroad 
Retirement  benefits,  the  deduction  will  be  made 
from  his  annuity  in  a manner  and  at  such  times  as 
the  Civil  Service  Commission  determines.  If  the 
individual  is  not  entitled  to  benefits  under  either 
Social  Security  or  the  Railroad  Retirement  program 
(or  his  benefits  under  either  of  these  programs  are 
less  than  the  monthly  premium),  he  may  pay  the 
premiums  directly  to  the  Secretary  of  HEW.  Pre- 
miums will  be  payable  for  the  period  commencing 
with  the  first  month  of  a coverage  period. 

Federal  Supplementary  Medical  Insurance 
Trust  Fund 

The  law  establishes  a Federal  Supplementary 
Medical  Insurance  Trust  Fund  which  will  consist 
of  premiums  deposited  therein  and  appropriations 
made  thereto.  The  trust  fund  will  be  operated  in 
a manner  similar  to  the  OASI  Trust  Fund. 

USE  OF  CARRIERS 

In  administering  the  program,  in  order  to  obtain 
maximum  efficiency  and  convenience  for  benefici- 
aries, providers  of  services,  and  others  who  provide 
services,  and  to  further  coordinate  the  administra- 
tion of  the  benefits  under  Part  1-A  and  this  Part, 
the  Secretary  is  authorized  to  enter  into  contracts 
with  carriers,  including  carriers  with  whom  he  has 
entered  into  an  agreement  under  Part  1-A,  to  per- 
form the  following  functions,  and  with  respect  to 
the  following  functions  which  involve  payments  for 
physicians’  services,  the  Secretary  must  enter  into 
contracts  “to  the  extent  possible”  to:  (1)  (a)  make 
determinations  of  rates  and  amounts  of  payments 
to  be  made  to  providers  of  services  and  others  on  a 
reasonable  cost  or  charge  basis;  (b)  receive,  dis- 
burse, and  account  for  funds  in  making  the  pay- 
ments; (c)  make  audits  of  the  records  of  providers 
as  may  be  necessary  to  assure  proper  payment; 
(2)  (a)  determine  compliance  with  the  require- 
ments for  utilization  review;  (b)  assist  providers 
of  services  and  others  in  the  development  of  pro- 
cedures relating  to  utilization  practices,  make  stud- 
ies of  the  effectiveness  of  the  procedures  and  meth- 
ods for  their  improvement,  assist  in  application  of 
safeguards  against  unnecessary  utilization  of  serv- 
ices, and  provide  procedures  for,  and  assist,  where 
necessary,  in  arranging  for,  the  establishment  of 
groups  outside  hospitals  to  make  utilization  re- 
views; (3)  serve  as  a channel  of  communication 
for  information  relating  to  the  administration  of 
this  Part;  and  (4)  assist  in  any  other  manner  re- 


lating to  administration  as  the  contract  may  provide. 

The  Secretary  may  enter  into  a contract  with  a 
carrier  without  regard  to  the  requirements  of  law 
requiring  competitive  bidding. 

Each  contract  must  provide  that  the  carrier  will 
take  appropriate  action  to  assure  that  (a)  where 
payment  for  a service  is  on  a cost  basis,  the  cost  is 
reasonable  as  defined  under  the  Secretary’s  regula- 
tions; and  (b)  where  payment  under  the  program 
is  on  a charge  basis,  the  charge  will  be  reasonable 
and  not  higher  than  the  charge  applicable  for  com- 
parable services  under  comparable  circumstances  to 
policy  holders  and  subscribers  of  the  carrier,  and 
payment  will  be  made  on  the  basis  of  a receipted 
bill  or  on  the  basis  of  an  assignment  under  which 
the  reasonable  charge  is  the  full  charge  for  the 
service.  In  determining  the  reasonable  charge  for 
services,  there  must  be  considered  the  customary 
charges  for  similar  services  generally  made  by  the 
physician  or  other  person  furnishing  the  services, 
as  well  as  the  prevailing  charges  in  the  locality  for 
similar  services. 

For  the  purposes  of  the  law,  “carrier”  means  a 
voluntary  association,  corporation,  partnership,  or 
other  nongovernmental  organization  which  is  law- 
fully engaged  in  providing,  paying  for,  or  reim- 
bursing the  cost  of  health  services  under  group  in- 
surance policies  or  contracts,  medical  or  hospital 
service  agreements,  membership  or  subscription  con- 
tracts, or  similar  group  arrangements,  in  considera- 
tion of  premiums  or  other  periodic  charges  payable 
to  the  carrier.  The  term  includes  a health  benefits 
plan  sponsored  or  underwritten  by  an  employee  or- 
ganisation. It  also  includes  any  organization  nom- 
inated by  providers  of  services  with  which  the 
Secretary  has  entered  into  an  agreement  under 
Part  1-A. 

Port  1 -C  — Definitions  and  Administration 

“Spell  of  illness'’  means  a period  of  consecutive 
days  beginning  with  the  first  day  that  an  individual 
is  an  inpatient  in  a hospital  or  extended  care  fa- 
cility during  a month  in  which  he  is  entitled  to 
benefits  under  Part  A.  It  will  end  at  the  close  of 
(Continued  on  next  page) 
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the  first  period  of  60  consecutive  days  thereafter 
on  eacn  of  which  he  is  not  an  inpatient  in  any 
hospital  or  any  extended  care  facility. 

“ Inpatient  hospital  services”  consist  of  bed  and 
board,  nursing  and  related  services,  use  of  hospital 
facilities,  medical  social  services  ordinarily  fur- 
nished by  the  hospital  and  such  drugs,  biologicals, 
supplies,  appliances,  and  equipment  for  use  in  the 
hospital  furnished  by  the  hospital  for  inpatients, 
diagnostic  and  therapeutic  items  or  services  fur- 
nished by  the  hospital  or  by  others  under  arrange- 
ments with  the  hospital  for  its  patients.  The  term 
does  not  include  medical  or  surgical  services  pro- 
vided by  a physician,  resident,  or  intern,  or  the 
services  of  a private-duty  nurse  or  other  private- 
duty  attendant.  It  does  include  all  types  of  services 
rendered  in  a hospital  by  an  intern  or  resident-in- 
training under  a teaching  program  ( 1 ) approved 
by  the  Council  on  Medical  Education  of  the  Amer- 
ican Medical  Association,  or  (2)  in  the  case  of  an 
osteopathic  hospital,  approved  by  the  Committee 
on  Hospitals  of  the  Bureau  of  Professional  Educa- 
tion of  the  American  Asteopathic  Association,  or 
(3)  in  the  field  of  dentistry,  approved  by  the  Coun- 
cil on  Dental  Education  of  the  American  Dental 
Association. 

A “ hospital ” is  an  institution  which:  (1)  is  pri- 
marily engaged  in  providing  by  or  under  the  super- 
vision of  physicians,  to  inpatients,  diagnostic  serv- 
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ices  and  therapeutic  services  for  medical  diagnosis, 
treatment,  and  care  of  injured,  disabled,  or  sick 
persons,  or  rehabilitation  services  for  the  rehabili- 
tation of  such  persons;  (2)  maintains  clinical  rec- 
ords on  all  patients;  (3)  has  by-laws  in  effect  with 
respect  to  its  staff  of  physicians;  (4)  has  a re- 
quirement that  every  patient  must  be  under  the 
care  of  a physician;  (5)  provides  24-hour  nursing 
services  rendered  or  supervised  by  a registered  pro- 
fessional nurse,  and  has  a licensed  practical  nurse 
or  a registered  professional  nurse  on  duty  at  all 
times;  (6)  has  a ‘‘hospital  utilization  review  plan"; 

(7)  is  licensed  pursuant  to  state  or  local  law  or  is 
approved  by  the  state  or  local  agency  which  li- 
censes hospitals  as  meeting  the  standards  estab- 
lished for  licensing;  and  (8)  meets  such  other  re- 
quirements as  the  Secretary  finds  necessary  in  the 
interest  of  the  health  and  safety  of  individuals  fur- 
nished services  in  the  institution,  except  that  such 
other  requirements  may  not  be  higher  (except  as 
provided  below)  than  the  comparable  requirements 
prescribed  for  accreditation  of  hospitals  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  (any 
accredited  hospital  which  also  has  an  acceptable 
utilization  review  plan  will  be  deemed  eligible).  The 
definition  also  includes  a Christian  Science  sana- 
torium operated  or  listed  and  certified  by  the  First 
Church  of  Christ,  Scientist,  Boston.  Massachusetts, 
but  only  with  respect  to  items  and  services  ordin- 
arily furnished  by  such  institution  to  inpatients, 
and  pavment  may  be  made  only  to  such  extent 
and  under  conditions  as  may  be  provided  in  regu- 
lations. It  does  not  include  an  institution  which  is 
primarily  for  the  care  and  treatment  of  tuberculosis 
or  mental  diseases  unless  it  is  a tuberculosis  or  a 
psychiatric  hospital. 

‘‘Psychiatric  hospital”  means  an  institution 
which:  (1)  is  primarily  engaged  in  providing  by 
or  under  the  supervision  of  a physician,  psychiatric 
services  for  the  diagnosis  and  treatment  of  mentally 
ill  persons;  (2)  meets  the  requirements  (3)  through 

(8)  for  a hospital  as  defined  above:  (3)  maintains 
clinical  records  on  all  patients  and  keeps  the  rec- 
ords as  the  Secretary  finds  necessary  to  determine 
the  degree  and  intensity  of  treatment  provided  to 
individuals  entitled  to  benefits  under  Part  1-A; 
(4)  meets  staffing  requirements  as  the  Secretary 
finds  necessary  for  the  institution  to  carry  out  an 
active  program  of  treatment;  and  (5)  is  accredited 
by  the  Joint  Commission  on  Accreditation.  In  the 
case  of  a hospital  as  defined  above  which  contains 
a distinct  part  which  satisfies  the  record-keeping 
and  staffing  requirements,  the  distinct  part  will  be 
considered  a psychiatric  hospital  if  the  hospital  is 
accredited  by  the  Joint  Commission  or  if  the  part 
meets  the  requirements  for  accreditation. 

A “tuberculosis  hospital”  must  meet  the  same  re- 
(Continued  on  Page  498) 
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quirements  with  respect  to  tuberculosis  for  the  pur- 
poses of  Part  1-A  as  a psychiatric  hospital  must 
meet  with  respect  to  mental  illness. 

“ Extended  care  services”  means  services  by  an 
extended  care  facility,  including  nursing  care  pro- 
vided by  or  under  the  supervision  of  a registered 
professional  nurse;  bed  and  board;  physical,  occu- 
pational, or  speech  therapy  furnished  by  the  fa- 
cility or  by  others  under  arrangements;  medical 
social  services;  drugs,  biologicals,  supplies,  appli- 
ances, and  equipment  which  are  furnished  for  use 
in  the  facility;  medical  services  provided  under  an 
approved  teaching  program  by  interns  or  residents, 
or  other  diagnostic  or  therapeutic  services  of  the 
hospital  with  which  the  facility  has  in  effect  a trans- 
fer agreement,  and  such  other  services  necessary 
to  the  health  of  the  patient  as  are  generally  pro- 
vided by  extended  care  facilities. 

An  “extended  care  facility”  means  an  institution, 
or  a distinct  part  thereof,  which  has  in  effect  a 
transfer  agreement  with  a hospital  which  has  en- 
tered into  an  agreement  to  provide  services  under 
the  law  and  which:  (1)  is  primarily  engaged  in 
providing  skilled  nursing  care  and  related  sendees 
for  patients  who  require  medical  or  nursing  care 
or  rehabilitation  services;  (2)  has  policies  which 
are  developed  with  the  advice  of  a group  of  pro- 
fessional personnel,  including  one  or  more  regis- 
tered professional  nurses,  to  govern  the  services  the 
facility  provides;  (3)  has  a physician,  a registered 
professional  nurse,  or  a medical  staff  responsible 
for  the  execution  of  such  policies;  (4)  has  a re- 
quirement that  every  patient  be  under  the  care  of 
a physician,  and  provides  for  having  a physician 
available  to  furnish  medical  care  in  case  of  emer- 
gencies; (5)  maintains  clinical  records  on  all  pa- 
tients; (6)  provides  24-hour  nursing  service  in 
accordance  with  the  policies  developed  with  the 
advice  of  a group  of  professional  personnel  and  has 
at  least  one  registered  professional  nurse  employed 
full-time;  (7)  provides  appropriate  methods  and 
procedures  for  dispensing  and  administering  drugs 
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and  biologicals;  (8)  has  in  effect  a utilization  re- 
view plan  which  meets  the  requirements  of  the  law; 
(9)  is  licensed  under  state  or  local  law  or  is  ap- 
proved by  the  state  or  local  agency  responsible  for 
licensing  such  facilities  as  meeting  the  standards 
established  for  licensing;  and  (10)  meets  such  other 
conditions  of  participation  as  the  Secretary  may 
find  necessary  in  the  interests  of  the  health  and 
safety  of  the  individuals  furnished  services  by  or 
in  the  facility.  The  term  does  not  include  any  in- 
stitution which  is  primarily  for  the  care  and  treat- 
ment of  tuberculosis  or  mental  diseases. 

“ Christian  Science  extended  care  facility”  means 
a facility  operated  or  listed  and  certified  as  a 
Christian  Science  sanatorium  by  the  First  Church 
of  Christ,  Scientist,  in  Boston,  Massachusetts,  but 
only  with  respect  to  items  and  services  ordinarily 
furnished  by  the  institution  to  inpatients.  Payment 
can  be  made  with  respect  to  services  provided  by 
or  in  the  institution  only  to  the  extent  and  under 
the  conditions,  limitations,  and  requirements  as  may 
be  provided  in  regulations. 

“ Post-hospital  extended  care  services”  means  ex- 
tended care  services  furnished  an  individual  after 
transfer  from  a hospital  in  which  he  was  an  in- 
patient for  not  less  than  three  consecutive  days 
before  his  discharge  from  the  hospital.  Items  and 
services  will  be  deemed  to  have  been  furnished  the 
individual  after  transfer  from  a hospital,  and  he 
will  be  deemed  to  have  been  an  inpatient  in  the 
hospital  immediately  before  transfer,  if  he  is  ad- 
mitted to  the  extended  care  facility  within  four- 
teen days  of  discharge  from  the  hospital.  He  will 
not  be  deemed  to  have  been  discharged  from  the 
extended  care  facility  if  he  is  readmitted  to  such  a 
facility  within  fourteen  days  of  his  discharge. 

A hospital  and  an  extended  care  facility  will  be 
considered  to  have  a transfer  agreement  in  effect 
if,  by  reason  of  a written  agreement  between  them 
or  by  reason  of  a written  undertaking  by  a person 
or  body  which  controls  both  of  them,  there  is  assur- 
ance that:  (1)  timely  transfer  of  patients  will  be 
effected  between  the  hospital  and  the  extended  care 
facility  when  medically  appropriate  as  determined 
by  the  attending  physician;  and  (2)  there  will  be 
a timely  interchange  of  medical  and  other  necessary 
information  transferred  between  the  institutions  or 
in  determining  whether  the  individual  can  be  ade- 
quately cared  for  otherwise. 

An  extended  care  facility  which  does  not  have 
an  agreement  in  effect  but  which  is  found  by  a 
state  agency  (with  which  the  Secretary  has  en- 
tered into  an  agreement  to  make  such  determina- 
tions) or  is  found  by  the  Secretary  (in  the  event 
there  is  ro  state  agency)  to  have  attemDted  in  good 
faith  to  enter  into  an  agreement  with  a hospital 
sufficiently  close  to  the  facility  to  make  feasible 
(Continued  on  Page  500) 
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at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge  thus  acquired  might  come  clues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

&&MERCK  SHARP& DOHME  Division  of  Merck  & Co  , Inc  . West  Point,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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the  transfer,  will  be  considered  to  have  an  agree- 
ment in  effect  if  the  agency  (or  the  Secretary,  as 
the  case  may  be)  finds  it  is  in  the  public  interest 
and  essential  to  assuring  extended  care  services  to 
those  eligible  for  payment  under  this  title. 

UTILIZATION  REVIEW 

A ‘'utilization  review  plan”  of  a hospital  or  an 
extended  care  facility  will  be  deemed  sufficient  if 
it  is  applicable  to  services  furnished  by  the  institu- 
tion to  individuals  entitled  to  benefits  under  the 
title  and  if  it  provides:  (1)  for  the  review,  on  a 
sample  or  other  basis,  of  admissions  to  the  institu- 
tion, duration  of  stays,  and  professional  services 
(including  drugs  and  biologicals)  furnished  with 
respect  to  the  medical  necessity  for  the  services 
and  for  the  purpose  of  promoting  the  most  efficient 
use  of  available  facilities  and  services:  (2)  that 
the  review  will  be  made  either  by  a staff  committee 
of  the  institution  composed  of  two  or  more  physi- 
cians with  or  without  other  professional  personnel 
or  by  a similarly  composed  group  outside  the  in- 
stitution which  was  established  by  the  local  medical 
society  and  some  or  all  of  the  hospitals  and  ex- 
tended care  facilities  in  the  locality  or.  if  such  a 
group  has  not  been  established,  a group  which  is 
established  in  a manner  approved  by  the  Secretary; 

(3)  for  a review  in  each  care  of  inpatient  hospital 
or  extended  care  services  furnished  an  individual 
during  a continuous  period  of  extended  duration  as 
of  the  days  of  such  period  (which  may  differ  for 
different  classes  of  cases)  as  may  be  specified  in 
regulations,  with  the  review  to  be  made  as  promptly 
as  possible  after  each  day  so  specified  and  in  no 
event  later  than  one  week  following  the  day;  and 

(4)  for  prompt  notification  to  the  institution,  in- 
dividual. and  his  attending  physician  (after  oppor- 
tunity for  consultation  with  the  attending  physi- 
cian) by  the  physician  members  of  the  committee 
that  a further  stay  is  not  medically  necessary.  In 
the  case  of  any  hospital  or  extended  care  facility 
where,  because  of  small  size  of  the  institution  or 
because  of  lack  of  an  organized  medical  staff  or 
for  such  other  reasons  as  may  be  included  in  regu- 
lations, it  is  impractical  to  have  a properly  func- 
tioning staff  committee  to  perform  the  reviews,  the 
review  committee  must  be  made  up  of  a group  out- 
s;de  the  institution  which  has  been  established  by 
the  local  medical  society  and  institutions  or  as  pro- 
vided under  the  Secretary's  regulations. 

“Home  health  services”  are  those  furnished  to  an 
individual  wTho  is  under  the  care  of  a physician  by 
a home  health  agency  under  a plan  established  and 
periodically  reviewed  by  a physician  under  which 
the  following  services  are  provided  in  the  indi- 
vidual’s home  (except  as  provided  belowT) : part- 
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time  or  intermittent  nursing  care  provided  by  or 
under  the  supervision  of  a registered  professional 
nurse;  physical,  occupational,  or  speech  therapy; 
medical  social  services  as  prescribed  in  regulations; 
medical  supplies  (other  than  drugs  and  biologicals) 
and  appliances;  in  the  case  of  a home  health  agency 
which  is  affiliated  with  or  under  common  control 
of  a hospital,  medical  services  provided  by  an  intern 
or  resident-in-training  of  the  hospital  under  an  ap- 
proved teaching  program. 

A “home  health  agency”  is  an  agency  which:  (1) 
is  a public  or  private  nonprofit  organization  or  a 
subdivision  thereof  and  wThich  is  primarily  en- 
gaged in  providing  skilled  nursing  and  other  thera- 
peutic services;  (2)  has  policies  established  by  a 
group  of  professional  personnel  associated  with  the 
agency,  including  one  or  more  physicians,  and  one 
or  more  registered  professional  nurses,  to  govern 
the  services  it  provides,  and  provides  for  supervision 
of  the  services  by  a physician  or  a registered  pro- 
fessional nurse;  (3)  maintains  clinical  records  on 
all  patients;  (4)  is  licensed  under  state  or  local  law 
or  is  approved  by  the  state  or  local  licensing  agency 
as  meeting  standards  established  for  licensing  such 
agencies;  and  (5)  meets  such  other  conditions  of 
participation  as  the  Secretary  may  find  necessary 
in  the  interests  of  the  health  and  safety  of  the 
patients.  Except  for  the  purposes  of  1-A,  the  term 
does  not  include  any  agency  primarily  for  the  care 
or  treatment  of  mental  illness  or  tuberculosis.  It 
does  not  include  a private  organization  which  is  not 
a tax-exempt,  nonprofit  organization  unless  it  is 
licensed  under  state  law  and  meets  other  require- 
ments prescribed  in  regulations. 

“Outpatient  hospital  diagnostic  services”  are  serv- 
ices which  are  furnished  to  an  individual  as  an 
outpatient  by  a hospital,  or  by  others  under  ar- 
rangements with  them  made  by  the  hospital,  which 
are  customarily  furnished  by  the  hospital  to  out- 
patients for  the  purpose  of  diagnostic  study,  ex- 
cluding any  service  furnished  under  an  agreement, 
unless  furnished  in  the  hospital  or  in  other  facilities 
operated  bv  or  under  the  supervision  of  the  hospital 
or  its  organized  medical  staff. 

“ Physicians’  services”  means  professional  services 
performed  by  physicians,  including  surgery,  con- 
sultation. and  home,  office,  and  institution  calls, 
but  not  inoatient  hospital  services. 

The  term  “physician"  means:  (1)  a doctor  of 
medicine  or  osteopathy  legally  authorized  to  prac- 
tice medicine  and  surgery  by  the  state  in  which  he 
performs  his  service:  or  (2)  a doctor  of  dentistry 
or  dental  or  oral  surgery  who  is  legally  authorized 
to  practice  dentistry  by  the  state  in  which  he  per- 
forms his  functions,  but  only  with  respect  to  sur- 
gery related  to  the  jaw,  or  any  structure  contiguous 
(Continued  on  Page  502) 


10  S A > *”* 

WtloO  wrfiw  p 

tow  0»«  •»• 

4 to  « hoof*. 


«W*ntA  n.iooA> 

^JtSU±15U5^ 

_ PENICIIUN  _ 

PEDIATRIC 


i: 


M 


125  mg- 

■fy.000  Units  i pe'  5 




V.Cl^ 

->  mg-  ~ iTf 


'ssg'^5^ 

it,  rftp*^ 


dec^j*C*hntpric* 

V-CiWnKSt< 


V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 
penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 
Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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THE 

PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
“perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It’s  been  that  way  with  us 
since  1881. 


SOCIAL  SECURITY  AMENDMENTS 

(Continued  from  Page  500) 
to  the  jaw,  or  the  reduction  of  any  fracture  of  the 
jaw  or  any  facial  bone. 

Medical  and  other  health  services”  means  any  of 
the  following  items  or  services  (unless  they  consti- 
tute inpatient  hospital  services,  post-hospital  ex- 
tended care,  or  home  health  services):  (1)  physi- 
cians'services;  (2)  services  and  supplies  (including 
drugs  and  biologicals  which  cannot,  as  determined 
by  regulations,  be  self-administered)  furniished  as 
an  incident  to  a physician's  professional  service,  of 
kinds  which  are  commonly  furnished  in  physicians’ 
offices  and  are  commonly  either  rendered  without 
charge  or  included  in  the  physicians'  bills,  and 
hospital  services  (including  drugs  and  biologicals 
which  cannot,  as  determined  in  accordance  with 
regulations,  be  self-administered)  incident  to  physi- 
cians' services  rendered  to  outpatients;  (3)  diag- 
nostic X-ray  and  laboratory  tests  and  other  diag- 
nostic tests;  (4)  X-ray,  radium,  and  radioactive 
isotope  therapy,  including  materials  and  services  of 
technicians;  (5)  surgical  dressings,  splints,  casts, 
and  other  devices  used  for  the  reduction  of  frac- 
tures and  dislocations;  (6)  rental  of  durable  medi- 
cal equipment,  including  iron  lungs,  oxygen  tents, 
hospital  beds,  and  wheelchairs  used  in  a patient's 
home  or  in  an  institution  used  as  his  home;  (7) 
ambulance  service  where  the  use  of  other  methods 
of  transportation  is  contra-indicated  by  the  indi- 
vidual's condition,  but  only  as  provided  in  regula- 
tions; (8)  prosthetic  devices  (other  than  dental) 
which  replace  all  or  part  of  an  internal  body  organ, 
including  their  replacement,  and  (9)  leg,  arm.  back, 
and  neck  braces,  and  artificial  legs,  arms,  and  eyes, 
including  replacements  if  required  by  changes  in 
the  patient’s  physical  condition.  Xo  diagnostic  test 
performed  in  any  laboratory  which  is  independ°nt 
of  a physician's  office  or  a hosoital  may  be  included 
within  (3)  above  unless  the  laboratory  is  licensed 
according  to  state  or  local  law  or  is  approved  by 
the  agency  of  the  state  or  locality  responsible  for 
licensing  establishments  of  this  type  as  meeting  the 
standards  established  for  licensing  and  meets  such 
other  conditions  relating  to  the  health  and  safety 
of  individuals  on  whom  tests  are  performed  as  the 
Secretary  may  find  necessary. 

“Drugs  and  biologicals”  include  those  included 
or  approved  for  inclusion  in  the  U.  S.  Pharmaco- 
poeia. the  Xational  Formulary,  or  the  United  States 
Homeopathic  Pharmacopoeia,  or  in  Xew  Drugs  or 
Accepted  Dental  Remedies  (except  those  unfavor- 
abV  evaluated  therein),  or  those  approved  bv  the 
pharmacy  and  drug  therapeutics  committee  of  the 
medical  staff  of  the  hospital  for  use  in  that  hospital. 

A “provider  of  services”  means  a hospital,  ex- 
tended care  facility,  or  home  health  agency. 
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REASONABLE  COST 

“ Reasonable  cost”  will  be  determined  in  accord- 
ance with  regulations  establishing  methods  to  he 
used  and  items  to  be  included  in  determining  costs 
for  various  types  of  institutions,  agencies,  and  serv- 
ices. In  prescribing  the  regulations,  the  Secretary 
must  consider,  among  other  things,  the  principles 
generally  applied  by  national  organizations  or  es- 
tablished prepayment  organizations  in  computing 
the  amount  of  payment.  The  regulations  may  pro- 
vide for  determining  costs  on  a per  diem,  per  capita, 
or  other  basis;  may  provide  for  the  use  of  esti- 
mates of  costs;  and  may  provide  for  the  use  of 
charges  or  a percentage  of  charges. 

The  regulations  must  take  into  account  both  di- 
rect and  indirect  costs  of  providers  so  that  the  costs 
with  respect  to  persons  not  covered  under  the  law 
will  not  be  borne  by  the  insurance  programs. 

If  the  bed  and  board  furnished  as  part  of  in- 
patient services  is  more  expensive  than  semiprivate 
accommodations  and  is  not  justified  by  medical 
reasons,  payment  may  not  exceed  the  reasonable 
cost  of  the  services  provided  in  semiprivate  accom- 
modations. A similar  result  would  occur  if  more 
expensive  services  were  provided. 

If  bed  and  board  is  furnished  as  part  of  inpatient 
hospital  or  post-hospital  extended  care  services  in 
accommodations  other  than,  but  not  more  expen- 
sive than,  semiprivate  accommodations  and  the  use 
of  such  accommodations  was  neither  at  the  request 
of  the  patient  nor  for  a reason  which  the  Secretary 
determines  is  consistent  with  the  purposes  of  the 
title,  the  amount  of  payment  under  Part  1-A  must 
be  the  reasonable  cost  of  the  bed  and  board  fur- 
nished in  semiprivate  accommodations  reduced  by 
the  difference  between  the  charge  customarily  made 
for  semiprivate  accommodations  and  the  charge 
customarily  made  for  the  accommodations  furnished. 

“Arrangements”  are  limited  to  arrangements 
under  which  receipt  of  payment  by  the  hospital, 
extended  care  facility,  or  home  health  agency 
(whether  in  its  own  right  or  as  an  agent)  with  re- 
spect to  services  for  which  an  individual  is  entitled 
to  have  payment  made  under  the  law,  discharges 
the  liability  of  the  individual. 

EXCLUSIONS 
Exclusions  from  Coverage 

No  payment  may  be  made  under  Parts  A and  B 
for  items  or  services:  (1)  which  are  not  reasonable 
and  necessary  for  treatment  of  illness  or  injury  or 
to  improve  the  functioning  of  a malformed  body 
member;  (2)  for  which  there  is  no  legal  obligation 
to  pay  and  for  which  no  other  person  (an  insurance 
company)  would  have  a legal  obligation  to  pay; 
(3)  which  are  paid  directly  or  indirectly  by  a gov- 
ernmental entity  other  than  under  this  program  or 
under  a health  benefits  plan  of  the  entity  for  its 
(Continued  on  next  page) 


“MAC” 

john  r.  McDonald 

CRISS  CADILLAC  CO.,  INC. 

555  ELMWOOD  AVENUE 
PROVIDENCE,  R.  I. 

r HO  7-6600  Home 

1ST  1-9500  WI  1-0639 

“Available  To  Satisfy  Any  of  Your 
Motoring  Needs” 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
ITOpkins  7-8050 


INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


HEALTH  HAVENS 

v NURSING  HOME 


CONVENIENTLY  SERVING 
GREATER  PROVIDENCE,  PAWTUCKET, 
CRANSTON,  EAST  PROVIDENCE  and 
EAST  BAY  COMMUNITIES 

ETHICAL,  PROFESSIONAL  SERVICE 

Registered  Nurses  Always 
Dietician  Supervised  Food  Services 
Nationally  Accredited 

100  WAMPANOAG  TRAIL 
EAST  PROVIDENCE,  R.  I. 

438-4275 
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employees  except  in  cases  the  Secretary  may  spe- 
cify; (4)  which  are  not  provided  within  the  United 
States,  except  in  certain  emergency  cases;  (5)  which 
are  required  as  a result  of  war  occurring  after  the 
effective  date  of  the  individual’s  coverage;  (6) 
which  constitute  personal  comfort  items;  (7)  where 
the  expenses  are  for  routine  physical  check-ups  and 
eye  examinations,  eyeglasses  or  hearing  aids,  and 
examinations  therefor,  or  immunizations;  (8)  where 
the  expenses  are  for  orthopedic  shoes  or  supportive 
devices  for  the  feet;  (9)  where  the  expenses  are 
for  custodial  care;  (10)  where  the  expenses  are 
for  cosmetic  surgery  except  when  required  for  the 
prompt  repair  of  accidental  injury  or  for  improv- 
ing the  functioning  of  a malformed  body  member; 
(11)  where  the  expenses  constitute  charges  imposed 
by  the  individual’s  immediate  relatives  or  house- 
hold members;  or  (12)  where  the  expenses  are  in 
connection  with  the  care,  treatment,  filling,  removal, 
or  replacement  of  teeth  or  structures  directly  sup- 
porting teeth. 

Payment  under  this  title  may  not  be  made  for 
any  item  or  service  to  the  extent  that  payment  has 
been  made  or  can  be  expected  to  be  made  under  a 
workmen’s  compensation  law  or  plan  of  the  U.  S. 
or  of  a state.  In  the  event  payment  is  made  under 
the  title,  the  trust  fund  must  be  reimbursed  when 
information  is  received  that  payment  has  been  made 
under  such  a law  or  plan. 


NEW . . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Renewable  To  Age  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  Medical  Society’s 
Underlying  Group  Plan. 


Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  $225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payable  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purchase  mail-order  insurance  to  have  the 
BEST  in  Disability  Insurance!  We  have  yet  to  see  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 

For  further  information,  send  ns  your  name,  address, 
and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmple  1-4833 


Agreements  with  Providers  of  Services 

The  Secretary  is  authorized  to  pay  any  provider 
of  services  if  it  files  with  him  an  agreement  not  to 
charge  any  individual  or  other  persons  for  items 
or  services  for  which  the  individual  is  entitled  to 
have  payment  made  under  the  program  and  which 
will  make  adequate  provision  for  the  return  of  any 
monies  incorrectly  collected  from  the  individual. 
Under  the  agreement,  the  provider  of  services  is 
authorized  to  charge  for  any  of  the  deductibles  or 
coinsurance  amounts  provided  in  the  law  or  for 
more  expensive  accommodations  or  services  than 
authorized  if  requested  by  the  individual.  They  are 
also  authorized  to  charge  an  amount  equal  to  20% 
of  the  reasonable  charges  for  items  and  services 
(not  in  excess  of  20%  of  the  amount  customarily 
charge  for  such  items  and  services)  for  which  pay- 
ment is  made  under  Part  1-B,  or  for  outpatient 
hospital  diagnostic  services.  With  respect  to  out- 
patient psychiatric  treatment,  the  provider  of  serv- 
ice may  charge  the  amount  which  would  not  be 
paid  under  the  law. 

A provider  of  services  may  also  charge  any  indi- 
vidual for  whole  blood  furnished  him  with  respect 
to  which  a deductible  is  imposed  under  Part  1-A. 
However,  any  excess  of  charge  over  the  cost  to  the 
provider  for  the  blood  must  be  deducted  from  any 
payment  to  the  provider  under  either  Part.  No 
charge  may  be  imposed  for  the  cost  of  administer- 
ing the  blood,  and  the  charge  may  not  be  made  to 
the  extent  that  the  blood  is  replaced  on  behalf  of 
the  individual  or  arrangements  have  been  made  for 
its  replacement  on  his  behalf. 


ADDITIONAL  INFORMATION  ON  THE 
OTHER  TITLES  OF  THIS  LAW  WILL  BE  PUB- 
LISHED IN  THE  OCTOBER  ISSUE  OF  THE 
JOURNAL. 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 
^P^fjothecari  ei 

Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 
140  Central  Avenue  Seekonk,  Mass. 
7 Registered  Pharmacists 
Pharmacy  License  No.  226 


one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark  ' 

Each  capsule  contains 

8 mg.  °f  Tddnn®  (brand  ...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 
maieate),50mQ  of  phenyi-  sneezing,  weeping  and  nasal  congestion  for  24  hours  with 

propanolamme  hydrochlo-  oj  r o sj 

ride,  and  2.5  mg.  of  isopro-  one  'Omade’  Spansule®  brand  sustained  release  Capsule  q12h 
pamide,  as  the  iodide.  1 1 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories  ^ 
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CONGRESS  AND  DISABILITY  INSURANCE 

In  1952.  Congress  was  so  reluctant  to  add  the 
first  disability  amendment  to  the  Social  Security 
program  that  a part  of  the  bill  passed  called  for 
Congress  to  reaffirm  this  action  each  year  for  the 
ensuing  3 years.  The  amendment,  called  the  ■'dis- 
ability freeze.-’  provided  that  in  calculating  Old 
Age  and  Survivors  benefits,  a term  of  disability 
during  the  eligibility  period  would  not  reduce  these 
benefits  in  any  way.  Who  would  object,  so  why  the 
Congressional  reluctance?  The  reluctance  stemmed 
from  the  fear  that  an  evolutionary  process  would 
be  applied  to  the  original  intent  of  Congress  and 
that  disability  benefits  under  Social  Security  would 
doubtlessly  expand  beyond  this  intention.  The  op- 
position was  overcome  by  arguments  that  the  con- 
cept of  the  “'disability  freeze-’  had  nothing  to  do 
with  disability  benefits  per  se  and  further,  the  re- 
quired 3 years  of  Congressional  reaffirmation  would 
attest  clearly  to  the  intent  of  Congress.  Expansion 
was  indeed  a well  founded  fear  as  subsequent  events 
proved.  In  1954  OASI  Wage  credits  were  frozen 
for  those  who  were  permanently  and  totally  dis- 
abled. 

In  1956  came  the  big  breakthrough.  By  a single 
vote  in  the  Senate,  Social  Security  benefits  were 
made  payable  to  those  disabled  for  six  months  but 
only  if  the  disability  was  total  and  permanent,  ex- 
pected to  result  in  death  and  only  if  they  were  age 
50  or  over,  and  cnly  if  they  were  recently  employed 
and  only  if  the  monthly  benefit  was  reduced  to 
reflect  any  ether  disability  benefits  being  received 
from  any  federal  or  state  workmen's  compensation 
programs  (‘“offset”  provision).  Again  proponents 
overcame  sufficient  objection  by  arguments  that 
such  was  not  disability  insurance  but  merely  a 
means  of  providing  “early  retirement”  benefits  to 
those  who  would  never  return  to  work.  The  “only 
if's”  were  disposed  of  by  subsequent  Congresses  — 
in  1957,  veteran's  service  connected  disability  pen- 
sions were  exempted  from  “offset”  provision  — in 
1958.  the  ‘“recently  employed-’  provision  was  elim- 
inated; the  “offset”  provision  was  eliminated  and 


dependents  benefits  were  added  (in  many  cases  a 
disabled  worker's  disability  benefits  is  more  than 
his  take  home  pay)  — 1960,  the  age  50  require- 
ment was  removed.  And  now,  in  1965,  the  House 
approved  measure  provides  another  far-reaching 
change  wherein  temporary  as  well  as  permanent 
disabilities  would  be  covered  and  benefits  made  re- 
troactive. The  Senate  version  may  temper  these 
changes  to  some  degree  initially  but  the  evolution- 
ary process  will  still  be  applied  for  the  goal  of  the 
Planners  has  been  clearly  expressed  by  Dr.  Eveline 
Mabel  Burns  of  Health.  Education  and  Welfare. 

"I  would  like  to  see  us  write  off  the  antiquated 
fossil  (State  Workmen's  Compansation)  among 
Social  Security  Programs.  Let  us  work  instead  for 
a universal  insurance  program  which  would  cover 
not  merely  permanent  disability  as  now  but  short 
period  disability  as  well.” 

. . . John  B.  O'Day,  President  and  Managing 
Director,  Insurance  Economics  Society  of 
America,  as  published  in  INSURANCE 
ECONOMIC  SURVEYS,  July,  1965 

INSURANCE  INFORMATION  CARD  PLAN 
FOR  PATIENTS  INSURANCE 

On  September  1st.  insurance  companies  launched 
an  information  card  program  designed  to  simplify 
hospital  admissions  and  credit  procedures  for  indi- 
vidual and  family  health  insurance  policyholders. 
Neatly  40  million  persons  were  protected  against 
hospital  expenses  by  insurance  company  individual 
and  family  coverages  at  the  end  of  1964. 

The  program,  developed  by  the  Health  Insurance 
Council,  is  called  the  National  lnjormation  Card 
Plan  (NICP). 

In  a survey  of  hospitals  conducted  by  the  Coun- 
cil. 91  per  cent  cf  the  more  than  1.000  institutions 
responding  endorsed  the  program. 

It  works  this  way.  Policyholders  will  receive  from 
their  insurance  companies  a wallet-sized  card  bear- 
ing the  injured's  name  and  policy  number,  and  the 
identity  cf  the  insurance  company  contact  for 
claims  information. 

(Continued  on  Page  508) 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
3abalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
pardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ic  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
lot  contribute  tp  sodium  retention ,,  .the  enteric  coating  assures 
kastric  tolerance . . .and  clinical  experience  shows  that  this  prepara- 
ion  does  not  precipitate  the  serious  reactions  often  associated  with 
; orticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


. H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 
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THROUGH  THE  MICROSCOPE 

(Continued  from  Page  506) 

At  Hospital  Admission 

When  the  insured  person  is  admitted  to  the  hos- 
pital. he  presents  his  card.  The  hospital  contacts 
the  insurance  company  to  determine  if  the  patient's 
insurance  is  in  force.  The  insurance  company  iden- 
tifies or  certifies  benefits  available  for  the  patient. 

XICP  is  part  of  a broad-scale  program  by  in- 
surance companies  to  speed  claim  administration, 
reduce  paperwork,  and  increase  efficiency  in  the 
payment  of  benefits  for  hospital,  surgical  and  medi- 
cal sendees  performed  for  policyholders. 

The  Council  emphasizes  that  the  XICP  program 
is  not  intended  to  replace  existing  arrangements 
individual  hospitals  may  have  with  insurance  com- 
panies where  these  have  proved  workable. 

The  program  has  received  wide  support  within 
the  insurance  industry. 

More  than  125  companies  have  confirmed  their 
intention  to  participate  and  many  others  are  ex- 
pected to  adopt  the  new  procedure  when  adminis- 
trative procedures  permit. 

The  HIC  is  promoting  the  program  among  com- 
munity hospitals  through  its  periodic  hospital  bulle- 
tin service  and  by  direct  contact  with  hospitals  by 
members  of  the  Council's  state  committees. 

CARDIOLOGY  TEACHING  SCHOLARSHIPS 
ESTABLISHED 

Two  teaching  scholarships  in  cardiology  have 
been  established  by  the  American  Heart  Associa- 
tion as  an  added  step  in  its  long-range  program 
to  improve  further  the  level  of  medical  education 
in  the  field  of  cardiovascular  disease.  Previously 
established  and  in  effect  since  1962  has  been  a 
program  to  support  research  in  medical  education 
through  the  award  of  special  fellowships. 

The  scholarships,  which  will  support  the  recipi- 
ents for  a term  of  five  years,  were  recently  ap- 
proved by  the  Association's  Board  of  Directors  as 
a new  approach  to  the  country's  needs  in  the  con- 
tinuing fight  against  diseases  of  the  heart  and  cir- 
culatory system.  The  scholarship  program  will  go 
into  effect  early  in  1966. 

Each  scholarship  will  carry  a base  stipend  of 
$11,000  for  the  first  year,  with  annual  increments 
of  $1,000  up  to  a maximum  of  $15,000.  An  addi- 
tional grant  of  $1,000  per  year  will  be  made  to  the 
teacher’s  institution,  to  cover  expenses  for  travel, 
minor  items  of  equipment,  or  items  for  use  in 
teaching. 

The  Teaching  Scholar  will  work  primarily  at  the 
undergraduate  level  of  education  in  the  cardiovas- 
cular field,  devoting  the  major  part  of  his  efforts 
to  teaching.  He  will  be  a full-time  faculty  member, 
and  will  not  be  permitted  to  derive  income  from 
private  practice. 
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Additional  information  and  application  forms 
may  be  obtained  from  Federick  J.  Lewy.  M.D.. 
Director.  Department  of  Medical  Education.  Amer- 
ican Heart  Association.  44  East  23rd  Street.  Xew 
York.  X.  Y.  10010. 

HOSPITAL  CHARGES  UP  24%  SINCE  1960 

Hospital  daily  service  charges  have  increased 
$4.10  on  the  average  since  1960.  the  Health  Insur- 
ance Institute  reported  recently. 

That  figure  represents  the  national  average  rise 
for  two-bed  accommodations.  It  represents  a 23.8 
per  cent  rise  from  the  1960  average  charge  of  $17.20 
to  the  1964  charge  of  $21.30. 

Two-bed  accommodations  make  up  more  than 
half  of  the  short-term  hospital  beds  in  the  U.  S. 

The  Institute  was  reporting  on  the  American 
Hospital  Association's  fifth  annual  survey  of  daily 
service  charges.  The  survey  is  based  on  reports 
from  5.066  hospitals  representing  nearlv  95  per  cent 
of  the  hospital  beds  in  the  U.  S.  used  for  short-term 
adult  in-patients  in  short-term  hospitals. 

What's  Included 

Daily  service  charges  include  room  accommoda- 
tion. food  service,  routine  nursing  care,  and  minor 
medical  and  surgical  supplies.  Charges  for  ancillary 
services  (i.e..  X-ray.  etc.)  are  not  included. 

Some  of  the  survey  findings  showed: 

• Average  charges  for  all  types  of  accommoda- 
tions were  generally  about  $5  higher  in  metropolitan 
areas  than  in  non-metropolitan  areas. 

• Among  hospitals  classified  by  size,  there  was 
a steady  and  marked  increase  in  average  charges 
with  increase  in  size  of  hospitals  up  to  300-400 
beds. 

• Yoluntary  nonprofit  hospitals  have  higher 
average  charges  than  hospitals  under  other  types  of 
control. 

• Single-bed  accommodations  account  for  21.2 
per  cent  of  total  beds,  ranking  second  to  two-bed 
accommodations.  The  proportion  of  single-bed  ac- 
commodations is  highest  in  hospitals  in  the  south 
central  part  of  the  country. 

MAJOR  MEDICAL  PLANS  PROTECT  47  MILLION 

Major  medical  expense  insurance  protected  47.- 
000.000  Americans  by  the  end  of  1964.  and  benefits 
from  this  coverage  amounted  to  S942. 528.000  for 
the  year,  the  Health  Insurance  Institute  reports. 

Major  medical  was  introduced  15  years  ago  by 
insurance  companies  to  provide  a high  level  of  bene- 
fits for  serious  illness  or  injury. 

Both  in  coverage  and  benefits,  major  medical 
registered  record  highs  last  year.  Some  4.560.000 
more  persons  (10.7  per  cent)  were  protected  under 
this  insurance  in  1964  than  in  1963.  and  total  ben- 
efits were  $129,778,000  higher. 

(Concluded  on  Page  512) 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINLa 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 


broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 


.Li.}  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe, 


N.Y. 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


\ 

Wherever  you  go, 
forget  your  telephone 
calls.  Well  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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SCANNING  THE  MEDICAL  LITERATURE 


MORTON’S  METATARSALGIA  by  Henry  M. 
Litchman,  Caroll  M.  Silver  and  Stanley  D.  Simon. 
J.  Internat.  Coll.  Surgeons  41:647.  1964. 

Morton's  metatarsalgia  is  a specific  pain  syn- 
drome cause  by  a traumatic  fibroneuroma  of  the 
lateral  branch  of  the  medial  plantar  nerve.  Its  his- 
tory and  physical  signs  are  consistent  and  its  cure 
simple.  The  correct  diagnosis  is  often  not  made, 
since  most  patients  suffer  for  years  before  obtain- 
ing definitive  treatment.  The  authors  present  a his- 
torical account  of  the  syndrome,  its  clinical  signs 
and  its  treatment  in  a series  of  twenty  patients 
treated  by  operation,  in  the  hope  of  promoting  bet- 
ter understanding  of  the  disease. 

THE  DIAGNOSIS  AND  SURGICAL  TREAT- 
MENT OF  TARDY  ULNAR  NERVE  PALSY. 
Caroll  M.  Silver,  Stanley  D.  Simon.  Maurice  L. 
Silver,  and  Henry  M.  Litchman.  J.  Internat.  Coll. 
Surgeons  42:656,  1964. 

The  clinical  picture  of  tardy  ulnar  nerve  palsy 
is  presented  with  a review  of  23  operations  on  21 
patients.  Anterior  transposition  of  the  ulnar  nerve 
at  the  elbow,  with  deep  intramuscular  imbedding  of 
the  nerve,  is  considered  the  treatment  of  choice  in 
this  affection.  The  surgical  technic  is  discussed  in 
detail,  with  appropriate  photographs  of  the  various 
stages  of  the  operation.  Nineteen  of  the  21  patients 
had  excellent  results  following  the  surgical  pro- 
cedure described. 

IMPLANTS  OF  ACRYLIC  TEETH  IN  HUMAN 
BEINGS  AND  EXPERIMENTAL  ANIMALS. 
Clinical  and  Microscopic  Studies.  Milton  Hodosh, 
D.M.D.;  William  Montagna,  Ph.D.;  Morris  Po- 
var,  D.Y.M.,  and  Gerald  Shldar,  D.D.S.  Oral 
Surg.  18:569,  1964. 

The  prospect  for  successful  implants  of  acrylic 
teeth  seems  to  be  more  hopeful  than  previous  re- 
ports have  suggested.  According  to  Agnew  and 
Fong,  satisfactory  transplantation  of  teeth  must 
meet  the  following  clinical  criteria: 

( 1 ) The  transplant  must  become  organically  in- 
tegrated with  its  new  environment;  (2)  The  trans- 
plant must  be  free  of  discernible  periapical  or 
lateral  lesions;  (3)  The  transplant  must  be  cap- 
able of  effective  masticatory  function;  (4)  The 
transplant  must  share  adequately  in  the  mainten- 
ance of  physiologic  maxillomandibular  and  muscu- 
lar relationships;  (5)  The  transplant  must  display, 


clinically  and  roentgenographicallv,  such  measure 
of  root  length  and  over-all  stability  as  seem  com- 
patible with  indefinite  maintenance;  and  (6)  The 
transplant  must  be  esthetically  acceptable. 

Based  on  these  clinical  criteria,  acrylic  implants 
have  demonstrated  a high  degree  of  success,  with 
some  implants  in  human  beings  having  been  fol- 
lowed for  4 years.  Acrylic  implants  were  well  tol- 
erated by  the  periodontal  tissues;  they  show  no 
radiographic  evidence  of  bone  resorption  in  relation 
to  periodontal  lesions.  The  implants  have  stood  up 
well  to  masticatory  stresses  and  have  remained  firm, 
even  when  the  splints  were  removed.  As  the  tech- 
nique is  improved,  splints  may  be  used  only  as 
temporary  aids  in  maintaining  the  implant  until  it 
has  been  integrated  in  its  environment.  The  im- 
plants are  esthetically  acceptable. 

The  histologic  findings,  though  limited  to  two 
dogs,  two  monkeys,  and  one  baboon,  were  nonethe- 
less interesting.  The  periodontal  tissues  seem  to 
adapt  well  to  the  plastic  implants,  the  membranes 
being  composed  of  regular,  well-formed  connective 
tissue,  and  the  adjacent  alveolar  bone  demonstrat- 
ing osteoblastic  activity.  There  was  no  apical  epi- 
thelial proliferation  along  the  roots,  although  vary- 
ing degrees  of  gingival  inflammatory  infiltration 
had  occurred.  Foci  of  inflammation  w'ere  also  noted 
in  relation  to  the  hole  which  had  been  cut  into  the 
acrylic  teeth. 

The  histologic  findings  offer  impressive  evidence 
of  the  adaptation  of  the  periodontal  tissues  to  acrylic 
implants,  even  in  the  presence  of  extensive  gingival 
inflammation.  Human  subjects  showed  no  gingival 
inflammatory  disease  comparable  to  that  seen  in 
animals.  It  was  not  possible  to  maintain  proper 
oral  hygiene  in  the  experimental  animals  and  to 
prevent  them  from  traumatizing  their  gingivae. 

PERIODONTAL  TISSUE  ACCEPTANCE  OF 
PLASTIC  TOOTH  IMPLANTS  IN  PRI- 
MATES. Milton  Hodosh.  D.M.D..  Morris  Povar, 
D.Y.M.,  and  Gerald  Shklar,  D.D.S.  J.  Am.  Dent. 
A.  70:362,  1965. 

Biological  acceptance  of  plastic  implants  has  been 
achieved  in  primates  with  a physiology  and  denti- 
tion similar  to  man's  — achieved  without  immuno- 
logic reaction,  and  wdthout  antibiotics.  In  addition 
to  meeting  the  criteria  for  successful  transplanta- 
tion, these  plastic  teeth  assumed  reasonably  normal 
function  even  when  unsupported  by  external  fixa- 
(Continued  on  Page  512) 
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Happily,  but 

not  all  your  patients  for  those  who  are . . . 

are  overweight 

Bamadex 

d-arri|jhetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 

Sequels 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitable  and  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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(Concluded  from  Page  510) 
tion  to  adjacent  teeth.  According  to  these  findings, 
the  plastic  tooth  could  become  a functionally  and 
cosmetically  excellent  device  in  oral  rehabilitation. 

LIFE  OR  DEATH  BY  EEG.  Hannibal  Hamlin. 

J.A.M.A.  190:112,  Oct.  12,  1964. 

His  own  healthy  heart  is  the  most  efficient  and 
durable  pump  known  to  man;  and  its  most  vital 
function  is  to  keep  the  brain  supplied  with  life- 
sustaining  oxygen.  When  for  any  reason  oxygen 
fails  ‘‘as  the  minutes  fly  the  neurones  die.”  But  the 
cardiac  muscle  is  endowed  with  the  reflex  aptitude 
to  survive  without  the  brain.  It  has  been  established 
that  the  EEG  can  determine  when  loss  of  brain 
function  has  become  irreversible  despite  a satisfac- 
tory ECG  which  indicates  absence  of  life  as  under- 
stood by  the  physician.  Resuscitative  cardio-respira- 
tory  experience  has  demonstrated  when  and  how 
the  EEG  should  be  evoked  as  the  arbiter  of  life 
or  death  in  such  a situation. 

Efforts  at  reanimation  of  victims  with  cardiac  or 
pulmonary  failure  should  be  pursued  only  so  long 
as  the  brain  shares  physiologic  response  together 
with  heart  and  lungs.  Medical  lore  has  enthroned 
the  heart  as  the  sacred  chalice  of  life's  blood,  tinc- 
tured with  mystical  sentiment.  But  neither  the  re- 
ality or  sanctity  of  human  life  should  depend  on 
the  heart  alone  when  the  brain  is  already  dead. 
The  physician  is  not  sustaining  life  in  the  brain- 
damaged patient  whose  functional  existence  is  be- 
ing maintained  for  days  unto  weeks  by  the  me- 
chanical respirator.  Once  started,  it  is  usually  kept 
in  operation  until  permanent  cessation  of  the  dying 
heart  action  ensues. 

Records  on  nearly  50  comatose  respirator  pa- 


Doctor s Office  Available 

FULLY  EQUIPPED,  SIX  ROOM  SUITE.  OPPO- 
SITE STATE  HOUSE  ON  FRANCIS  STREET. 
AIR  CONDITIONED  CONSULTATION  ROOM, 
TWO  LARGE  EXAMINING  ROOMS.  OFFICE 
CONTAINS  FULL  EQUIPMENT,  INCLUDING 
RITTER  TABLE,  SANBORN  EKG  VISETTE, 
BURDICK  DIATHERMY,  ETC.  ACTIVE  PRAC- 
TICE INVOLVED. 

CALL  Wl  1-3097,  OR  VISIT  134  FRANCIS 
STREET,  TUESDAY  OR  THURSDAY,,  9 A.M. 
TO  4 P.M. 


DERMAQU1Z  ANSWER 
(See  Page  468) 

Case  I — Diagnosis  of  tertiary  cutaneous  syphilis 
Case  II  — Diagnosis  of  acne  vulgaris 


tients  include  several  with  highly  abnormal  brain 
waves  who  survived  after  mechanical  aid  could  be 
withdrawn.  All  died  with  severe  neurological  dis- 
ability. In  the  other  cases  with  flat  (isoelectric) 
EEG  tracings  pronouncement  of  demise  on  the 
basis  of  EEG  evidence  was  accepted  with  relief  of 
anxiety  and  grief  without  remorse  by  relatives.  The 
decision  also  suspended  the  fruitless  service  and 
expense  of  skilled  personnel  and  complicated  equip- 
ment. 

A set  of  conditions  is  suggested  for  the  certifica- 
tion of  brain  death  that  is  identified  in  association 
with  cardio-respiratory  activity  artificially  sus- 
tained by  mechanical  means: 

1.  Xo  spontaneous  respiration  for  a summation 
of  60  minutes. 

2.  Xo  reflex  response  (superficial,  deep,  organic, 
etc).  Xo  change  in  heart  rate  on  ocular  or  carotid 
sinus  pressure. 

3.  EEG:  Giat  lines  with  no  rhythms  in  any  leads 
for  at  least  60  minutes  of  continuous  recording.  Xo 
EEG  response  to  auditory  or  somatic  stimuli  or  to 
electrical  stimulation.  (Longer  periods  of  total  flat 
recording  some  hours  apart  may  be  preferred). 

4.  Xormal  basic  laboratory  data  including  elec- 
trolyte pattern. 
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(Concluded  from  Page  508) 

The  Institute  noted  that  of  the  151.123,000  per- 
sons with  some  form  of  health  insurance  in  1964, 
31  per  cent  had  major  medical  protection  by  in- 
surance companies. 

Major  Medical’s  Role 

Major  medical  year-end  coverage  figures  over  the 
last  decade  and  a half  depict  the  increasing  ac- 
ceptance of  major  medical  expense  insurance  and 
the  role  it  plays  in  the  personal  economies  of  mil- 
lions of  American  families,  the  Institute  declared. 

In  1951,  108.000  persons  in  the  L'nited  States 
had  major  medical:  by  1955,  the  total  had  risen 
to  5.241.000;  and  five  years  later,  1960,  the  total 
increased  five-fold  to  27,448.000. 
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Iron  deficiency 
is  effectively  treated 
with  Zentinic" 


Zentinic  is  an  oral  multifactor  hematinic 
in  Pulvule®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adolescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapid  growth.  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 


zentinic* 


Multifactor  Hematinic  with  Vitamins 
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BSP®  DISPOSABLE  UNIT 

H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 

Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  “unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg. /kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  10’s  and  25’s. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


( BSPOl ) 


BALTIMORE,  MARYLAND  21201 


14 


RHODE  ISLAND  MEDICAL  JOURNAL 


EL. 


Beneficial 
Effects  ||k 

Provides  mental  ease  about 
the  cost  of  many  surgical  and 
medical  bills  . . . complete  re- 
lief from  surgical  costs  for 
patients  who  are  within 
certain  incomes  and  qualify 
under  the  “service  benefit” 
provision. 


Provides  maximum  benefits 
for  patient's  dollars  . . . non- 
profit . . . one  of  the  lowest 
costs  of  operation  of  any  plan 
in  the  nation. 

Assists  physicians  in  collec- 
tion of  fees  from  patients  . . . 
on  a voluntary  basis. 


SIDE  EFFECTS:  Patients  have  slight  loss  of  funds  each  month  for  membership  dues. 


Above  Prescription  Provided  Only  By  — 

PHYSICIANS  SERVICE 

— FOR  DOCTORS’  BILLS  — 


31  CANAL  STREET 


PROVIDENCE  1,  RHODE  ISLAND 


TEmple  1-7300 
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The  good  life— just  what  the  doctor  ordered 


Sea  and  sun  are  both  in  his  doctor's  orders  — so  is  that 
grapefruit  he's  eating  with  such  gusto.  Citrus  fruit  is  a 
wonderful  way  for  this  patient  or  any  patient  to  get  his 
daily  quota  of  vitamin  C ...  to  enjoy  something  good  to 
eat,  tasty  and  satisfying  but  not  rich. 

Not  all  patients  are  so  lucky  as  to  have  retired  to 
Florida,  where  they  can  pick  citrus  fruit  off  their  own 
trees.  But  any  patient  anywhere  can  get  the  same  benefits 
of  the  natural  vitamin  C in  Florida  oranges,  grapefruit, 
and  tangerines . . . thanks  to  modern  methods  of  process- 
ing fresh  fruit.  Whether  it  is  frozen,  canned,  or  in  cartons, 
98%  of  the  vitamin  C content  of  the  fruit  is  preserved. 


Grapefruit  and  other  citrus  fruits  filled  with  vitamin  C 
are  valuable  in  the  nutrition  of  every  age  group.  Among 
the  teen-agers,  vitamin  C is  one  of  the  two  nutrients  most 
often  low  in  the  diet.  Infants,  too,  need  generous  amounts 
of  vitamin  C;  and  they  will  take  it  readily  when  it  comes 
to  them  in  the  form  of  delicious  orange  juice. 

When  your  patient  chooses  Florida  citrus,  he  can  be 
sure  of  getting  fruit  filled  with  natural  goodness  and  of 
just  the  right  sweetness.  Florida  citrus  is  unexcelled  be- 
cause a State  commission  watches  over  the  entire  Florida 
citrus  crop  to  see  that  it  meets  the  world’s  highest  stand- 
ards for  fresh,  frozen,  canned,  or  cartoned  citrus  fruit. 


tf 

© Florida  Citrus  Commission,  Lakeland,  Florida 
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TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

•NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


with  l 


NEOSPORIN 


jp® 

brand 


Polymyxin  B- Neomycin -Bacitracin 


ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
'Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) 5 mg. 


Tubes  of  '/i  oz.  and  1 oz. 

■ clinically  effective 

■ comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 


For  the  eradication  of  infectious  organisms  in  a Complete  literature  available  on  request  from 
wide  range  of  dermatologic  disorders:  impetigo,  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


Blood-glucose 
screening  for  aM 
your  patients? 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”41  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix^  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance-for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method.  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 

Marks.  V..  and  Dawson.  A.: 

Brit.  M.  J.  7:293.  1965. 

DEXTROSTIX— 

provides  a clinically  useful 
determination  when  performed 
according  to  directions^ 

DEXTROSTIX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


Yes— aM  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


/X  rVlE! 


09165 
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TUBERCUUNJINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routine  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 

practical— can  be  administered  by  nurses  under  physician  supervision 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


9635-5 
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AN  APPRECIATION  OF  J.  H.  DAVENPORT 


LITERARY  DOCTORS  OF  MEDICINE.  A Cat- 
alogue of  the  Extra-Professional  Writings  of  Phy- 
sicians and  Surgeons  in  the  Library  of  James 
Henry  Davenport  of  Providence.  Rhode  Island. 
Privately  printed.  Providence,  1926,  Copy  Num- 
ber 48. 

The  rare  and  extensive  collection  of  literary  books 
by  physicians  which  James  Henry  Davenport.  M.D. 
gave  to  the  Rhode  Island  Medical  Library  in  1928 
is  catalogued  in  this  equally  remarkable  privately 
printed  index  to  the  collection.  This  extraordinary 
collection  was  made  by  an  extraordinary  person. 
Davenport  received  an  M.D.  degree  not  only  from 
the  University  of  Vermont,  but  also  from  Harvard 
University.  That  a technical  education,  even  in 
medicine,  is  not  sufficient  to  satisfy  the  intensive 
and  extensive  intellectual  curiosity  of  a man  of 
medicine  is  indicated  in  the  Foreword  where  Doctor 
Davenport  states  that  his  interest  in  literary  sub- 
jects was  first  aroused  in  graduate  school  by  the 
stimulus  of  Doctor  Oliver  Wendell  Holmes. 

Davenport,  who  was  one  of  our  first  Rhode  Is- 
land practitioners  to  become  a specialist  in  obste- 
trics and  gynecology,  states  that  he  learned  to  re- 
spect not  only  the  medical  work  of  Oliver  Wendell 
Holmes,  but  what  was  more  important,  his  sound 
philosophy  of  human  nature.  While  taking  his  sec- 
ond degree  in  medicine  at  Harvard  University, 
Davenport  was  stimulated  to  explore  the  realm  of 
literature  which  his  former  professors  in  the  hu- 
manities had  been  unable  to  excite.  We  cannot 
emphasize  sufficiently  that  Davenport's  interest  in 
the  humanities  was  begun  in  a 'technical'  school  at 
the  time  that  he  was  seeking  medical  specialization. 

Davenport  was  further  impelled  to  bring  together 
the  literary  works  of  physicians  because  of  his  con- 
viction that  physicians,  more  than  any  other  class 
of  individuals,  were  in  a position  because  of  their 
intense  interest  in  the  study  of  man  himself  to 
make  notable  additions  to  the  world's  knowledge  of 
man.  It  was  his  contention  that  doctors  who  had 
contacts  with  humanity  everywhere  had  a unique 
opportunity  to  give  back  to  humanity  not  only  in 
a technical  way,  but  also  in  a literary  way,  the 
fruits  of  their  observations. 

Historically,  from  the  days  of  Hippocrates  and 
Galen,  the  medical  profession  has  always  identified 
itself  prominently  with  the  affairs  of  the  world,  not 
only  in  literature,  but  in  art.  philosophy,  religion, 
statecraft,  and  politics.  The  field  of  literature  per- 
mits communication  of  these  extra-professional  ac- 
tivities to  the  life  and  times  in  which  the  physician 
plays  a definite  role. 


This  volume  makes  a clear,  logical  classification 
of  authors  in  these  roles  by  their  works:  art,  auto- 
biography, fiction,  history,  poetry,  travel,  and  de- 
scription. Addenda  on  books  about  doctors  not  writ- 
ten by  doctors  are  encyclopedic,  and  are  a begin- 
ning of  the  study  of  any  of  the  subdivisions  of  the 
world  of  letters  of  medical  men.  The  final  chapter, 
“Index  of  Authors  with  Biographic  Notes,”  is  a 
succint  directory  of  the  five  hundred  authors  Dav- 
enport collected. 

The  author  and  collector  died  in  1928  in  his 
sixty-sixth  year  in  Providence,  where  he  had  prac- 
ticed; he  was  born  in  neighboring  Fall  River,  Mas- 
sachusetts in  1862.  His  obituary  in  the  Rhode  Is- 
land Medical  Journal  of  March,  1929,  sheds  light 
on  the  man  himself  and  contains  interesting  ob- 
servations on  specialization  made  by  Charles  V.  Cha- 
pin, Halsey  DeWolf,  and  John  M.  Peters:  “Doctor 
Davenport  lived  in  a time  of  change.  The  physician 
of  an  older  generation  was  passing  away.  The  fami- 
ly doctor,  the  family  friend,  the  comforter,  the 
counsellor  in  many  things  besides  the  ills  of  the 
body,  was  disappearing.  The  onrush  of  medical 
knowledge  now  demands  incessant  devotion  to  sci- 
ence, and  one  man  can  no  longer  compass  the  whole 
range  of  medicine.  The  specialist  has  come  to  stay, 
but  there  is  often  little  time  for  him  to  learn  to 
know  and  love  his  patients.  Doctor  Davenport  com- 
bined what  was  best  in  both.”  Yes,  a study  of  lit- 
erature and  an  extensive  historical  and  classical 
background  is  helpful,  and  probably  essential,  for 
any  man  of  thought  and  reason.  Words  like  those 
in  the  obituary  were  said  in  the  time  of  Hippocrates 
and  are  repeated  by  all  our  senior  physicians  today 
and  will  be  repeated  until  the  end  of  time. 

James  H.  Davenport  gave  a unique  collection, 
one  of  the  finest  and  one  of  the  first  of  its  kind  in 
America.  The  likes  of  Doctor  Davenport  and  the 
men  whose  works  he  has  catalogued  I have  no  fear 
will  be  seen  again  and  again.  That  same  impetus 
which  drives  a man  to  seek  an  education  in  medical 
science  will  ever  be  found  in  men  of  high  intellectu- 
al endeavor,  men  of  balanced  mind,  men  who  clearly 
know  that  there  are  not  ‘two  cultures’  in  medicine. 
Lord  Brain  considered  that  man  has  two  worlds, 
the  ‘private  world.’  which  expressed  and  was  en- 
compassed only  by  the  humanities,  and  the  ‘public 
world’  that  is  measured  by  science.  But  we  main- 
tain that  in  medicine  these  are  inseparable,  even 
if  distinct.  The  Davenport  Collection  reminds  us 
that  the  best  of  our  medical  heritage  and  tradition 
is  in  'both  worlds.’ 


Robert  V.  Lewis,  m.d. 


THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1308  PHENIX  AVE.  CRANSTON,  R.  I.  02910 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 


HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 
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CLINICAL  LABORATORIES  AND  THE  PRACTICING  PHYSICIAN  — 

AN  ETHICAL  RELATIONSHIP 

Thomas  B.  Casey,  Administrator 
Division  of  Professional  Regulation 

BOARD  OF  EXAMINERS  IN  MEDICINE 
Earl  F.  Kelly,  m.d.,  Chairman 
Michael  DiMaio,  m.d.,  Secretary 
John  C.  Myrick,  m.d. 


For  many  years  a close  relationship  has  ex- 
isted between  the  practicing  physician  and  the 
clinical  laboratory.  The  laboratory  has  become  a 
vital  agent  in  assisting  the  doctor  in  making  a diag- 
nosis, in  controlling  therapy,  and  in  the  prevention 
of  disease.  Perhaps  it  is  the  very  frequency  of  use 
of  laboratory  facilities  that  has  brought  about  an 
occasional  infringement  of  the  legal  limitations  of 
the  laboratory  and  on  the  ethical  relationship  that 
should  exist  between  it  and  physicians. 

The  Rhode  Island  Board  of  Examiners  in  [Medi- 
cine became  concerned  during  the  summer  of  1964 
when  reports  reached  it  that  a few  licensed  clinical 
laboratories  in  the  state  were  drawing  blood  spe- 
cimens for  premarital  examination1  from  subjects 
not  referred  by  a licensed  physician.  It  learned  that 
in  these  cases  the  laboratory  reported  the  results 
of  the  blood  test  directly  to  the  individual  and  ad- 
vised that  the  patient  bring  it  to  a physician  who 
would  then  sign  the  report.  The  role  of  the  labora- 
tory has  been  defined  as  assisting  licensed  physi- 
cians by  performing  microbiological,  biochemical, 
hematological,  cytological,  pathological,  and  sero- 
logical tests  on  material  taken  from  the  human  body. 
Ordinarily  the  clinical  laboratory  receives  the  spe- 
cimens to  be  examined  from  a physician  in  charge 
of  the  case.  Under  certain  circumstances  a physi- 
cian refers  his  patient  to  the  laboratory  with  a writ- 
ten authorization  for  the  performance  of  a vena- 
puncture  to  obtain  the  necessary  blood  specimen 
for  one  or  a number  of  specific  laboratory  proce- 
dures. In  this  situation  the  laboratory  technician 
is  considered  to  be  acting  as  a technical  assistant 
to  the  licensed  physician  who  assumes  responsibility 
for  the  directed  procedure.  The  report  of  course 
would  be  forwarded  to  the  referring  physician  for 
the  purpose  of  assisting  him  in  conjunction  with 
the  history  and  clinical  findings  in  the  study  and 
evaluation  of  a given  medical  problem. 

The  members  of  the  medical  board  discussed  the 
reported  incidents  of  unethical  practices  with  the 

'Sec.  15-2-3.  1956,  as  amended 

'Sec.  5-37-1  G.L.  1956 

3Chap.  23-29  G.L.  1956 


State  Director  of  Health,  since  he  is  the  official 
charged  by  law  with  the  responsibility  for  licensing 
clinical  laboratories.  The  Director  of  Health  after 
conferring  with  his  chief  of  the  State  Division  of 
Laboratories  transmitted  a notice  to  all  licensed 
laboratories  on  the  subject  of  “compliance  with 
ethical  practices.”  In  this  communication  all  labora- 
tory directors  were  reminded  that  it  is  contrary  to 
the  [Medical  Practice  Act2 3  and  the  Laboratory  Li- 
censing Law7'1  for  them  or  any  personnel  employed 
by  them  to  perform  a laboratory  examination  with- 
out prior  authorization  from  a duly  licensed  phvsi- 
cion.  They  were  informed  that  if  any  complaints 
of  such  violations  were  brought  to  the  attention  of 
the  department  appropriate  disciplinary  action 
w7ould  of  necessity  be  initiated. 

Despite  considerable  effort  on  the  part  of  the  De- 
partment of  Health  to  prevent  any  misunderstand- 
ing with  the  several  clinical  laboratories,  toward  the 
close  of  the  year  1964  another  report  of  a serious 
violation  in  connection  with  a premarital  blood  test 
came  to  the  attention  of  the  Board  of  Examiners 
in  [Medicine  and  the  Director  of  Health.  Accord- 
ingly, a second  communication  was  sent  in  January 
of  1965  by  the  Director  of  Health  to  all  licensed 
laboratories.  It  stated  that  most  laboratory  direc- 
tors and  personnel  under  their  supervision  wrere 
apparently  complying  with  the  rules  of  ethical  prac- 
tice in  a conscientious  manner,  but  that  a few 
violations  w7ere  still  occurring.  The  director  of  the 
offending  laboratory  was  required  to  appear  before 
the  chief  of  the  Division  of  Laboratories  for  an  in- 
formal discussion  of  the  complaint. 

The  meeting  w7as  very  constructive.  Assurances 
were  received  from  the  director  of  the  clinical  labo- 
ratory that  he  and  his  staff  would  avoid  any  further 
acts  that  might  be  considered  to  be  unethical.  The 
meeting  also  brought  to  light  some  problem  situa- 
tions that  are  encountered  by  laboratory  operators 
from  time  to  time. 

Examples  of  such  problems  are: 

1.  Should  a laboratory  perform  blood  tests  on 
patients  referred  by  licensed  dentists  for  infectious 
(Continued  on  Page  524) 


matomy  of 
ow  Back  Pain  #1 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  'Soma'  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  'Soma'  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 


Wallace  Laboratories,  Cranbury,  N.J. 

AA®  26S01J 
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CLINICAL  LABORATORIES 

(Concluded  from  Page  522) 

monoucleosis,  syphilis,  and  other  diseases?  The 
Board  of  Examiners  in  Medicine  replied  that  it  was 
improper  for  dentists  to  request  laboratory  tests 
for  systemic  conditions  which  they  are  not  autho- 
rized by  law  to  treat.  If  a dentist  or  a practitioner 
in  any  limited  branch  of  the  healing  art  has  reason 
to  suspect  the  possible  existence  of  a systemic  dis- 
ease. he  should  refer  the  patient  to  his  physician. 

2.  Is  authorization  necessary  each  time  for  a 
patient,  for  a series  of  tests  over  a prolonged  period 
such  as  repeated  prothrombin  times  or  blood  sugar? 
The  board  decided  that  the  proper  procedure  in 
such  instances  is  for  the  physician  to  give  written 
authorization  to  the  laboratory  for  tests  covering 
the  period  indicated  in  the  order.  For  purposes  of 
expediency  a telephone  order  from  the  physician 
may  be  acceptable,  provided  a written  verification 
is  submitted  to  the  laboratory  as  soon  as  convenient. 

3.  What  should  a laboratory  do  when  a physi- 
cian requests  it  to  give  an  injection,  such  as  vita- 
min B-12?  The  board  feels  that  the  answer  is  clear. 
A procedure  of  this  nature  is  definitely  outside  of 
the  jurisdiction  of  the  laboratory,  and  such  injec- 
tions should  be  administered  by  the  physician  or  by 
a nurse  under  his  supervision  and  direction. 

4.  What  should  a laboratory  do  if  a physician 
advises  a patient  to  have  tests  performed  at  a pri- 
vate laboratory,  the  patient  appears  with  no  writ- 
ten authorization,  and  it  is  not  possible  to  make 
contact  with  and  consult  the  physician?  The  order 
for  the  laboratory  tests  should  be  given  by  the  physi- 
cian to  the  laboratory  and  not  to  the  patient.  If  in 
an  unusual  emergency  situation  the  physician  deems 
it  necessary  to  give  the  order  by  telephone,  he 
should  confirm  it  with  a written  order  without  delay. 

From  these  and  other  similar  problems  it  ap- 
pears that  at  times  a clinical  laboratory  may  be 
faced  with  embarrassment  in  handling  a case  be- 
cause a physician  has  been  casual  in  the  manner 
of  referring  the  patient  for  laboratory  examinations. 
While  it  is  true  that  a clinical  laboratory  is  obli- 
ga‘ed  by  law  to  operate  in  an  ethical  manner  and 
to  avoid  infringing  on  the  areas  of  practice  per- 
mitted only  to  licensed  physicians,  it  is  neverthe- 
less eppropriate  to  remind  the  medical  profession 
of  its  obligations  in  its  relationship  with  laborato- 
ries. The  State  Department  of  Health  has  observed 
that  with  few  exceptions  the  licen«ed  clinical  labora- 
tories avoid  any  unethical  actions.  The  medical 
practitioners  of  the  st2te  should  assist  them  in  this 
effort  in  every  possible  way. 


Hygrotoir 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re- 
tention of  salt  and  water. 
Contraindications 
Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 
Precautions 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and 
potassium  depletion  may  occur; 
take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 
Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 
Average  Dosage 
One  tablet  (100  mg.)  daily  with 
breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


How  does 
Hygrotorr 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  very  high.  In  terms  of  one 
week’s  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And 
fewer  to  pay  for. 

For  sheer  diuretic  effective- 
ness, choose  Hygroton®,  brand 
of  chlorthalidone.  It  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’ll 
stack  it  up  against  any  diuretic. 


Geigy 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOE  MARK  ® 


things  go 

better,! 

^with 

Coke 


Wherever  you  go, 
forget  your  telephone 
calls.  We  II  take  them 
for  you,  day  or  night. 
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stop  nausea 
and  vomiting 
of  pregnancy 
with  confidence 

Bonadoxin 

Meclizine  HCI  (25  mg.)  and  high  B6  content  (50  mg.) 


Documented  record  of  clinical  safety 

References:  1.  Goldsmith,  J.  W.:  Minn.  Med.  (Feb.)  1957.  2.  Groskloss, 
H.  H.,  Clancy,  C.  L.,  Healey,  E.  F.,  McCann,  W.  J.,  Maloney,  F.  D.,  Loritz, 
A.  F.:  Clinical  Medicine  (Sept.)  1955.  3.  Codling,  J.  W.,  Lowden,  R.  J.: 
Northwest  Med.  (March)  1958.  4.  Bethea,  R.  C.:  International  Record  of 
Med.  (May)  1960.  5.  Lenz,  W.,  Second 
International  Conference  on  Congenital 
Malformations,  N.  Y.,  N.Y.,  (July)  1963. 

Side  effects:  the  incidence  of  drowsiness 
and  other  atropine-like  effects  is  low. 

However,  caution  patients  engaged  in 
activities  where  alertness  is  mandatory. 

J.  B.  Roerig  and  Company 
New  York,  New  York  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being® 


for  a 

nutritionally 

sound 

pregnancy 

0BR0N-6 

Prenatal  nutritional 
supplement  with 
high  B6  content. 
Also  available  with 
fluoride. 
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JOHN  F.  KENNEY  CLINIC  DAY 

Sponsored  by  the  Medical  Staff  of  the  Memorial  Hospital 

PAWTUCKET,  R.  I. 

WEDNESDAY,  NOVEMBER  3,  1965  NURSES  AUDITORIUM 


MEDICAL  STAFF  PRESENTATIONS.  9 A.M. 

John  J.  Cunningham.  M.D..  President.  Medical  Staff.  Chairman 

9:00  A.M. 

“Current  Management  of  Blunt  Liver  Trauma" 
Stephen  J.  Hove,  M.D.,  Surgeon-in-  Chief 

9:15  A.M. 

"The  Woman  Alcoholic’- 

Laurence  A.  Senseman.  M.D.,  Chief.  Department  of  Psychiatry 

9:30  A.M. 

"A  New  and  Easy  Rule  of  Thumb  Formula  Based  on  Body  Surface  Area  for  Calcu- 
lating Intravenous  Maintenance  Fluids" 

Alexander  A.  Jaworski,  M.D..  Physician.  Department  of  Pediatrics 
Arthur  W.  Beauregard,  B.S.Eng.,  Providence  Redevelopment  Council 

9:45  A.M. 

“Stricture  of  the  Esophagus  and  Peptic  Esophagitis’’ 

J.  John  Yashar,  M.D.,  Senior  Assistant  Surgeon.  Department  of  Surgery 

10:00  A.M. 

"Mechanical  Force  as  a Factor  in  Regenration  of  the  L'rinary  Bladder — Experimental 
Studies” 

Daniel  S.  F.  Liang,  M.D.,  Surgeon.  Department  of  L’rology 

10:15  A.M. 

“The  Single-Unit  Transfusion  in  a Community  Hospital:  A Critical  Evaluation" 
Thomas  Micolonghi.  M.D.,  Senior  Pathologist,  Department  of  Pathology; 
Stanley  Simon.  M.D.,  Senior  Assistant  Surgeon.  Department  of  Surgery: 
Alton  M.  Pauli.  M.D.,  Physician.  Department  of  Medicine;  and 
Paul  J.  M.  Healey,  M.D.,  Junior  Assistant  Surgeon,  Department  of  Surgery 

COFFEE  BREAK  10:30  — 10:45  A.M. 


VISITING  SPEAKERS 

Ravmon  S.  Riley,  M.D.,  Kenney  Clinic  Day  Chairman 

10:45  A.M. 

“Current  Concepts  of  Pyelonephritis” 

Edward  H.  Kass,  M.D.,  Associate  Professor  Bacteriology  and  Immunology,  Harvard 
Medical  School:  Director,  Channing  Laboratory.  Department  of  Medical  Bacteriology. 
Boston  City  Hospital 

11:30  A.M. 

“Newer  Concepts  in  Diagnosis  and  Management  of  Yesico-l’reteral  Reflux-’ 

Allen  D.  Perlmutter.  M.D..  Instructor  in  Surgery,  Harvard  Medical  School;  Assistant 
in  Surgery  (Urology).  Children's  Hospital  Medical  Center 

BUFFET  LUNCH  — 12:30  P.M. 

Telephone  722-6000  Ext.  213  available  for  emergency  calls 
Approved  for  3 hours.  Category  I credit  by  the  A.A.G.P. 
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Happily,  but 

not  all  your  patients  for  those  who  are . . . 

are  overweight 

Bamadex 

d-amphetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 

Sequels 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitableand  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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LOMOTIL—  Pharmacologic  Activity. 

The  significant  pharmacologic  actions 
of  Lomotil  are  summarized  as  follows: 

Evidence  indicates  that  Lomotil  acts 
directly  by  inhibiting  excess  peristalsis. 

Lomotil  is  not  known  to  inhibit  nonpro- 
pulsive  intestinal  movements. 

Roentgenograms  demonstrate  that  this 
activity  occurs  within  two  hours  after 
oral  administration  and  persists  for  at 
least  six  hours. 


Studies  in  the  rat  show  Lomotil  to  be 
more  effective  in  inhibiting  fecal  excre- 
tion than  either  codeine  or  morphine. 

Analgesic,  anticholinergic,  mydriatic 
and  gastric  secretory  effects  have  not 
been  significant. 

Reduction  of  propulsive  motility  with 
Lomotil  relieves  spasm  and  cramping, 
allows  physiologic  absorption  of  fluid 
and  reduces  frequency  of  evacuations  to 
provide  prompt,  symptomatic  control  of 
virtually  all  diarrheas. 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 

slows  propulsion  • relieves  distress  • stops  diarrhea 


Precautions:  Lomotil  is  an  exempt  nar- 
cotic preparation  of  very  low  addictive 
potential:  more  than  three  million  prescrip- 
tions have  now  been  written  for  Lomotil. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs  or 
barbiturates. 

Side  Effects:  Side  effects  are  relatively 
uncommon  but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  restlessness 
and  insomnia. 

Dosage:  For  full  therapeutic  effect  — Rx 
full  therapeutic  dosage.  The  recommended 


initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Children: 

3 to  6 months— 3 mg.  (V2  tsp.*  t.i.d.) 

6 to  12  months— 4 mg.  (Vst  tsp.  q.i.d.) 

1 to  2 years-5  mg.  (V2  tsp.  5 times  daily) 

2 to  5 years— 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years-8  mg.  (1  tsp.  q.i.d.) 

8 to  12  years— 10  mg.  (1  tsp.  5 times  daily) 
Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tab- 
lets 4 times  daily)  *Baseti  on  4 cc.  per  teospoonfuL 

Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 


Lomotil  is  a brand  of  diphenoxylate  hydro- 
chloride with  atropine  sulfate;  the  subther- 
apeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 
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TREATMENT  OF  CARDIAC  ARRHYTHMIAS* * 

Successful  Management  of  Cardiac  Arrhythmias  Results  from 
Advances  in  Electrocardiography,  Availability  of  a Variety 
of  Drugs,  and  Use  of  Electrical  Cardioversion 

Samuel  Bellet,  m.d. 


The  Author.  Samuel  Bellet,  M.D.,  of  Philadelphia,  Pa. 
Director,  Division  of  Cardiology , Philadelphia  General 
Hospital;  Professor  of  Clinical  Cardiology , Graduate 
School  of  Medicine,  University  of  Pennsylvania. 

Many  important  advances  have  been  made 
in  the  therapy  of  cardiac  arrhythmias  within 
the  last  decade.  These  have  resulted  from  a combi- 
nation of  many  factors:  (1)  improved  methods  of 
diagnosis;  (2)  an  increase  in  our  knowledge  of  the 
causes,  mechanisms  of  production,  and  precipitating 
factors  which  tend  to  induce  cardiac  arrhythmias; 
(3)  increased  knowledge  relative  to  the  more  sci- 
entific use  of  previously  employed  anti-arrhythmic 
drugs,  such  as  digitalis,  quinidine,  and  Isuprel®; 
and  (4)  the  use  of  recently  developed  mechanical 
and  electronic  devices,  especially  the  pacemaker 
and  Cardioverter.® 

Proper  therapy  depends  upon  the  correct  diag- 
nosis of  the  type  of  arrhythmia.  This  may  be  ob- 
tained from  the  electrocardiogram.  The  etiology  and 
alteration  in  the  cardiac  function  underlying  the 
production  of  the  arrhythmia  are  often  more  diffi- 
cult to  ascertain,  even  though  a complete  history, 
physical  examination,  and  laboratory  data  are  avail- 
able. 

Improved  methods  of  diagnosis  have  resulted 
from:  (1)  the  greater  availability  and  use  of  more 
simplified,  relatively  inexpensive,  portable  electro- 
cardiographic apparatus,  including  the  new  transis- 
tor models  available  for  use  in  the  wards  of  the 
hosp:tal,  in  the  operating  room,  and  at  the  patient’s 
home;  (2)  the  more  frequent  employment  of  con- 
tinuous electrocardiographic  monitoring  during 
surgery,  cardiac  catheterization,  and  infusion  of 
cardiac  drugs  in  poor-risk  patients;  and  (3)  the 
training  of  interns,  residents,  and  anesthesiologists 
in  the  specific  diagnosis  of  arrhythmias.  These  im- 

*Presented  at  the  7th  Annual  Cardiovascular  ‘Sym- 
posium of  the  Rhode  Island  Heart  Association,  at 
Providence,  R.I.,  April  14,  1965. 


From  the  Division  of  Cardiology,  Philadelphia  Gen- 
eral Hospital,  Philadelphia,  Pa. 

This  work  was  aided  by  Grants  #3Ti-HE-5617  and 

*5Ti-HE-5165  from  the  National  Institutes  of  Health 
and  the  Foundation  for  Cardiovascular  Research,  Phil- 
adelphia, Pa. 


provements  have  resulted  in  earlier,  more  definitive 
therapy  and  the  prevention  of  drug  toxicity. 

GENERAL  METHODS  AVAILABLE  IN  THERAPY 

The  methods  available  in  therapy  include  the  use 
of  drugs  and  certain  mechanical  and  electrical  de- 
vices. These  are  summarized  below: 

Parasympathetic  Stimulation : This  is  often  ef- 

f cacious  in  supraventricular  tachycardia  (atrial  or 
ncdal).  It  may  be  accomplished  by  carotid  sinus  or 
ocular  pressure,  or  by  the  use  of  parasympathetic 
drugs,  notably,  neostigmine  and  digitalis. 

Drugs  Which  Increase  Cardiac  Rhythmicity : 
These  are  indicated  in  the  presence  of  slow  heart 
rates  (A-V  heart  block,  S-A  block,  and  slow  nodal 
rhythm).  They  include  sympathomimetic  amines, 
vagolytic  drugs,  such  as  atropine  and  methantheline 
( Banthine®),  and  certain  alkalinizing  solutions  such 
as  molar  sodium  lactate  (MSL). 

Drugs  Which  Decrease  Cardiac  Rhythmicity. 
These  drugs  are  indicated  in  the  therapy  of  rapid 
ectopic  rhythms;  they  include  quinidine,  procaine 
amide,  potassium,  and  antazoline  (Antistine®). 

Electrolytes : Electrolytes  are  indicated  in  the 

presence  of  electrolyte  imbalance,  e.g.,  hypo-  or 
hyperpotassemia,  hypo-  or  hypercalcemia,  and  al- 
terations in  pH.  The  electrolytes  most  commonly 
employed  in  the  treatment  of  cardiac  arrhythmias 
are  potassium,  alkalizing  agents,  e.g.,  molar  sodium 
lactate  (MSL),  and  acidifying  salts.  In  addition, 
other  measures  are  instituted  to  restore  the  circu- 
lation to  a more  normal  state. 

Other  Drugs : Other  drugs  which  may  be  used 

in  therapy  of  arrhythmias  include  those  that  mani- 
fest vasopressor  effects,  antithyroid  drugs  (goitro- 
gens  and  1-131),  corticoids  (Hydrocortisone,®  de- 
soxy-corticosterone  acetate,  and  aldosterone),  and 
sympathetic  blocking  agents  (e.g.,  reserpine  and 
pronethalol®). 

Two  general  precautions  in  drug  therapy  of  ar- 
rhythmias in  the  aged  should  be  noted:  (1)  intra- 
venous medication  should  be  used  with  caution;  and 
( 2 ) drug  tolerance  is  generally  lower  and  toxic  ef- 
fects are  apt  to  be  more  marked  in  patients  of  the 
older  age  group;  this  is  true  for  quinidine,  procaine 
(Continued  on  next  page) 
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amide,  and  other  drugs  — particularly  digitalis. 
Furthermore,  in  older  patients,  the  range  between 
the  maximum  therapeutic  and  the  toxic  dose  is  often 
very  narrow.  It  is  better  to  under  than  to  over- 
digitalize these  patients,  and  to  use  preparations 
that  are  rapidly  eliminated,  such  as  Lanoxin®,  ra- 
ther than  digitoxin  or  the  powdered  leaf.  Patients 
should  be  carefully  watched  for  toxic  effects,  since 
they  can  be  quite  serious  ar.d  may  even  cause  death. 

Mechanical  Methods : These  include  carotid  si- 

nus pressure,  thumping  on  the  precordium.  closed 
and  open  chest  cardiac  resuscitation. 

Electrical  Methods : The  artificial  pacemaker, 

defibrillator,  and  Cardioverter®  have  been  used  with 
considerable  success  in  the  treatment  of  cardiac  ar- 
rhythmias. Moreover,  recent  advances  in  the  use 
of  these  devices  have  amplified  and  extended  their 
application. 

A discussion  of  therapy  in  the  individual  ar- 
rhythmias follows: 

ATRIAL  FLUTTER 

Digitalis  is  the  drug  of  choice  in  the  treatment 
of  atrial  flutter,  since  it  will  abolish  the  flutter  in 
about  70  per  cent  of  cases.  In  most  instances,  atrial 
flutter  is  converted  to  atrial  fibrillation*.  Digitalis 
is  then  discontinued,  after  which  the  atrial  fibril- 
lation reverts  to  a normal  sinus  rhythm  spontane- 
ously in  about  two-thirds  of  the  patients.  If  atrial 
fibrillation  tends  to  persist  after  a period  of  one 
to  two  weeks,  quinidine  may  be  employed  in  an  ef- 
fort to  convert  the  atrial  fibrillation  to  a normal 
sinus  rhythm.  The  indications  and  method  of  con- 
version are  d’seussed  below. 

When  atrial  flutter  is  associated  with  a rapid 
ventricular  rate  and  a severe  grade  of  heart  failure, 
and  where  absorption  of  the  drug  following  oral 
administration  is  slow  or  uncertain,  one  may  resort 
to  the  use  of  an  intravenous  or  intramuscular  pre- 
paration. For  the  intravenous  route,  Cedilanid®, 
0.8  to  1.6  mg.  may  be  used;  for  the  intramuscular 
route,  Digalen,®  3 to  5 cat  units,  or  Lanoxin,® 
0.5  to  1.5  mg.,  may  be  administered  in  divided 
doses. 

Quinidine  sulfate  is  the  drug  of  second  choice 
in  the  treatment  of  atrial  flutter,  and  for  all  practi- 
cal purposes  its  use  should  be  restricted  to  those 
cases  in  which  digitalis  has  failed  to  break  up  the 
flutter.  Quinidine  is  successful  in  converting  atrial 
flutter  to  a normal  sinus  rhythm  in  about  30  to  50 
per  cent  of  cases.  This  drug  is  a protoplasmic  poison 
and  should  be  used  with  caution,  especially  where 
large  doses  are  reouired  and  in  the  presence  of  se- 
vere myocardial  damage'.  In  cases  of  congestive 
heart  failure,  it  should  rarely  be  used.  Quinidine. 

^Occasionally  flutter  is  converted  into  normal  sinus 
rhythm  by  digitalis  without  a recognizable  period  of 
atrial  fibrillation. 


when  successful,  converts  the  flutter  directly  to  nor- 
mal sinus  rhythm  without  an  intermediate  period 
of  atrial  fibrillation. 

The  value  of  procaine  amide  (Pronestvl®)  in  the 
treatment  of  established  flutter  has  thus  far  proved 
disappointing  in  most  cases'  \ Conversion  to  normal 
rhythm  only  occasionally  occurs;  it  entails  the  use 
of  large  doses  which  may  be  within  the  toxic  range. 
The  use  of  procaine  amide  in  the  paroxysmal  form 
of  atrial  flutter  yields  somewhat  better  results. 

When  a short  trial  of  medical  therapy  (2  to  4 
days)  has  failed  to  produce  a therapeutic  effect,  or 
if  the  patient  shows  evidence  of  circulatory  embar- 
rassment, it  is  safer  to  use  electric  countershock 
(Card!o\erter®)  than  to  continue  drug  administra- 
tion. This  technique  results  in  an  immediate  re- 
version to  normal  sinus  rhythm  in  about  90  per  cent 
of  patients  and  entails  relatively  few  side  effects. 
Reversion  should  be  followed  by  maintenance  drug 
therapy  (quinidine  or  procaine  amide)  to  maintain 
normal  sinus  rhythm. 

ATRIAL  FIBRILLATION 

Since  atrial  fibrillation  is  usually  associated  with 
varying  degrees  of  congestive  heart  fai'ure.  therapy 
should  be  directed  to  this  state  in  addition  to  the 
treatment  of  the  arrhythmia.  Digitalis  acts  by  im- 
ped. ng  the  passage  of  impulses  from  atrium  to  ven- 
tricle and  thus  slows  the  ventricular  rate.  The  max- 
imum therapeutic  effect  is  said  to  be  reached  when 
the  apical  rate  drops  to  about  70  per  minute  with 
the  elimination  of  the  pulse  deficit.  Digitalization 
may  be  performed  rapidly  in  patients  with  a severe 
grade  of  heart  failure  and  rapid  rates,  or  slowly  in 
those  patients  in  whom  failure  is  of  slight  or  mode- 
rate degree.  The  approximate  dose  required  for  a 
150-pound  person  is  about  1.4  gm.  of  the  powdered 
leaf.  This  may  be  given  over  a period  of  four  to  five 
days  when  slow  digitalization  may  be  adequate,  or 
within  about  two  days  or  less  when  rapid  digitaliza- 
tion is  necessary.  When  the  patient  presents  a pic- 
ture of  severe  congestive  failure  that  necessitates 
rapid  digitalization  and  dependable  absorption,  the 
parenteral  route  is  indicated.  Cedilanid®,  0.8  mg., 
may  be  given  in  a single  does  and  2 additional  doses 
of  0.4  mg.  administered  at  intervals  of  four  to  six 
hours,  if  the  electrocardiogram  shows  no  evidence 
of  toxicity.  Digitalis  is  contraindicated  in  patients 
with  a slowr  ventricular  rate  (belowr  50  per  minute), 
independent  of  treatment,  and  should  not  be  given 
where  the  ventricular  rate  following  therapy  has  de- 
creased to  40  or  50  beats  per  minute*.  In  such  cases, 
further  slowing  of  the  ventricular  rate  does  harm 
by  increasing  the  diastolic  volume,  w’hich  leads  to 
stretching  of  the  already  diseased  cardiac  fibers. 
The  dosage  of  digitalis  required  to  produce  the  de- 
sired effect  on  the  ventricular  rate  varies  consider- 
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ably,  depending  upon  the  age  of  the  patient  and 
the  underlying  pathologic  state. 

In  the  presence  of  thyrotoxicosis  or  other  toxic 
states,  and  in  patients  with  increased  sympathetic 
tone,  the  dosage  of  digitalis  required  to  maintain 
a ventricular  rate  of  70  to  80  per  minute  is  higher 
than  that  ordinarily  required,  and  is  difficult  to 
attain.  On  the  other  hand,  in  older  patients  with 
sclerotic  changes  in  the  A-V  node  and  in  those  with 
overactive  vagal  tone,  smaller  doses  usually  slow 
the  ventricular  rate.  Patients  with  aortic  stenosis 
are  particularly  sensitive  to  digitalis  and  usually 
can  tolerate  only  small  doses.  It  should  be  empha- 
sized that  the  reduction  of  the  apical  rate  to  60  or 
70  per  minute  does  not  necessarily  coincide  with 
the  maximum  degree  of  clinical  improvement,  in- 
sofar as  signs  of  congestive  heart  failure  are  con- 
cerned. Frequently,  peripheral  edema  may  be  pres- 
ent, even  at  these  slow  rates.  In  such  instances,  di- 
gitalis dosage  should  not  be  increased.  Instead, 
heart  failure  should  be  treated  by  diuretics  and 
other  procedures. 

Toxic  effects  of  digitalis  are  manifested  by  the 
appearance  of  aberrant  beats,  numerous  ventricular 
extrasystoles,  coupled  rhythm,  and  sequences  of  2 
or  more  ectopic  beats.  With  continuance  of  the  drug, 
nodal  or  ventricular  tachycardia  may  result;  this 
constitutes  a dangerous  type  of  arrhythmia  since, 
if  prolonged,  it  predisposes  to  the  development  of 
ventricular  fibrillation,  which  is  usually  incompa- 
tible with  life.  It  should  be  emphasized  that  these 
cardiac  arrhythmias  may  occur  in  the  absence  of 
nausea,  vomiting,  and  other  frequently  mentioned 
toxic  manifestations.  These  ectopic  rhythms  may 
be  avoided  by  carefully  supervising  the  digitalis 
dosage  and  frequent  follow-up  of  the  patient  both 
clinically  and  electrocardiographicallv.  When  such 
toxic  effects  appear,  digitalis  should  be  stopped 
immediately.  Should  the  effects  continue,  quinidine 
sulfate  may  be  administered  in  an  effort  to  abolish 
the  arrhythmia.  Often  these  arrhythmias  are  asso- 
ciated with  or  are  the  result  of  electrolyte  imbal- 
ance. Hypopotassemia,  which  is  a common  finding, 
renders  the  patient  more  sensitive  to  digitalis’  ef- 
fects. Frequent  electrolyte  estimations  are  desirable 
in  order  to  prevent  and  treat  these  arrhythmias. 

The  continuance  of  atrial  fibrillation  involves  3 
dangers:  the  circulatory  dynamics  are  less  efficient, 
as  compared  to  those  in  normal  sinus  rhythm:  con- 
tinuous digitalization  is  required;  and,  most  im- 
portant, there  is  a constant  danger  of  embolic  phe- 
nomena leading  to  serious  complications. 

Quinidine  sulfate  is  indicated  when  it  is  desired 
to  convert  the  irregularity  to  a normal  sinus 
rhythm.  This  may  be  employed  when  the  onset  of 
f.brillation  is  relatively  recent,  when  the  heart  is 
not  severely  diseased,  and  when  the  atria,  as  ob- 


served fluoroscopically,  are  not  greatly  enlarged. 
Occasionally,  restoration  to  a normal  sinus  rhythm 
may  be  indicated  in  the  presence  of  moderately 
severe  myocardial  damage.  In  such  cases,  quinidine 
is  efficacious  in  converting  the  atrial  fibrillation  to 
normal  sinus  rhythm  in  50  per  cent,  and  when  full 
doses  are  used,  in  about  70  per  cent  of  patients.” 
Frequently,  quinidine  administration  must  be  main- 
tained for  two  to  three  months  after  restoration  of 
normal  sinus  rhythm,  since  cessation  of  the  drug 
may  lead  to  the  return  of  atrial  fibrillation.  Quini- 
dine is  also  indicated  in  the  prevention  of  attacks 
of  paroxysmal  atrial  fibrillation  when  such  attacks 
occur  frequently. 

For  maintenance,  we  have  recently  found  that 
lcng-acting  quinidine  gluconate  (Quinaglute®,  0.3 
gm.,  2 to  3 times  a day)  is  superior  to  quinidine 
sulfate.'  A single  tablet  produces  a prolonged  effect 
(ten  to  twelve  hours),  thus  avoiding  multiple  doses 
and  particularly  the  night  dose.  It  also  prevents  the 
valleys  in  plasma  levels  during  which  the  arrhythm- 
ias tend  to  recur. 

Atrial  fibrillation  which  results  from  thyrotoxi- 
cosis usually  disappears  with  restoration  of  a normal 
basal  metabolism  following  successful  thyroid  sur- 
gery or  with  the  use  of  antithyroid  drugs  (Tapa- 
zole®,  propylthiouracil).  Quinidine  may  be  of  help 
in  those  patients  in  whom  the  restoration  of  normal 
rhythm  is  somewhat  delayed. 

Atrial  fibrillatiion  which  results  from  active  rheu- 
matic infection,  toxic  processes,  or  a disturbance  of 
metabolism  tends  to  return  to  normal  sinus  rhythm 
with  the  cessation  of  these  processes  unless  the  atrial 
muscle  has  been  damaged. 

Paroxysmal  Atrial  Fibrillation-.  Paroxysmal  fi- 
brillation may  occur  under  various  conditions.  It 
may  be  precipitated  by  emotion,  exercise,  or  toxic 
factors  in  susceptible  patients.  It  is  often  premoni- 
tory to  or  may  occur  before  the  appearance  of  an 
established  atrial  fibrillation.  During  the  episode, 
the  sudden  development  of  a rapid  heart  beat  (140 
to  180  per  minute),  with  acute  alteration  in  the 
cardiovascular  dynamics,  often  results  in  precordial 
distress  and  even  precordial  pain.  The  treatment 
of  the  acute  attack  consists  of  rapid  digitalization 
which,  in  most  instances,  notably  reduces  the  ven- 
tricular rate  within  a few  hours.  The  patient  be- 
comes more  comfortable  as  the  ventricular  rate  is 
slowed,  even  though  the  atrial  fibrillation  may  per- 
sist. 

Prophylaxis  for  frequent  episodes  consists  of  digi- 
talization with  continuance  of  a maintenance  dose. 
Quinidine  is  the  drug  of  second  choice.  The  under- 
lying cause  and  precipitating  factors  should  be 
looked  for  and  treated  if  they  can  be  ascertained. 

Indications  for  Combined  Therapy : Occasiona- 

(Continued  on  next  page) 
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ally,  quinidine  and  digitalis  may  be  administered 
as  a form  of  combined  therapy.  Their  use  is  indi- 
cated under  the  following  conditions:  ( 1 ) in  atrial 
fibrillation,  digitalis  may  be  continued  for  the  con- 
trol of  congestive  failure  and  the  ventricular  rate, 
and  quinidine  may  be  employed  for  conversion;  (2 ) 
in  atrial  flutter,  where  digitalis  has  slowed  the  ven- 
tricular rate  but  the  flutter  persists,  digitalis  is 
given  to  maintain  ventricular  slowing  and  quinidine 
to  convert  the  arrhythmia  to  normal  sinus  rhythm; 
(3)  where  quinidine  results  in  a rapid  ventricular 
rate  during  attempted  conversion  of  atrial  fibrilla- 
tion to  a normal  sinus  rhythm;  and  (4)  in  the  pres- 
ence of  extrasystoles  (not  the  result  of  toxic  digi- 
talis effects)  and  congestive  failure,  both  drugs 
may  be  used  — digitalis  to  slow  the  ventricular  rate 
and  quinidine  to  abolish  extrasystoles. 

Electric  Countershock  in  Conversion:  Although 

quinidine  therapy  is  effective  in  60  to  70  per  cent 
of  the  cases,  its  use  entails  the  danger  of  toxicity, 
especially  in  older  patients.  Conversion  by  quini- 
dine usually  takes  from  two  to  seven  days  and 
requires  hospitalization  for  one  to  two  weeks.  Re- 
cently, a new  method,  first  described  by  Lown  et 
al,"  for  reversion  to  normal  sinum  rhythm,  has  been 
gaining  popularity.  Cardioversion  by  the  use  of  elec- 
tric countershock  is  effective  in  90  per  cent  of  cases. 
Reversion,  if  it  occurs,  appears  in  a few  minutes. 
To  date,  this  method  has  been  used  in  several  thou- 
sand cases.  Complications  have  been  few  and  are 
relatively  minor.  It  involves  relatively  little  discom- 
fort on  the  part  of  the  patient  and  requires  a mini- 
mal degree  of  hospitalization  — one  or  two  days. 
Embolization  is  uncommon;  it  occurred  in  only  one 
of  the  patients  in  our  series  consisting  of  90  episodes 
in  60  patients’.  It  is  probable  that  this  hazard  has 
been  over-emphasized  and  should  not  ordinarily 
contraindicate  countershock  therapy.  The  danger  is 
minimized  following  mitral  valve  surgery,  because 
the  left  atrium  is  cleared  of  thrombi.  The  problem 
of  anticoagulants  prior  to  cardioversion  has  not  been 
settled.  If  it  is  decided  to  give  anticoagulants,  it  is 
advisable  to  administer  them  for  three  weeks  prior 
to  and  one  week  following  countershock  therapy. 

As  in  drug  therapy,  maintenance  following  coun- 
tershock conversion  is  a problem.  For  this  purpose, 
long-acting  quinidine  preparations  (quinidine  glu- 
conate, 0.3  mg.  every  8 hours  or  0.6  mg.  every  12 
hours)  have  proved  to  be  most  satisfactory  in  our 
hands.  It  should  be  noted  that  patients  with  large 
atria  or  marked  grades  of  mitral  insufficiency  are 
very  difficult  to  maintain  in  normal  sinus  rhythm. 

PAROXYSMAL  ATRIAL  TACHYCARDIA 

The  treatment  of  atrial  paroxysmal  tachycardia 
may  be  divided  into:  (1)  treatment  during  attacks, 
and  (2)  treatment  after  attacks. 


Treatment  During  Attacks : During  the  attack 

the  following  procedures  may  be  tried: 

( 1 ) Application  of  carotid  sinus  pressure.  In 
order  to  apply  this  pressure  properly,  the  patient 
should  be  placed  in  the  recumbent  or  semi-recum- 
bent position.  The  carotid  artery  should  be  palpated 
as  high  up  in  the  neck  as  possible  and  pressure  ap- 
plied firmly  against  the  vertebral  column.  This  vessel 
is  frequently  an  elusive  structure  and  one  must  make 
certain  that  the  carotid  artery  and  not  the  soft  tissue 
of  the  neck  is  being  pressed  upon.  During  the  main- 
tenance of  pressure,  a stethoscope  should  be  applied 
to  the  precordium,  and  as  soon  as  the  heart  stops, 
the  pressure  should  be  removed.*  Bilateral  carotid 
sinus  pressure  should  never  be  applied  simultane- 
ously. We  have  never  seen  any  accidents  result  from 
the  procedure  when  applied  as  directed.**  The  pa- 
tient himself,  as  a result  of  experience,  often  em- 
ploys certain  maneuvers,  such  as  pressure  applied 
to  various  parts  of  the  neck,  particularly  in  the 
region  of  the  carotid  sinus,  bending  down,  stretch- 
ing the  neck  as  far  back  as  possible,  holding  his 
breath,  or  inserting  the  finger  into  the  throat  to 
induce  vomiting.  Blowing  into  a balloon  or  a bag 
frequently  is  effective  in  producing  sufficient  vagal 
stimulation  to  stop  an  attack  and  can  be  readily 
employed  by  the  patient.  The  rationale  of  all  these 
procedures  is  parasympathetic  stimulation. 

2)  The  following  drugs  may  be  given  during  a 
paroxysm  if  carotid  sinus  pressure  fails  to  restore 
normal  rhythm: 

(a)  Prostigmin  methylsulfate,  1 to  2 ml.  of  a 
1:2,000  solution  may  be  given  intramuscularly. 
While  it  may  not  be  effective  in  itself,  the  drug 
increases  the  sensitivity  to  carotid  sinus  pressure. 
About  twenty  minutes  after  its  intramuscular  ad- 
ministration, the  previously  insensitive  carotid  sinus 
is  frequently  rendered  sensitive  to  stimulation. 

(b)  Digitalis  intramuscularly.  2 to  3 cat  units, 
may  be  repeated  in  one  to  two  hours  if  necessary. 
Intravenous  administration  has  also  been  recom- 
mended, but  we  rarely  find  this  necessary.  Carotid 
sinus  pressure,  if  previously  ineffective,  may  slow 
the  heart  beat  when  applied  after  digitalis  adminis- 
tration. 

(c)  Ipecac  may  be  given  by  mouth  in  syrup 


*Askey10  collected  10  cases  in  which  carotid  sinus 
pressure  resulted  in  either  transient  or  permanent 
hemiplegia.  With  the  technic  described,  we  have 
never  observed  such  a complication  in  many  thou- 
sands of  cases. 

**Recently,  we  have  observed  occasional  instances  of 
dangerous  arrhythmias  (ventricular  fibrillation) 
when  carotid  sinus  pressure  is  applied  in  the  pres- 
ence of  a bundle-branch  block.  This  is  probably  due 
to  the  production  of  block  in  the  uninvolved  bundle 
branch,  resulting  in  a Stokes-Adams  syndrome  if 
the  idioventricular  pacemaker  does  not  take  over 
within  a critical  period. 
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form  in  a dosage  of  4 to  16  ml.  to  induce  vomiting. 
This  will  stop  the  attack  through  a parasympathe- 
tic effect.  Apomorphine  has  been  used  because  of 
similar  actions,  but  its  effect  is  too  drastic. 

(d)  Procaine  amide  (Pronestyl®)  will  stop  the 
attack  in  about  80  per  cent  of  the  cases.11  The 
parenteral  route,  preferably  intramuscularly,  is  the 
one  choice.  The  dose  is  500  mg.,  which  may  be 
repeated  2 to  3 times  at  intervals  of  two  to  three 
hours. 

(e)  Quinidine  gluconate,  0.3  gm.,  may  be  ad- 
ministered intramuscularly  at  hourly  intervals  for 
3 to  4 doses  or  more;  quinidine  gluconate,  0.3  gm., 
dissolved  in  20  to  50  ml.  or  physiological  saline 
solution,  may  be  given  slowly  by  vein;  quinidine 
sulfate  may  be  given  by  mouth,  0.2  or  0.3  gm. 
every  hour  for  5 or  more  doses. 

(f)  Methacholine  chloride  (Mecholyl®),  25  to 
50  mg.,  subcutaneously,  often  results  in  cessation  of 
the  paroxysm.  However,  this  drug  often  produces 
a profound  fall  in  the  systemic  blood  pressure;  and, 
because  we  have  observed  periods  of  ventricular 
flutter-fibrillation  after  its  administration,  we  ad- 
vise caution  with  its  use  in  the  very  young  or  very 
old  and  in  asthmatic  individuals.  When  the  drug  is 
given,  one  should  always  have  a syringe  of  1.3  mg. 
of  atropine  ready  for  administration  in  the  event  of 
untoward  effects. 

Because  of  the  danger  entailed  in  the  continuance 
of  this  type  of  tachycardia,  measures  should  be  insti- 
tuted to  terminate  the  paroxysm  as  quickly  as  pos- 
sible. Although  the  drugs  mentioned  above  are  often 
efficacious,  their  effectiveness  is  observed  in  only  a 
fraction  of  patients  — about  50  to  60  per  cent. 
Moreover,  the  effects  may  be  delayed  for  many 
hours  or  even  days;  their  administration  is  not  in- 
frequently associated  with  toxic  effects,  some  of 
which  may  be  dangerous.  Because  of  these  factors, 
the  use  of  the  Cardioverter®  is  probably  the  treat- 
ment of  choice  in  this  arrhythmia  when  drug  ther- 
apy has  proven  ineffective  after  several  days’  trial. 
This  procedure  is  effective  in  about  80  to  90  per 
cent  of  cases,  and  it  results  in  an  almost  immediate 
restoration  of  normal  sinus  rhythm.  The  subsequent 
use  of  quinidine  is  indicated  in  order  to  prevent 
the  recurrence  of  this  tachycardia. 

Treatment  Between  Attacks ; This  involves  as- 
certaining the  percipitating  cause  of  the  attack,  if 
possible,  and  treating  it.  Nervous  states,  abdominal 
distention,  excessive  exertion,  and  allergic  factors 
all  may  be  precipitating  factors.  If  the  paroxysms 
occur  frequently,  the  following  procedures  are  usu- 
ally helpful:  quinidine  sulfate,  0.2  gm.  given  4 to  5 
times  per  day;  digitalization,  followed  by  a main- 
tenance dosage  which  may  be  continued  for  months. 

Occasionally,  cases  are  encountered  in  which 
these  procedures  do  not  suffice  and  the  paroxysms 


continue.  In  such  refractory  cases,  antithyroid 
drugs,  that  is,  Tapazole®  or  propylthiouracil,  have 
been  of  help  in  preventing  paroxysms.  Acting  in  a 
similar  manner,  but  with  a delay  in  the  onset  of 
its  effect,  is  radioactive  iodine,  1-131. 

ATRIOVENTRICULAR  HEART  BLOCK 

No  specific  treatment  is  required  for  minor  grades 
of  A-V  heart  block.  Therapy  should  be  directed 
towards  the  underlying  cause  if  ascertainable;  this 
may  include  therapy  for  coronary  arteriosclerosis, 
rheumatic  heart  disease  or  other  infection.  Although 
d gitalis  may  be  given  to  patients  with  A-V  heart 
block,  one  should  be  cautious  in  its  administration 
to  elderly  subjects  because  of  the  greater  suscepti- 
bility of  these  patients  to  the  development  of  higher 
grades  of  block  and  other  toxic  effects. 

For  asymptomatic  complete  A-V  heart  block, 
moderate  restriction  of  physical  activities  and  avoid- 
ance of  excitement  or  any  other  factor  which  tends 
to  increase  cardiac  demand  is  indicated.  No  speci- 
fic treatment  for  increasing  the  ventricular  rate 
is  indicated  in  this  type  of  block. 

In  the  symptomatic  variety  of  complete  A-V 
heart  block,  in  which  syncopal  attacks  or  other 
complications  such  as  heart  failure  or  episodes  of 
precordial  pain  are  present,  treatment  is  indicated. 
The  following  regimen  is  recommended  for  the 
treatment  of  Stokes- Adams  seizures:  (a)  sympa- 
thomimetic amines  (isoproterenol  and  ephedrine) 
are  used  to  increase  cardiac  rhythmicity  and  to 
prevent  further  seizures;  (b)  lowering  of  serum 
potassium  tends  to  increase  cardiac  rhythmicity; 
this  may  be  accomplished  by  chlorothiazide  diure- 
tics and  alkalis  in  the  form  of  molar  sodium  lac- 
tat^  (MSL)  or  sodium  bicarbonate;  and  (c)  a 
diet  low  in  potassium.  Treatment  with  steroids  has 
occasionally  proved  successful. 

In  the  event  that  medical  therapy  fails  to  control 
repeated  Stokes-Adams  attacks,  an  artificial  im- 
plantable pacemaker  should  be  employed;  the  pace- 
makers now  in  use  work  satisfactorily  and  have 
distinctly  improved  the  prognosis  of  patients  subject 
to  these  seizures.  Not  only  will  they  prevent  the 
occurrence  of  Stokes-Adams  seizures,  but  they  will 
improve  exercise  tolerance  and  many  of  the  com- 
plications of  complete  A-V  block,  e.g..  congestive 
failure,  anginal  pain. 

CARTOID  SINUS  SYNCOPE 

The  occurrence  of  transient  syncopal  attacks  due 
to  cessation  of  cardiac  beating  can  be  due  to  many 
factors.  The  type  wherein  overactive  vagal  tone  is 
the  important  factor  is  not  uncommon.  This  type  of 
syncope  may  result  from  reflexes  arising  in  various 
parts  of  the  body  which  have  vaeal  endings.  There 
are  3 types  of  vagal  reflexes  which  are  mediated 
through  the  carotid  sinus  mechanism:  the  cardio- 
inhibitory,  vasodepressor,  and  cerebral  forms.  The 
(Continued  on  next  page) 
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last  two  are  rare:  the  cardioinhibitory  form  is 
relatively  common.  In  this  type,  the  syncope  is  the 
result  of  ventricular  asytole. 

About  10  per  cent  of  normal  individuals  manifest 
hypersensitivity  of  the  carotid  sinus:  this  suscepti- 
bility increases  with  age.  and  in  some  instances, 
may  be  produced  or  increased  by  atherosclerosis  of 
the  carotid  artery,  inflammatory  disease  about  the 
neck,  hypoxic  states,  and  certain  types  of  myocar- 
dial damage.  Certain  pathologic  states  are  associated 
with  increased  carotid  sinus  sensitivity  — aortic 
stenosis,  coronary  artery  disease,  and  disease  of  the 
A-Y  node.  Parasympathetic  drugs,  Prostigmin®, 
acetyl  beta-methacholine.  and  digitalis,  increase  the 
sensitivity  of  the  carotid  sinus  mechanism.  This 
type  of  syncope  probably  occurs  more  often  than 
one  is  led  to  believe  from  the  literature  and  may 
be  a cause  of  sudden  death. 

Therapy  should  be  directed  to  discovering  the 
cause  and  then  removing  it  if  possible.  The  cause 
may  be  a tight  collar,  diverticulum  of  the  esophagus, 
disease  in  other  parts  of  the  gastrointestinal  tract, 
or  in  other  viscera  supplied  by  the  vagus.  Digitalis 
may  be  a factor.  Considerable  help  is  derived  from 
the  use  of  sympathomimetic  drugs,  which  tend  to 
neutralize  parasympathetic  effects  — that  is,  ephe- 
drine  sulphate.  25  mg.  3 to  4 times  a day.  Injections 
of  novocaine  around  the  carotid  sinus,  either  uni- 
laterally or  bilaterally,  are  of  only  temporary  effi- 
cacy. Denervation  of  the  carotid  sinus  unilaterally 
or  bilaterally  is  of  help,  but  in  our  experience  the 
sensitivity  frequently  returns  in  a few  months.  Re- 
cently. X-ray  treatment  directed  to  the  area  of  the 
carotid  sinus  has  proved  successful  in  decreasing 
carotid  sinus  sensitivity  in  about  60  per  cent  of 
patients.1' 

EXTRASYSTOLES 

The  treatment  of  extrasystoles  must  take  into 
consideration  the  clinical  condition  of  the  patient, 
particularly  the  cardiac  state  and  the  etiology  of 
any  cardiac  disease  present,  the  symptoms  produced, 
and  the  reaction  of  the  patient  to  these  symptoms. 

The  vast  majority  of  extrasystoles  cause  no  com- 
plaints and  require  no  therapy.  However,  every 
patient  exhibiting  extrasystoles  should  be  carefully 
examined,  since  they  may  indicate  ear’v  coronary 
artery  disease  or  other  types  of  myocardial  disease. 
Any  underlying  heart  disease  which  is  disclosed 
should  receive  appropriate  therapy  to  prevent  its 
progression.  If  the  patient  is  not  aware  of  the  ar- 
rhythmia. it  is  generally  wiser  not  to  bring  up  the 
subject,  since  most  individuals  become  very  con- 
cerned about  changes  in  the  cardiac  rhythm.  The 
possibility  of  producing  a cardiac  neurosis  with  iits 
crippling  effect  upon  the  individual  should  be 
avoided.  In  some  patients  reduction  or  elimination 
of  smoking,  coffee,  or  of  certain  drugs  such  as 
thyroid  hormone  or  ephedrine.  will  diminish 


the  frequency  of  extrasystoles.  Often  this  can  be 
recommended  to  the  patient  on  some  other  basis 
than  the  alarming  one  of  a cardiac  arrhythmia.  In 
rare  cases,  the  successful  treatment  of  meteorism  or 
constipation  or  the  removal  of  a diseased  gallblad- 
der will  abolish  the  arrhythmia.  These  noncardiac 
disorders,  which  may  trigger  a cardiac  response, 
probably  by  neural  reflex  mechanisms,  should  not 
be  overlooked.  While  they  are  primarily  associated 
with  the  gastrointestinal  tract,  pulmonary  or  urin- 
ary disease  should  also  be  considered. 

The  patient  who  complains  of  sensations  or  symp- 
toms due  to  extrasystoles  is  very  often  considerably 
relieved  by  a thorough  examination.  Pointed  reas- 
surance in  those  cases  in  which  no  pathologic  pro- 
cess can  be  identified  may  be  all  the  therapy  needed. 
The  fact  that  most  harmless  extrasystoles  subside 
with  exercise  must  be  pointed  out.  and  this  will 
further  serve  to  alleviate  the  fears  of  heart  disease. 
If.  on  the  other  hand,  the  extrasystoles  are  provoked 
by  exercise,  one  must  consider  coronary  arterio- 
sclerosis or  other  types  of  cardiac  abnormality  as 
possible  etiologic  factors. 

The  3 most  important  drugs  available  for  abolish- 
ing extrasystoles  are  quinidine.  which  may  be  ad- 
ministered in  a dose  of  0.2  to  0.3  gm.  every  four 
hours;  quinidine  gluconate  (long-acting)-  which 
may  be  administered  in  a dose  of  0.33  gm.  every  8 
hours:  and  procaine  amide,  which  may  be  admin- 
istered in  a dose  of  0.25  to  0.5  gm.  every  four  hours. 
Psychotherapy  is  indicated  in  those  cases  where 
emotional  conflicts  may  be  a factor  in  the  produc- 
tion of  the  extrasvstoles. 

PAROXYSMAL  VENTRICULAR  TACHYCARDIA 

Ventricular  tachycardia  is  a very  dangerous  type 
of  ectopic  rhythm  because  it  occurs  nearly  always 
in  seriously  diseased  hearts.  Its  continuance  results 
in  myocardial  exhaustion  and  tends  to  predispose 
to  the  onset  of  ventricular  fibrillation,  a condition 
which  is  practically  incompatible  with  life.  The 
underlying  causes  include  particularly  coronary  oc- 
clusion: toxic  states:  congestive  heart  failure:  elec- 
trolyte imbalance,  especially  hypopotassemia:  and 
certain  drugs,  such  as  digitalis.  It  is  extremely  im- 
portant to  mae  a differential  diagnosis  between  a 
ventricular  and  supraventricular  origin.  The  widen- 
ing of  the  QRS  complexes  in  the  supraventricular 
type  may  be  due  to  aberration  incident  to  the  high 
ventricular  rate:  the  use  of  esophageal  leads  is  of 
considerable  help  in  determining  the  site  of  origin. 
Supraventricular  tachycardia  usually  responds  to 
the  effects  of  parasympathetic  stimulation  and  digi- 
talization. whereas  ventricular  tachycardia  does  not. 
Therapy  of  ventricular  tachycardia  depends  up~n 
the  clinical  evaluation  of  the  patient.  Those  in  the 
older  age  groups  and  those  with  preceding  myocar- 
dial damage  withstand  the  tachycardia  rather  poor- 
ly: others  may  tolerate  the  paroxysms  for  several 
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days  or  even  weeks  without  serious  side  effects.  In 
the  first  group  it  is  essential  that  cessation  of  the 
paroxysm  be  effected  in  a relatively  short  time.  In 
these,  the  parenteral  administration  of  drugs,  par- 
ticularly procaine  amide  or  quinidine,  is  indicated. 
The  author  prefers  the  administration  of  procaine 
amide  intramuscularly  in  doses  of  0.5  gm.  to  1.0 
gm.,  which  may  be  repeated  in  one  or  two  hours 
under  electrocardiographic  control.  If  the  patient  is 
quite  ill,  the  intravenous  route  is  indicated.  Under 
these  conditions,  it  is  frequently  advisable  to  ad- 
minister at  the  same  time  a vasopressor  agent  in  the 
form  of  norepinephrine  to  avoid  the  hypotensive 
effects  of  the  procaine  amide.  This  administration 
should  be  performed  under  continuous  electrocar- 
diographic control. 

Quinidine  may  be  given  intramuscularly  in  doses 
ranging  from  0.3  gm.,  four  to  five  times  per  day. 
Sometimes  larger  doses  are  given,  depending  upon 
the  patient’s  response  to  the  drug.  Quinidine  sul- 
fate, in  a dose  of  0.2  to  0.3  gm.  given  4 to  5 times 
a day,  or  larger  doses  (0.6  gm.  every  three  hours) 
may  be  given  in  order  to  establish  an  effective 
plasma  level,  which  usually  ranges  between  4 and 
10  mgm./L.  Procaine  amide  is  also  available  for 
oral  administration  in  a dose  of  250  to  500mg.  This 
may  be  administered  every  three  hours.  The  author 
has  found  the  oral  administration  of  quinidine  to 
be  a somewhat  more  effective  therapy  than  pro- 
caine amide.  The  use  of  the  latter  drug  is  advisable 
in  patients  who  manifest  sensitivity  to  quinidine. 

Cardioversion:  Because  ventricular  tachcardia 

is  an  extremely  serious  arrhythmia  and  is  frequently 
accompanied  by  a marked  hypotensive  state,  resto- 
ration to  normal  sinus  rhythm  should  be  accom- 
plished within  a short  period  of  time.  The  drugs 
mentioned  above,  while  often  efficacious,  take  a 
considerable  amount  of  time  for  their  effect  to 
become  manifested.  They  may  also  produce  an  in- 
crease in  tthe  severity  of  the  hypotensive  state  and 
evidence  of  toxicity.  Cardioversion  is  the  treatment 
of  choice  for  this  arrhythmia  when  drugs  are  in- 
effective and  when  the  patient  presents  a marked 
degree  of  circulatory  embarrassment.  It  is  effective 
in  restoring  normal  sinus  rhythm  almost  immediate- 
ly in  about  90  per  cent  of  cases,  often  with  dramatic 
results. 

Vasopressor  Drugs : Vasopressor  drugs  are  often 

indicated  in  the  treatment  of  ectopic  rhythms  be- 
cause of  a concomitant  hypotensive  state  which  is 
frequently  present.  This  occurs  most  often  at  rapid 
rates,  but  may  also  occur  with  slow  rates.  These 
drugs  serve  to  increase  the  blood  pressure  and  thus 
help  to  maintain  coronary  blood  flow  while  efforts 
are  being  made  to  control  the  arrhythmias  by  other 
means.  In  addition,  they  may  prevent  the  hypoten- 
sive effect  of  certain  anti-arrhythmic  drugs,  such 
as  quinidine  or  procaine  amide.  They  are  occassion- 


ally, by  themselves,  successful  in  restoring  normal 
sinus  rhythm.  It  should  be  emphasized  that  vaso- 
pressor drugs  which  may  abolish  arrhythmias  may 
also  cause  serious  arrhythmias  if  the  blood  pressure 
is  raised  to  a high  level.  Also,  they  manifest  a de- 
creased effect  or  cease  to  function  as  the  pH  is 
lowered.1”  14  It  is  therefore  important  that  alkali- 
nizing  agents  be  administered  in  the  presence  of 
acidosis  in  order  to  improve  the  efficiacy  of  the 
pressor  amines.  Of  the  available  vasopressor  drugs, 
norepinephrine  is  the  preferred  preparation.  Al- 
though norepinephrine  manifests  some  cardiac  stim- 
ulation, pure  vasoconstriction  is  the  chief  cause  for 
the  pressor  action. 

SUMMARY 

The  therapy  of  the  most  frequently  encountered 
cardiac  arrhythmias  is  discussed.  In  general,  the 
following  methods  are  available:  (1)  Drugs  which 
increase  cardiac  rhythmicity.  These  include  sympa- 
thomimetic drugs,  (epinephrine,  Isuprel®),  vago- 
lytic drugs  (atropine,  Banthine®),  and  molar  so- 
dium lactate.  (2)  Drugs  which  decrease  excitability. 
Under  this  category  may  be  included  quinidine, 
procaine  amide,  potassium  salts,  and  digitalis.  (3) 
Parasympathetic  stimulation  may  be  effected  by 
drugs  ( Prostigmin®,  beta  methacholine,  and  indi- 
rectly by  emetics)  and  by  mechanical  stimulation 
(carotid  sinus  pressure,  ocular  pressure,  or  blowing 
into  a balloon). 

From  the  standpoint  of  the  immediate  therapeu- 
tic regimen,  cardiac  arrhythmias  may  be  divided 
into  3 categories:  (1)  Slow  heart  rates,  below  36 
beats  per  minute  (often  associated  with  hypoten- 
sion), as  in  sinus  bradycardia,  partial  or  complete 
atrioventricular  heart  block,  a slow  idioventricular 
rhythm,  or  periods  of  cardiac  arrest.  (2)  Heart 
rates  ranging  from  60  to  110  beats  per  minute,  as 
in  partial  A-Y  heart  block,  atrioventricular  dis- 
sociation, atrial  flutter,  or  atrial  fibrillation  with 
varying  degrees  of  atrioventricular  block.  (3)  Heart 
rates  ranging  from  140  to  250  per  minute,  as  in 
atrial  or  nodal  tachycardia,  atrial  flutter,  atrial 
fibrillation,  or  ventricular  tachycardia. 

Many  cases  in  the  first  group  and  most  in  the 
third  require  immediate  therapy  and  often  consti- 
tute a cardiac  emergency.  Urgent  theraoy  is  not 
ordinarily  required  with  the  second  category.  Time  is 
available  to  study  the  patient.  Since  the  rate  does 
not  deviate  greatly  from  the  normal,  alterations  in 
cardiovascular  dynamics  due  to  a change  in  the 
heart  rate  are  minimal.  If  digitalis  toxicity  is  a 
factor,  the  rhythm  wall  generally  return  to  normal 
with  omission  of  the  drug. 
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The  last  quarter  century  has  been  character- 
ized as  an  era  of  unparalleled  expansion  of  our 
scientific  knowledge  from  which  medicine  has  bene- 
fited greatly.  An  understanding  of  the  physiologic 
responses  to  surgery  plus  improvement  in  technique 
has  sharply  extended  the  scope  of  the  surgeon. 
When  the  factors  underlying  the  immune  mecha- 
nisms of  self-recognition  are  understood  and  become 
subject  to  manipulation,  the  anatomical  limits  of 
surgery  will  be  overcome. 

There  has  also  been  an  increase  in  our  under- 
standing of  the  role  radiation  therapy  plays  in  me- 
dicine and  particularly  in  the  management  of  neo- 
plastic disease.  The  past  quarter  century  has  seen  the 
development  of  high  energy  equipment  to  produce 
megavoltage  radiations.  Radiotherapists  have  con- 
centrated their  efforts  on  the  exploration  of  the 
role  of  that  equipment  when  treating  patients  with 
cancer.  It  has  been  shown  that  use  of  megavoltage 
radiation  can  result  in  increased  probability  of  sur- 
vival for  patients  with  cancer  arising  in  the  head 
and  neck  and  pelvic  areas.  Furthermore,  patients 
receiving  palliative  treatment  are  less  likely  to  suf- 
fer as  a consequence  of  the  irradiation.  Precision 
radiotherapy  has  been  developed  to  exploit  curable 
situations.  The  application  of  radiobiological  princi- 
ples is  a major  chore  for  the  next  decade. 

Despite  the  major  technological  improvements, 
the  major  goal,  the  “cure”  or  control  of  most  can- 
cers, has  not  occurred.  Some  primary  neoplasms 
have  a good  probability  of  “cure”  following  surgical 
extirpation  or  after  irradiation.  However,  of  the 
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approximately  300,000  cancers  arising  this  year  in 
the  United  States,  no  more  than  one-third  will  arise 
in  regions  of  the  body  wrehe  treatment  for  cure  is  a 
realistic  hope;  defining  this  as  a 40  per  cent  survival 
for  five  years.  In  general,  definitive  treatment  has 
involved  surgery  or  radiation  alone.  The  possibility 
that  the  planned  combination  of  radiotherapy  and 
surgery  may  offer  significant  improvement  of  sur- 
vival needs  serious  re-evaluation.  It  is  the  definition 
of  the  part  each  of  tthe  therapeutic  disciplines  can 
play  in  the  management  of  specific  malignancies 
that  we  can  have  the  best  chance  of  improving  our 
cure  rates. 

The  advantages  and  disadvantages  of  radiothe- 
rapy prior  to  surgery  are  listed  in  TABLE  I.  First, 
the  death  of  some  and  perhaps  most  of  the  very 
rapidly  growing  cancer  cells  can  be  expected.  A 
properly  designed  course  of  radiotherapy  is  capable 
of  destroying  very  rapidly  growing  cancer  cells. 
Those  cells  which  are  not  completely  destroyed  may 
be  sufficiently  devitalized  so  that  spread  at  the  time 
of  surgical  procedure  would  be  less  likely  to  grow, 
either  in  the  operative  field  or  elsewhere.  Thirdly, 
it  is  possible  that  a cancer,  incurable  by  surgery 
alone,  can  be  converted  into  a potentially  operative 
one.  Fourthly,  it  may  be  that  a higher  radiation 
dose  can  be  given  to  the  normal  tissue  if  they  are 
subsequently  removed  by  the  surgeon.  This  would 
relieve  the  radiotherapists  of  a major  barrier  in 
treatment  for  cure,  the  repair  and  integrity  of  the 
normal  tissue.  Fifthly,  radiation  may  be  expected 
to  diminish  the  lymphatic  drainage.  Sixthly,  there 
is  the  very  real  possibility  that  immunity  of  the 
host  against  the  cancer  may  increase. 

One  of  the  major  disadvantages  of  preoperative 
radiotherapy  is  that  one  does  not  have  the  complete 
pathology  of  the  lesion  being  irradiated  nor  is  the 
total  extent  of  the  tumor  as  well  known  as  it  could 
be  from  the  operative  specimen.  This  disadvantage 
can  be  minimized  by  the  use  of  diagnostic  aids. 
Laminography  in  the  usual  coronal  and  sagittal 
planes  as  well  as  transverse  axial  tomography,  an- 
giography, and  lymphangiography  are  frequently 
very  informative.  Another  apparent  disadvantage  is 
that  the  surgery  is  deferred  while  radiotherapy  is 
being  given.  If  this  increases  the  risk  to  the  patient, 
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TABLE  I 

PREOPERATIVE  RADIOTHERAPY 

I Advantages 

1.  Destroy  rapidly  growing  cancer  cells. 

2.  Devitalize  cells  which  may  spread  at  time  of  sur- 
gery. Less  likely  to  produce  metastases. 

3.  Convert  a primary  inoperable  lesion  into  a po- 
tentially operable  one. 

4.  Higher  radiation  dose  possible  if  irradiated  tissue 
to  be  removed  by  surgery. 

5.  Improve  “tumor  immunity.’’ 

II  Disadvantages 

1.  Adequate  pathology  and  total  extent  of  tumor 
may  not  be  known. 

2.  Delay  of  surgery  while  radiation  is  being  de- 
livered. 

3.  May  increase  technical  difficulty  of  surgery  or 
increase  postoperative  complications. 


this  is  a real  objection.  However,  definitive  therapy 
is  being  given  during  this  period  of  time  and  some 
of  the  advantages  of  exposure  to  ionizing  radiation 
may  compensate  for  this  delay,  o that  extent  this 
disadvantage  may  be  of  less  significance.  A third 
disadvantage  which  has  been  suggested  in  the  past 
relates  to  an  increase  in  the  technical  difficulties 
where  already  difficult  surgery  must  be  performed. 
A fourth  disadvantage  might  be  an  increase  in  post- 
operative complications  such  as  fistula  formation 
and  delay  in  wound  healing.  There  is  no  doubt  that 
following  a full  course  of  irradiation  to  a large  vol- 
ume of  tissue  surgical  procedures  can  be  quite  haz- 
ardous if  sufficient  time  has  elapsed  to  produce  an 
intense  deposition  of  collagen  and  a dimminution  in 
vascularity.  Clinical  experience  in  a number  of  cen- 
ters indicates  that,  when  a delivered  dose  and  the 
time  for  surgery  are  judiciously  chosen,  complica- 
tions are  minimal.  Thus,  with  a properly  designed 
course  of  radiotherapy  and  particularly  with  mega- 
voltage radiation,  competent  surgeons  encounter  no 
more  postoperative  morbidity  with  radiation  than 
without  it. 

Over  the  years  many  reports  have  appeared 
in  the  literature  for  combinations  of  radiation  and 
surgery.  This  is  defined  as  a planned  combined  pro- 
cedure which  requires  that  a pre-determined  dose 
of  radiation  is  followed  after  a fixed  interval  by 
a definitive  surgical  procedure.  This  review  has 
been  organized  on  the  basis  of  the  dose  of  preop- 
perative  radiotherapy. 

FULL  DOSE  RADIATION 

Most  of  the  series  of  cases  reported  in  the  past 
have  been  based  upon  the  concept  of  treating  with 
radiation  the  tolerance  of  the  normal  tissue  followed 
by  definitive  cancer  surgery.  While  the  dose-time 
relationships  vary  from  site  to  site,  6,000  rads  in 
five  to  six  weeks  is  a common  dose  range.  Table  II 
lists  the  reports  in  the  literature. 

Fletcher  et  al.1  2 have  have  shown  that  improved 


results  are  obtained  after  combining  radiation  and 
surgery  in  the  management  of  squamous  cell  carci- 
noma of  the  oral  cavity  and  oropharyngeal  lesions, 
heir  five-year  survival  for  tonsil,  tonsillar  bed,  and 
pharyngeal  wall  lesions  was  over  40  per  cent  as 
compared  with  the  usual  anticipated  salvage  of  20 
per  cent.  Similarly,  there  was  a doubling  of  five-year 
survival  rate  for  oral  cavity  lesions.  Following  ra- 
diotherapy they  found  that  the  volume  of  the  prim- 
ary cancer  was  reduced,  and  the  volume  of  tissue 
excised  therefore  smaller.  The  regional  nodes  were 
also  reduced,  which  improved  technically  the  chanc- 
es for  a radical  neck  dissection.  If  supervoltage 
therapy  was  used,  postoperative  wound  complica- 
tions were  diminshed. 

In  ten  cases  reported  by  Buschke* 1 2 3  seven  patients 
remained  free  of  disease  at  the  time  of  the  report, 
a period  of  three  years.  Two  patients  who  had  so- 
called  “commando”  procedures  had  some  delay  in 
wound  healing  after  minimum  tumor  doses  in  ex- 
cess of  6,000  rads  in  6-7  weeks.  In  these  instances 
the  surgery  was  performed  three  and  six  months 
after  the  completion  of  the  irradiation. 

The  results  of  treatment  for  carcinoma  of  the 
antrum  has  been  reported  bv  Dailey4 5 *  of  the  Royal 
Marsden  Hospital.  After  adequate  drainage  is  es- 
tablished, the  patient  receives  6,000-6,500  rads  in 
6-7  weeks  preferably  with  megavoltage  radiation. 
Three  months  after  the  completion  of  the  radiation 
treatment  the  antrum  is  explored.  If  residual  disease 
is  found,  it  is  removed  if  feasible.  If  not  feasible, 
a radium  mould  or  interstitial  irradiation  may  be 
used  in  areas  of  persistence.  With  this  technique 
13  of  27  patients  have  survived  a minimum  of  five 
years. 

Treatment  for  carcinoma  of  the  middle  third  of  the 
esophagus  is  no  more  effective  now  than  25  years 
ago.  Three-year  survival  for  surgery  alone  or  radia- 
tion alone  rarely  exceeds  10  per  cent.5  6 Preopera- 
tive radiation  has  been  tried  at  Memorial  Hospital. 
(N.Y.) ,76,000  rads  in  six  weeks  is  given  followed 
by  surgical  resection  4-6  weeks  later.  76  patients 


TABLE  II 

PREOPERATIVE  RADIOTHERAPY- 
FULL  DOSE  OF  RADIATION 

Site  Author  Refererce 

1.  Head  &:  Neck  MacComb  & Fletcher  1 

Fletcher  & Jesse  3 

Buschke  & Galante  3 

Dailey  4 

2.  Esophagus  Cliffton  et  al.  7 

3.  Bladder  Whitmore  et  al.  8 

4.  Breast  Ash  et  al.  11 

White,  Fletcher  et  al.  12 

iBaclesse  13 

5.  Osteogenic  'Sarcoma  Cade  14 

Francis  et  al.  15 

N’g  & Low-<Beer  16 
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have  been  explored,  38  after  irradiation  and  38 
without  any  radiotherapy.  30  of  the  irradiated  cases 
could  be  resected  while  only  22  of  the  non-irradiated 
cases  would  be  done. 

A pilot  study  of  preoperative  irradiation  for  car- 
cinoma of  the  bladder  has  been  reported  from  Me- 
morial Hospital.8  4,000  rads  in  four  weeks  is  given 
to  the  contents  of  the  true  pelvis.  Cystectomy  is 
done  four  weeks  after  radiation  has  been  completed. 
Neither  the  surgical  mortality  nor  the  frequency  of 
complications  have  changed  appreciably  except  for 
a possible  increase  in  retropubic  infections  in  the 
preoperative  group.  Approximately  one-thiird  of  the 
operative  specimens  in  the  preoperative  series 
showed  pathological  evidence  of  alteration  to  a 
lower  stage  of  malignancy.  Despite  this,  no  apparent 
difference  in  survival  is  seen  from  the  preliminary 
reports.  This  study  continues. 

The  management  of  carcinoma  of  the  breast 
has  varied  little  in  the  last  50  years.  However,  the 
possibility  of  biological  variations  in  tumor  behavior 
has  raised  doubts  concerning  the  advantages  of  do- 
ing a radical  mastectomy  in  every  case  when  tech- 
nically feasible.  McWhirter  has  reported  on  the  re- 
sults of  surgery  for  the  primary  lesion  and  radiation 
of  the  regional  nodes.5’  His  results  are  essentially  the 
same  as  those  reported  by  many  who  use  radical 


mastectomy  as  the  routine  procedure.10  Preopera- 
tive radiotherapy  would  appear  from  many  studies 
to  be  a useful  adjunct  to  the  Halsted  procedure 
where  local  recurrence  rates  may  be  a problem.  Ash, 
Peters,  and  Delarue11  reported  in  a small  series 
apparent  improvement  in  the  five-  and  ten-year 
survival  after  a full  course  of  radiotherapy  followed 
by  a radical  mastectomy.  (Table  III). 

On  the  other  hand,  Fletcher  et  al.12  reported  no 
apparent  improvement  in  their  results  after  4,000 
rads  in  four  weeks  followed  by  a racidacl  mastec- 
tomy. This  was  true  for  both  the  cases  with  positive 
nodes  as  well  as  those  with  negative  nodes.  How- 
ever. the  cases  in  which  radiotherapy  was  adminis- 
tered before  surgery  were  not  randomly  selected. 
The  authors  feel  that  that  the  patients  so  treated 
were  decidedly  a more  advanced  group.  Baclesse13 
described  tthe  results  of  a protracted  course  of  ra- 
diation followed  by  radical  mastectomy.  In  each 
instance  the  five-  and  ten-year  survival  rates  for 
patients  with  early  lesions  were  better  than  average, 
as  were  his  results  for  the  more  advanced  cases.  The 
experience  of  Baclesse  and  Fletcher  shows  that  a full 
course  of  radiotherapy  to  the  breast  and  regional 
nodes  does  not  seriously  interfere  with  the  ease  of 
performing  radical  mastectomy. 

Cade14  about  20  years  ago  suggested  a combina- 


TABLE  III 


Results  of  Treatment  of  Cancer  of  the  Breast  with  and  without  Preoperative  Radiotherapy" 


5- 

Year  Survival 

10-Year  Survival 

Stage 

Preop. 

No  Preop. 

Preop. 

No  Preop. 

I — 11 

9/14 

(64%) 

374/735  (51%) 

3/7  (43%) 

90/299  ( 30%) 

III 

33/80 

(41%) 

24/147  (16%) 

6/40  (15%) 

4/45  ( 8%) 

IV 

4/22 

(18%) 

1/36  ( 3%) 

0/10 

0/1 

All  Cases 

46/116 

(40%) 

399/921  (43%) 

9/57  (16%) 

94/354  (26%) 

TABLE  IV 

Preoperative  Raditherapy — Moderate  Dose  of 
Radiation 

Site 

Author 

Reference 

1. 

Rectum 

Stearns  et  al. 

17 

2. 

Head  & Neck 

Henschke 

20 

3. 

Breast 

Borgstrom 

Tice 

21 

22 

4. 

Esophagus 

Nakayama 

23 

TABLE  V 

Cancer  of  E 

sophagus — 3- Y ear 

Survival 

Reference 

Surgery 

Irradiation 

Surgery  & Irradiation 

Sweet  (5) 
Smithers  (6) 
Nakayama  (23) 
Nakayama  (23) 


9/70  (13%) 

15/68  (22%3 
5/14  (36%) 


18/173  (11%) 

9/128  ( 7%)  19/44  (44%) 

7/7  (100%) 
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tion  of  radiotherapy  and  surgery  for  osteogenic 
sarcoma.  It  has  been  the  policy  at  Westminster 
Hospital,  London,  to  deliver  approximately  7,500 
rads  in  6-7  weeks  to  the  entire  involved  bone  if  the 
osteogenic  sarcoma  did  not  appear  in  a previously 
existing  Paget’s  disease.  If  no  evidence  of  distant 
metastases  was  found  after  observation  for  six 
months,  the  limb  was  amputated.  About  one-third 
of  the  patients  actually  have  an  amputation.  Five- 
year  survival  for  all  cases  is  approximately  26  per 
cent.  Although  a non-irradiated  surgical  group  was 
not  run  concurrently,  experience  elsewhere  would 
indicate  that  this  result  is  appreciably  better  than 
that  in  a non-irradiated  surgical  group.  Also,  two- 
thirds  of  the  patients  do  not  have  a useless  amputa- 
tion. Another  approach  to  preoperative  radiotherapy 
for  osteogenic  sarcoma  has  been  used  at  Memorial 
Hospital,  N.Y.16  Their  study  was  limited  to  patients 
aged  17  or  less.  9,000  to  12,000  rads  in  10  days 
was  given.  Amputation  was  performed  very  shortly 
thereafter.  A five-year  survival  of  24  per  cent  was 
reported.  Preoperative  radiotherapy  appears  to  im- 
prove the  chances  for  five-year  survival  of  patients 
with  osteogenic  sarcoma.  A delay  six  months  in  the 
amputation  did  not  seem  to  prejudice  survival. 

Preoperative  radiotherapy  is  now  a standard  pro- 
cedure in  the  management  of  Wilm’s  tumor  and 
neuroblastoma  in  children  at  Memorial  Hospital. 
In  1956  Ng  and  Low-Beer10  showed  that  seven  out 
of  eight  children  with  Wilm’s  tumor  who  underwent 
preoperative  radiotherapy,  nephrectomy,  and  post- 
operative radiotherapy  survived.  Since  1961  at  Me- 
morial Hospital  preoperative  irradiation  to  the  kid- 
ney is  followed  by  postoperative  administration  of 
actinomycin  D.  Eight  children  have  been  so  treated, 
seven  are  alive  as  of  March,  1965. 

MODERATE  DOSE  OF  RADIATION 

The  accumulated  experience  with  smaller  doses 
of  irradiation  and  surgery  at  a shorter  interval  has 
attracted  a great  deal  of  attention  in  the  last  few. 
years.  Generally  a dose  of  2-000-3,000  rads  in  one 
to  three  weeks  is  followed  by  surgery  one  to  two 
weeks  later.  This  approach  had  its  origin  in  the 
premegavoltage  days  of  radiotherapy  when  larger 
doses  of  irradiation  to  large  fields  carried  conside- 
rable risk.  Table  IV  lists  the  reports  in  the  litera- 
ture. 

Of  1786  patients  with  rectosigmoid  carcinoma 
who  were  admitted  to  the  Rectal  Service  of  Memo- 
rial Hospital  between  1939  and  1951,  1276  were 
explored  and  970  were  resected.  498  of  these  cases 
had  preoperative  radiation.17  The  remainder  had 
not.  No  other  difference  in  the  two  groups  of  pa- 
tients has  been  identified.  After  a tumor  dose  of 
approximately  1500  rads  in  eight  to  ten  days  there 
was  no  appreciable  difference  in  the  five-year  sur- 
vival for  Duke’s  A or  B cases.  The  five-year  sur- 


vival for  Duke’s  C cases  improved  to  37  per  cent 
from  23  per  cent.  18  19  This  study  is  currently  being 
re-evaluated  in  a prospective  clinical  trial  where 
cases  are  randomly  assigned  either  to  radiation  or 
immediate  surgery.  Since  1961,  over  100  cases  have 
now  been  accumulated  in  this  study.  It  is  hoped 
that  within  the  next  year  a critical  analysis  of  this 
trial  will  be  available. 

Fletcher  et  al.1  indicated  from  their  work  on 
selected  material  that  a short  course  of  preoperative 
radiotherapy  prior  to  a radical  neck  dissection  re- 
duced the  recurrence  rate  in  the  neck  without  in- 
creasing the  morbidity  of  this  procedure.  At  Me- 
morial Hospital,  where  radical  neck  dissection  is  con- 
sidered the  treatment  of  choice  for  resectable  neck 
metastases,  there  has  been  a local  recurrence  rate 
in  the  resected  neck  of  approximately  40  per  cent 
at  one  year.  Since  1960  a prospective  randomized 
clinical  trial  has  been  underway  for  patients  suitable 
for  radical  neck  dissection.20  2,000  rads  to  the  sub- 
cutaneous tissue  is  delivered  with  a 18  Mev.  electron 
beam.  Surgery  was  performed  the  following  week. 
The  number  of  patients  is  still  small  and  many  dif- 
ferent primary  sites  are  involved.  However,  it  is 
tentatively  concluded  that  this  dose  of  radiation  is 
capable  of  modifying  the  tumor,  of  diminshing  the 
local  implantation,  or  of  sufficiently  devitalizing  the 
cells  so  that  they  do  not  recur  in  the  area  of  prior 
irradiation.  This  study  continues. 

Moderate  doses  of  irradiation  have  been  tried  in 
carcinoma  of  the  breast  as  well.  Borgstrom  and 
Lindgren  21  reported  in  1962  that  1,500  rads  in  eight 
days  to  the  breast  did  not  appreciably  change  the 
five-year  results  in  early  cases.  On  the  other  hand 
a review  of  the  experience  at  the  University  of  Kan- 
sas reported  bv  Tice22  in  1960  concluded  that  1.500- 
2,(500  rads  protracted  over  a long  period  of  time  in 
selected  cases  resulted  in  very  good  five-  and  ten- 
year  survival.  The  total  number  of  patients  in  each 
category  is  small,  and  the  results  are  obviously 
without  statistical  significance. 

Nakayama23  has  reported  remorkable  figure  for 
carcinoma  of  the  middle  third  of  the  esophagus.  In 
contrast  to  the  negligible  survival  after  surgery 
reported  by  Sweet  or  after  radiation  by  Smithers, 
Nakayama  reported  44  per  cent,  three-year  survival 
with  radiation  and  22  per  cent  without  radiation 
prior  to  surgery.  (Table  V).  If  no  nodes  were  found 
at  surgery,  seven  out  of  seven  patients  survived  aft- 
er radiation  and  surgery  and  five  out  of  fourteen 
survived  with  surgery  alone.  Nakama  gave  most 
of  his  cases  2,000  rads  in  one  week  followed  by  sur- 
gery the  next  week.  He  reports  little  increase  in 
operative  complication  rate.  He  finds  that  the  opti- 
mal interval  between  radiation  and  operation  is 
between  four  and  seven  days. 

(Continued  on  next  page) 
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Bloedorn  et  al.24  have  advocated  the  use  of  radio- 
therapy and  surgery  for  carcinoma  of  the  lung.  They 
report  that  patients  who  are  found  to  be  inoperable 
at  exploratory  throacotomy  are  referred  for  radio- 
therapy. A tumor  dose  of  4.000  rads  is  delivered  in 
approximately  four  weeks.  A second  surgical  pro- 
cedure is  that  performtd  two  months  after  the  last 
x-ray  treatment.  Of  the  57  cases  considered  for 
combined  therapy,  26  were  initially  inoperable  and 
subsequently  were  subjected  to  resection.  22  to 
pneumonectomy,  and  four  to  lobectomy.  Thirteen 
of  these  patients  were  alive  at  the  time  of  the  report, 
nine  for  periods  of  nine  months  to  four  years.  What 
is  tsriking  in  this  study  despite  the  small  number 
of  patients  is  the  high  percentage  of  patients  who 
had  resection  after  irradiation  and  the  high  rate  of 
sterilization  of  mediastinal  lymph  node  metastases. 
This  preliminary  study  formed  the  basis  of  a na- 
t:onal  cooperative  study.  Within  a year  or  two  a 
large  number  of  cases  will  be  available  for  analysis. 

Kottmeier25  has  reported  essentially  a doubling 
of  his  five-year  survival  in  advanced  cases  of  car- 
cinoma of  the  ovary  after  using  the  following 
technique:  if  at  laparotomy  it  is  found  that  the 
carcinoma  has  extended  beyond  the  capsule  of  the 
ovary  and  is  involving  the  pelvic  structures  but  has 
not  extended  out  of  the  true  pelvis,  he  does  not  at- 
tempt to  excise  the  tumor  at  this  time.  The  patient 
then  receives  3.000  rad  tumor  dose  to  the  pelvis 
in  approximately  three  weeks.  Three  to  four  weeks 
later  a second  laparotomy  is  performed.  The  pre- 
viously inoperable  tumor  is  now  operable  in  a large 
number  of  cases.  His  5-year  survival  rate  was  35 
per  cent  for  such  patients.  Long  and  Sala26  also 
advocated  preoperative  radiotherapy  for  locally  ad- 
vanced carcinoma  of  the  ovary  based  on  the  obser- 
vation that  eight  of  seventeen  patients  receiving 
radiation  before  radical  resection  survived  seven 
years  or  longer. 

INTERSTITIAL  IMPLANTATION 

Interstitial  implantation  at  the  time  of  surgery 
has  the  advantage  that  it  can  give  a higher  tumor 
dose  with  a smaller  dose  to  the  surrounding  normal 
tissue  than  with  external  radiation.  The  implant 
may  be  permanent  or  removable.  A permanent  im- 
plant is  usually  a simple  procedure.  A removable 
implant  may  give  better  dose  distribution  and  the 
total  dose  can  be  adjusted  to  account  for  the  irre- 
gularities of  the  implantation  by  choosing  the  time 
of  removal.  The  after-loading  techniques  developed 
by  Henschke  et  al.  for  this  kind  of  problem  has 
been  successful  in  an  occasional  carcinoma  of  the 
lung  and  pancreas,  but  for  the  most  part  their  use 
is  primarily  for  palliative  treatment.27 

DISCUSSION 

Combined  radiation  and  surgery  should  not  be 
considered  if  the  patient  has  distant  metastases  or 


has  a very  small  primary  lesion  with  no  regional 
nodes.  The  situation  optimal  for  combined  treat- 
ment is  that  in  which  the  patient  has  neither  a very 
high  nor  a very  low  probability  of  survival.  In  the 
former  instance  it  is  not  necessary.  In  the  latter 
it  is  not  sufficient. 

The  question  is  not  whether  the  combination  of 
radiotherapy  and  surgery  is  feasible  or  practical, 
but  why  does  it  improve  the  overall  results.  For 
high  doses  the  usual  concepts  of  radiation  death  by 
intracellular  events  primarily  in  the  nucleus  seem 
reasonable.  With  the  development  of  tissue  culture 
techniques  by  Puck.28  a mathematically  definable 
relationship  between  dose  and  effect  at  a cellular 
level  for  in  vitro  normal  and  malignant  cells  has 
been  demonstrated  by  Elkind29  and  Hewitt.  30  As 
it  currently  stands  the  model  suggests  that  the 
fewer  the  radiation  fractions,  the  more  effective  a 
given  dcse  will  be.31  In  tissue  culture  normal  and 
cancer  cells  respond  very  similarly  to  doses  of  ra- 
diation. Therefore,  this  model  does  not  give  a 
measure  of  the  therapeutic  ratio  necessary  in  clini- 
cal practice  for  destruction  of  cancer  cell  and  sur- 
vival of  the  normal  tissue  exposure  to  radiation. 
For  Bulky  primary  tumors  or  for  patients  with 
regional  nodes  with  the  exception  of  carcinoma  of 
the  cervix,  high  dose  irradiation  alone  has  little 
chance  of  achieving  its  objective.  The  reasons  for 
this  are  poorly  understood,  and  unfortunately  sur- 
gery alone  also  fails  more  often  than  not  when  used 
as  a sole  method  for  curative  management  in  these 
patients.  It  seems  reasonable  to  suppose  that  the 
probability  of  successful  removal  by  the  surgeon  will 
be  enhanced  if  radiation  is  used  to  reduce  the  bulk 
of  such  tumors.  This  appears  to  be  possible  without 
increasing  operative  morbidity.  It  is  stressed  that 
this  is  so  if  and  only  if  highly  skilled  radiotherapists 
and  surgeons  work  closely  together  in  executing 
combined  treatment. 

The  favorable  effect  of  moderate  doses  of  radia- 
tion is  of  great  practical  and  theorectical  interest. 
It  is  of  practical  interest  because  of  the  shorter 
time  under  irradiation  for  the  patient,  decreased 
interval  between  irradiation  and  operation,  and 
probable  decrease  in  operative  morbidity.  It  is  of 
theoretical  interest  since  it  is  difficult  to  explain 
its  effects  solely  upon  intracellular  injury.  This  is 
perhaps  best  seen  in  the  Duke's  C rectal  cancers 
where  the  five-year  cure  rate  was  nearly  doubled. 
Since  the  patient  is  still  Duke's  C after  irradiation, 
clearly  the  cancer  cells  are  found  in  the  lymph  nodes 
the  basis  for  the  C staging.  The  streilization  of 
lypmh  nodes  or  the  disappearance  at  any  time  of 
cancer  cells  has  not  occurred. 

There  is  much  evidence  that  tissue  controlling 
factors  of  one  kind  or  another  play  a part  in  tumor 
regression  just  as  they  do  in  tumor  development. 
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These  have  been  brought  together  under  tthe  term 
“tumor  immunity”  or  “auto-immunity”  against 
cancer.  The  mechanisms  of  introcellular  effects  of 
radiation  on  this  process  are  even  less  well  under- 
stood. Cohen  and  Cohen32  and  Haddow  and  Alex- 
ander 33  have  presented  evidence  working  with  vari- 
ous tumors  in  animals  that  irradiation  of  one  tumor 
modifies  the  radiosensitivity  of  other  tumors  in  the 
same  host.  An  immunological  interpretation  of  the 
sensitizing  action  is  plausible  although  direct  proof 
is  lacking.  What  is  important,  however,  is  that  an 
event  outside  the  tumor  cell  has  been  described 
which  is  consistent  with  the  clinical  impression  that 
control  of  cancer  is  not  dependent  entirely  upon 
intracellular  events.34  Preoperative  radiation  may 
not  only  injure  the  cell  but  may  enhance  the  pa- 
tient’s ability  to  restrain  or  even  destroy  the  cancer 
cells.  Further  study  of  these  hypotheses  may  in- 
crease our  understanding  of  low  dose  preoperative 
radiotherapy  and  its  role  in  the  management  of 
cancer. 

Meaningful  information  which  will  lead  us  to 
choose  the  right  form  of  treatment  for  a particular 
condition  commonly  requires  the  execution  of  a 
prospective  clinical  trial.  By  this  is  meant:  “A 
carefully  and  ethcally  designed  experiment  with 
the  aim  of  answering  one  precisely  framed  question. 
In  its  most  vigorous  form  it  demands  equivalent 
groups  of  patients  concurrently  treated  in  different 
ways.  These  groups  are  constructed  by  the  random 
allocation  of  patients  to  one  or  another  treatment.”35 
The  design  of  experiments  to  look  for  clinically 
worthwhile  differences  between  two  forms  of  treat- 
ment is  an  extremely  difficult  problem  and  requires 
the  advice  and  cooperation  of  biostatisticians  at  the 
very  initiation  of  the  study.36 

CONCLUSION 

Sufficient  experience  has  accumulated  in  the  last 
quarter  century  for  us  to  believe  that  the  judicious 
association  of  radiation  and  surgery  can  improve 
our  ability  to  sure  and  control  cancer.  -Properly  de- 
signed prospective  clinical  trials  based  upon  the 
very  best  surgical  approaches  to  the  particular  can- 
cer combined  with  the  best  planned  precision  radio- 
therapy available  are  not  only  possible  and  ethical 
but  will  prove  most  meaningful  in  the  improvement 
of  the  management  of  malignant  disease. 
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Cold  has  been  used  for  centuries  in  an  attempt 
to  slow  metabolism  or  to  destroy  tissue.  The  basic 
problem  has  been  inability  to  maintain  sustained, 
controled  subfreezing  temperatures. 

Irving  S.  Cooper1  in  cooperation  with  Union  Car- 
bide Corp.  developed  for  use  in  neurosurgery  a 
cold  producing  unit  which  has  oversome  this  prob- 
lem. The  application  of  this  form  of  tissue  destruc- 
tion in  many  branches  of  medicine  over  the  past 
five  years  has  been  of  great  interest. 

Several  basic  questions  regarding  the  actions  of 
cold  in  causing  tissue  destruction  remain  unan- 
swered. Studies  show  that  thrombosis  of  the  smaller 
blood  channels  and  rupture  of  cell  membranes  are 
the  primary  pathophysiologic  change,  in  the  organs 
treated.  The  mass  of  tissue  affected  depends  upon 
the  temperature,  the  area  of  the  heat  extracting 
source  (probe),  and  the  length  of  application.  The 
unanswered  questions  relate  to  the  time  of  move- 
ment of  a cold  wave  through  the  tissue  mass  and 
its  effect  on  the  surrounding  structures.  An  area 
of  reversibility  always  surrounds  the  destroyed  tis- 
sue, which  may,  however,  appear  to  be  frozen  solid. 
Fortunately,  this  is  not  a serious  problem  when 
dealing  with  gross  tissues  such  as  tonsils,  but  for 
more  selective  destruction  this  phenomenon  requires 
further  study. 

The  most  refined  applications  of  crytherapy  are 
in  opthalmology,  where  it  is  used  for  lens  extract 
and  for  retinal  detachment  repair.  Dentists  are  ex- 
perimenting with  its  use  in  peridontics;  surgeons 
have  applied  cold  for  control  of  benign  and  malig- 
nant tumors  in  all  areas  of  the  body.2 

The  advantages  are:  relatively  painless  applica- 
tion. as  cold  provides  anesthesia  in  most  instances; 
no  bleeding,  2s  there  is  no  incision;  availability  for 
office  use:  and  an  apparent  immunologic  effect  re- 
sulting from  the  stimulation  of  antibody  formation 
by  the  dying  cells. 

I became  interested  in  cryosurgery  two  years  ago 
in  an  effort  to  find  a better  therapy  for  nasopharyn- 
geal carcinoma.  I worked  first  with  canine  tonsils, 
as  they  were  easily  visible  and  did  not  require  ani- 
mal sacrifice  for  evaluation.  The  Cooper  Cryosur- 


gical Unit  was  used.  The  results  respecting  tonsil 
atrophy  were  remarkable,  and  there  appeared  to 
be  no  significant  adverse  effect  upon  the  eating 
habits,  temperature,  or  general  demeanor  of  the 
animals.  Fifteen  tonsils  were  frozen  with  no  com- 
plications of  any  type.  The  common  carotid  artery 
had  been  intentionally  frozen  by  Cooper  with  no 
bleeding  problem.  Subsequently,  the  carotid  bifur- 
cation was  frozen  in  treating  a carotid  body  tumor; 
there  was  no  bleeding  after  eleven  months.3 

Selected  adult  volunteers  underwent  tonsil  freez- 
ing with  use  of  the  Cooper  unit.  Temperatures  of 
— 196C.  were  used  for  4-6  minutes.  Problems  arose, 
however,  with  the  uvula  and  tonge  becoming  ad- 
herent to  the  unshielded  probe  and  frozen  tissue. 
Because  of  this.  Frigitronics  Incorporated,  of 
Bridgeport,  Connecticut  was  consulted.  This  com- 
pany had  had  extensive  experience  in  the  cryosur- 
gical field  working  with  ophthalmological  instru- 
ments. We  now  have  a portable  machine  which  uses 
Frecn  supplied  in  small,  high  pressure  containers 
which  may  be  shipped  by  mail  and  stored  easily. 
Temperatures  to  — 80  C.  may  be  obtained. 

The  probe  element  is  shielded,  and  there  is  a 
defroster  in  the  tip  for  rapid  release  of  the  appli- 
cator. 

Forty  adults  have  been  treated  by  my  associates 
and  me.  The  time  of  application  has  been  about 
five  minutes  to  each  tonsil.  Initially,  I used  only 
a topical  throat  spray,  but  patients  are  generally 
more  comfortable  after  local  infiltration  with  Xylo- 
caine.  Many,  however,  have  preferred  no  anesthesia. 

Over  the  first  12-24  hours  there  is  moderate 
edema  of  the  tissues  with  discomfort  rather  than 
pain.  Pain  of  moderate  to  severe  degree  starts  after 
about  24  hours  and  lasts  from  three  days  to  one 
week.  The  pain,  however,  is  about  50  per  cent  of 
that  after  surgical  excision,  as  reported  by  patients 
who  had  one  tonsil  frozen  and  the  other  removed. 

White  areas  of  necrosis  appear  in  12-36  hours, 
and  some  sloughing  of  tissue  occurs  for  3-5  days. 
There  has  been  no  aspiration  problem.  Bleedinng 
initially  has  net  occurred,  but  one  patient  had  a 
severe  hemorrhage  during  the  second  week  after 
treatment  and  another  slight  bleeding  on  the  fifth 
day.  This  is  generally  much  less  than  the  blood 
loss  in  surgical  tonsillectomy. 

Total  tonsil  destruction  has  not  been  achieved, 
but  there  have  been  no  recurrences  of  tonsillitis 
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up  to  18  months  after  surgery,  except  in  one  pa- 
tient. The  remaining  tissue  can  be  refrozen  if  symp- 
tons  recur. 

We  have  had  one  remarkable  response  in  an  epi- 
dermoid carcinoma  of  the  floor  of  the  mouth  in  a 
ninety  year  old  male.  All  evidence  of  the  tumor  dis- 
appeared in  six  weeks. 

Palliation  of  hypopharyngeal,  larygeal,  sinus,  and 
skin  carcinomas  have  been  obtained  with  relief  of 
severe  pain  in  many  cases.  One  dental  patient  hav- 
ing Christmas  disease  had  received  32  units  of 
blood  due  to  loss  from  a tooth  extraction.  The  probe 
was  applied  to  tht  socket  for  three  minutes,  and 
the  bleeding  stopped  permanently.  The  application 
of  cryosurgery  to  epistaxis  is  being  evaluated. 

The  uses  of  cryotherapy  are  many.  The  advan- 
tages of  decreased  bleeding  and  office  application 
particularly  warrant  further  investigation. 

SUMMARY 

The  uses  of  cryotherapy  are  outlined  and  in  par- 
ticular the  applications  to  otolaryngology.  A new 
cryotherapy  applicator  is  discussed,  and  the  effect 
of  therapy  in  chronic  tonsillitis  is  reported. 

REFERENCES 

'Cooper,  I.  S. : Cryogenic  Surgery.  A New  Method  of 
Destruction  or  Extirpation  of  Benign  or  Malignant 
Tissues.  New  England  J.  Med.  268:743,  April  4,  1963 
2Cahan,  W.  G. : Cryosurgery  of  Malignant  and  Benign 
Tumors.  Fed.  Proc.  24:241,  March-April  1965  (No.  2) 
T'mith,  M.  F. : Personal  Communication 


TREATMENT  OF  CARDIAC 
ARRHYTHMIAS 

(Continued  from  Page  537) 

I.:  Use  of  Pronestyl  in  the  Treatment  of  Ectopic 
Rhythm.  Am.  J.  Med.  11:431,  1951 
3Pascale,  L.  R. ; iBernstein,  L.  M.;  Schoolman,  H.  H., 
and  Foley,  E.  F. : Intravenous  Procaine  Amide  in 
the  Treatment  of  Cardiac  Arrhythmias.  Am.  Heart  J. 
48:110,  1954 

'Bellet,  S. ; Clinical  Disorders  of  the  Heart  IBeat.  Sec- 
ond Edition.  Lea  & Febiger,  Phil.,  1963 
"Hansen,  W.  R. ; McClendon,  R.  L.,  and  Kinsman, 
J.  M. : Auricular  Fibrillation;  Hemodynamic  Studies 
Before  and  After  Conversion  with  Quinidine.  Am. 
Heart  J.  44:499,  1952 

"Yount,  E.  H. ; Rosenblum,  M.,  and  McMillan,  R.  L. : 
Use  of  Quinidine  in  Treatment  of  Chronic  Auricular 
Fibrillation;  Results  Obtained  in  a Series  of  155  Pa- 
tients. Arcli.  Int.  Med.  89:63,  1952 
’Bellet,  S. ; Finklestein,  D.,  and  Gilmore,  H. ; Study  of 
a Long-Acting  Quinidine  Preparation.  Arch.  Int.  Med. 
100:750,  1957 

*Lown,  B. ; Amarasirgham,  R. ; Neuman,  J.,  and  Ber- 
kovitz,  B.:  The  Use  of  Synchronized  Direct-Current 
Countershock  in  the  Treatment  of  Cardiac  Arrythm- 
ias.  J.  Clin.  Invest.  41  : 1381,  1962 
“Muller,  O.  F. ; Bellet,  S. ; Takagi,  M. : (In  Press) 
’“Askey,  J.  M.;  Hemiplegia  Following  Carotid  Sinus 
'Stimulation.  Am.  Heart  J.  31  : 131 , 1946 
"iBellet,  S. ; Zeeman,  S.  E.,  and  Hirsch,  S.  A. 
Intramuscular  Use  of  Pronestyl  (Procaine  Amide). 
Am.  J.  Med.  13:145,  1952 

'“Greeley,  H.  P. ; Smedal,  M.  I.,  and  Most,  W. : Treat- 


545 

ment  of  the  Carotid-Sinus  Syndrome  by  Irradiation. 
New  England  J.  Med.  252:91,  Jan.  20,  1955 
1 3page,  I.  H.,  and  Olmstead,  F. : Influence  of  Respira- 
tory Gas  Mixtures  on  Arterial  and  Vascular  Reac- 
tivity in  “Normal”  and  Hypertensitive  Dogs.  Circu- 
lation 3:801,  1951 

“Weil,  M.  H. ; Current  Concepts  on  the  Management 
of  Shock.  Circulation  16:1097,  1957 


MANAGEMENT  OF  MALIGNANCIES 

(Continued  from  Page  543) 

25Kottmeier,  H.  L. : The  Value  of  Irradiation  and 
Chemotherapy  in  the  Treatment  of  Ovarian  Malig- 
nancies. Book  of  Abstracts,  Tenth  International 
Congress  of  Radiology,  1962,  P.  181 
26Long,  R.  T.  L.,  and  Sala,  J.  M.:  Radical  Pelvic  Sur- 
gery Combined  With  Radiotherapy  in  the  Treatment 
of  Locally  Advanced  Ovarian  Carcinoma.  Surg. 
Gynec.  & Obst.  117:201,  1963 
27Henschke,  U.  K.,  and  Hilaris,  B.  S. : Interstitial  Im- 
plantation and  Intracavitary  Application  of  Encap- 
sulated Gamma  Ray  Sources.  Nuclear  Medicine.  Ed. 
Wm.  H.  Bland,  in  press. 

2SPuck,  T.  T. ; Marcus,  P.  I.,  and  Cieciural,  S.  J.  : 
Clonal  Growth  of  Mammalian  Cells  in  Vitro.  J. 
Exper.  Med.  103 :273,  1956 

29Elkind,  M.  M. : Cellular  Aspects  of  Tumor  Therapy. 
Radiology  74  :529,  I960 

30Hewitt,  H.  B.,  and  Wilson,  C.  W. : A Survival  for 
Mammalian  Leukaemia  Cells  Irradiated  in  Vivo. 
Brit.  J.  Cancer  13:69,  1959 

31Fowler,  J.  E. : The  Estimation  of  Total  Dose  for 
Different  Numbers  of  Fractions  in  Radiotherapy. 
Brit.  J.  Radiol.  38:465,  1965 
32Cohen,  A.,  and  Cohen,  L. : Radiobiology  of  the  C3H 
Mouse  Mammary  Carcinoma  : Effect  of  Attenuation 
of  the  Tumour  Prior  to  Implantation  in  FI  Hybrid 
Hosts.  iBrit.  J.  Cancer  8:522,  1954 
33Haddow,  A.,  and  Alexander,  P. : An  Immunological 
Method  of  Increasing  the  Sensitivity  of  Primary 
Sarcomas  to  Local  Irradiation  With  X-rays.  Lancet 
1 .452,  Feb.  29,  1964 

34Sjnithers,  D.  W. : On  the  Nature  of  Neoplasia  in  man. 

E.  & S.  Livingstone,  Ltd.,  London,  1964 
35H ill,  A.  IB. : Principles  of  Medical  Statistics.  6th  Edi- 
tion. The  Lancet,  Ltd.,  London,  1955' 

3CNickson,  J.  J.,  and  Glicksman,  A.  S. : Clinical  Trials 
in  Radiation  Therapy  — An  Application  of  Statisti- 
cal Methods  to  Clinical  Research.  Amer.  J.  Roentge- 
ol.  In  press. 


INTERNIST  WANTED 

For  Group  Practice  in  association  with 
another  Board  Certified  Internist.  Must 
have  Board  Certification  or  eligibility, 
and  Rhode  Island  license  or  eligibility. 
Salary  arrangements  open,  and  Part- 
nership after  one  year. 

ADDRESS  EOX  6,  Rhode  Island  Medi- 
cal Journal,  106  Francis  Street,  Provi- 
dence, R.  I.  02903. 


Editorials 


NURSING  HOME  ACCREDITATION 


It  is  gratifying  that  policy  differences  between 
the  American  Medical  Association  and  the  Amer- 
ican Hospital  Association  over  nursing  home  ac- 
creditation have  been  resolved.  Presently  two  rival 
national  programs  for  accreditation  of  nursing 
homes  are  in  operation,  the  National  Council  for 
Accreditation  of  Nursing  Homes  (sponsored  jointly 
by  the  AM  A and  the  American  Nursing  Home  As- 
sociation) and  that  operated  by  the  American  Hos- 
pital Association.  The  Joint  Commission  on  Accred- 
itation of  Hospitals  has  now  agreed  to  undertake 
the  accreditation  of  nursing  homes  and  related  fa- 
cilities and  is  currently  engaged  in  working  out  the 
details  of  a suitable  program.  The  Joint  Commis- 
sion has  ruled  that  any  facilities  already  approved 
under  either  of  the  earlier  programs  will  retain  their 
accreditation  under  the  new  system.  Over  1000 
nursing  homes  have  thus  far  been  approved  by  the 
two  agencies. 

Pressure  from  several  sources  has  been  responsible 
for  resolving  the  dilemma  resulting  from  the  exist- 
ence of  the  rival  accrediting  agencies.  A section  in 
the  new  Federal  Medicare  law  provides  that  the 
Secretary  of  HEW  may  accept  the  recommendations 
of  a “recognized  national  body”  that  “an  extended 
care  facility  is  qualified.”  In  addition  Blue  Cross 
and  health  and  welfare  agencies  which  have  had  the 
responsibility  of  covering  the  costs  of  such  care  have 
made  their  influence  felt.  One  of  the  important 
points  to  be  resolved  is  whether  a formal  link  be- 
tween a nursing  home  and  a specific  hospital  will 
be  required. 

There  are  now  in  existence  some  70,000  nursing 
homes.  While  25.000  of  these  may  be  considered  as 
reasonably  satisfactory,  only  5.000  meet  the  stan- 
dards set  by  the  Federal  Medicare  legislation.  The 


great  majority  of  nursing  homes  are  proprietary 
institutions  run  for  profit. 

In  the  long  run  the  establishment  of  a single 
accrediting  agency  will  have  a salutary  effect  in 
improving  nursing  home  and  extended  care  facilities. 
The  magnitude  of  the  problem,  however,  is  such 
that  a virtual  revolution  in  nursing  home  manage- 
ment will  be  necessary  if  communities  are  to  pro- 
vide beds  of  adequate  quality  and  in  sufficient 
number  to  meet  the  national  need  — a need  which 
will  be  greatly  multiplied  by  the  new  legislation.  It 
is  our  belief  that  the  springing  up  of  proprietary 
homes  to  take  advantage  of  the  availability  of  new 
money  is  indeed  unfortunate  and  a development 
which  will  on  the  whole  further  complicate  the 
problem.  Certainly  in  the  sphere  of  hospital  care, 
the  great  growth  of  non-profit  organizations  and 
the  virtual  disappearance  of  profit-making  hospitals 
has  on  the  whole  been  a very  desirable  develop- 
ment. Public-spirited  community  groups  must  or- 
ganize as  non-profit  corporations  to  finance  the 
construction  and  operation  of  nursing  homes  and 
extended  care  facilities.  To  encourage  such  groups  it 
would  seem  that  Federal  matching  funds  must  be 
made  available  analogous  to  the  Hill-Burton  grants 
for  hospital  construction.  While  affiliation  with 
hospitals  may  be  feasible,  or  even  desirable,  this 
affiliation  should  not  be  mandatory.  It  is  under- 
standable that  the  boards  of  trustees  of  existing 
ho^nita's  cannot  readily  take  the  initiative  in  this 
field  considering  the  financial  burdens  that  they 
already  have  to  bear.  A new  public  approach  to  the 
nroblem  of  providing  more  nursing  homes  through 
the  establishment  of  interested  community  non- 
profit groups  is  long  overdue.  New  leadership  and 
initiative  in  this  field  must  be  developed  and  en- 
couraged. 


ABUSE  OF  THE  NASOGASTRIC  TUBE 


About  thirty  years  ago  a prominent  surgeon 
concluded  that  the  invention  of  the  Levin  tube 
was  the  most  important  development  in  medicine 
since  the  invention  of  tthe  stethoscope  and  sug- 
gested that  every  surgical  intern  should  carry  one 
in  his  pocket.  About  that  time  Wangensteen  intro- 


duced his  famous  (albeit  marvellously  inefficient) 
suction  apparatus.  Then  came  the  Miller-Abbott 
long  intestinal  tube,  followed  by  a galaxy  of  modifi- 
cations. This  was  an  important  series  of  develop- 
ments in  surgical  care,  but  much  water  has  since 
gone  under  the  bridge. 
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Serious  complications  have  been  reported  from 
the  prolonged  use  of  all  of  these  tubes,  and  the 
long  tube  has  been  responsible  for  accidents  of  a 
specialized  nature  below  the  level  of  the  pylorus. 

What  is  more  difficult  to  document  is  the  untold 
misery  produced  by  the  unnecessary  introduction 
of  the  stomach  tube  (the  nasogastric  tube  is  the 
one  now  commonly  used),  or  its  use  for  unneces- 
sarily prolonged  periods.  Its  role  in  the  production 
of  pulmonary  complications  through  discouragement 
of  coughing  and  stimulation  of  secretions  is  largely 
undocumented  and  is  undoubtedly  substantial.  It 
is  certainly  used  in  many  operations  where  it  is 
totally  unnecessary.  Its  use  is  not  essential  in  many 
gall-bladder  operations  or  even  in  many  gastro- 
intestinal procedures,  particularly  in  the  lower  bow- 
el. If  need  arises  for  emptying  the  stomach  or  test- 
ing residual  during  the  postoperative  period,  this 


can  often  be  accomplished  on  an  intermittent  basis, 
with  removal  of  the  tube  after  its  immediate  work 
has  been  done. 

The  introduction  in  recent  years  of  the  incidental 
gastrostomy,  particularly  in  elderly  patients,  has 
been  a very  valuable  development.  It  is  comfortable 
and  relatively  free  of  complications.  It  is  a desirable 
adjunct  where  the  need  for  decompression  is  likely 
and  when  it  is  a technically  feasible  procedure. 

In  the  long  run  we  can  generalize  in  this  way. 
Nasogastric  decompression  is  a valuable  adjunct 
to  surgery,  can  prevent  much  morbidity,  and  may 
be  lifesaving.  It  is,  however,  uncomfortable  for  the 
patient,  can  cause  both  mild  and  serious  compli- 
cations, and  should  be  used  only  for  clear-cut  indi- 
cations. When  nasogastric  intubation  is  necessary, 
it  should  be  discontinued  at  the  earliest  possible 
opportunity,  er  used  intermittently  where  feasible. 


ACCIDENTAL  DEATHS  IN  RHODE  ISLAND 


By  every  criterion  Rhode  Island  is  one  of  the 
safest  states  in  the  Union  in  which  to  live,  so  far 
as  accidental  death  is  concerned.  According  to  sta- 
tistics published  by  the  National  Center  for  Health 
Statistics  for  the  years  1962-63,  Rhode  Island  had 
during  this  period  an  annual  average  of  37.1  acci- 
dental deaths  per  hundred  thousand  population. 
The  average  in  Connecticut  was  identical,  while  in 
only  one  state,  Hawaii,  was  a better  record  (35.3) 
achieved.  The  poorest  record  was  provided  by  Alas- 
ka with  an  average  almost  three  times  higher  (104.5 
per  100,000).  The  highest  in  the  continental  United 
States  was  in  Wyoming  (86.6  per  100,000). 

In  every  state  the  largest  number  of  deaths  is 
accounted  for  by  automobile  accidents.  The  ratio  of 
fatal  automobile  accidents  to  population  by  and 
large  seems  to  be  inversely  proportional  to  the  den- 
sity of  population.  In  this  category  .Rhode  Island 
leads  the  nation  with  only  10.9  deaths  per  100.000. 
It  is  highest  in  Nevada  with  a rate  of  39.7,  almost 


four  times  as  great,  while  it  is,  for  example,  14.3 
in  New  York  and  13.7  in  neighboring  Massachu- 
setts. Approximately  one-third  of  the  motor  vehicle 
fatalities  in  Rhode  Island  (3.6  per  100,000)  are 
pedestrians. 

Falls  are  the  leading  cause  of  fatal  injury  in 
Rhode  Island,  accounting  for  almost  one-third  of 
all  accidental  deaths  (13.7  per  hundred  thousand 
out  of  a total  of  37.1).  Deaths  from  fire  and  ex- 
plosion, drowning,  and  firearms  in  Rhode  Island 
are  all  in  the  lower  categories,  if  not  the  very  low- 
est. It  is  curious  that  Alaska  has  the  highest  rates 
id  the  nation  in  all  three  categories. 

If  there  is  a lesson  in  these  statistics  it  has  to 
do  with  the  great  importance  of  automobile  acci- 
dents in  contributing  to  the  total  number  of  acci- 
dental deaths.  Rhode  Island  has  done  well  in  its 
driving  to  reduce  highway  fatalities,  but  its  efforts 
in  pursuing  this  goal  must  not  be  relaxed. 


SIRE,  CYCLES  AND  HURRICANES 


The  odds  are  better  than  even  that  in  every 
year  during  the  week  of  September  twelfth 
Rhode  Islanders  will  be  listening  to  hurricane  re- 
ports. This  fact  may  be  of  some  help  to  all  of  us 
in  planning  the  activities  for  the  week  after  Labor 
Day.  The  prediction  was  reported  at  the  ninety- 
second  monthly  meeting  of  SIRE  — the  Society  for 
the  Investigation  of  Recurring  Events  — by  Jack 
A.  Dorland,  SIRE  president. 


For  ninety-two  consecutive  months  this  crgani- 
zation,  meeting  at  the  New  York  Academy  oi  Sci- 
ence, has  reported  upon  periodic  and  cyclic  fnp'*- 
tions  in  b:ology,  medicine,  and  economics  which 
have  the  same  fascination  for  its  membrs  that  the 
perodicitv  of  diurnal  variation,  lunar  cvcle«.  sun 
spat  cvcles.  and  the  like  have  for  mod  individuals. 

Of  interest  to  physicians  are  other  subjects  which 
(Continued  on  next  page) 
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have  come  up  for  discussion  by  this  organization; 
the  20-year  cycle  in  U.  S.  presidential  deaths, 
cycles  in  mood  and  feeling,  electromagnetic  dis- 
turbances and  biological  functions,  and  biological 
cycles  in  human  beings  are  examples.  An  analysis 
of  the  subjects  covered  indicates  that  cyclic  be- 
havior is  most  noticeable  in  the  social  sphere,  es- 
pecially economics.  Next  in  prominence  is  rhythmic 
behavior  in  biology,  if  the  strictly  physical  world 
is  accepted. 

Man's  ultimate  goal  in  studying  cycles  is  to  pre- 
dict an  occurrence  which  is  not  strictly  linear,  but 
but  which  recurs,  mathematically  speaking,  accord- 
ing to  periodic  function.  The  demonstration  of  this 
periodic  function  provides  a thrilll  akin  to  that  of 
plotting  the  path  of  a boomerang  rather  than  that 
of  an  arrow. 


Despite  the  general  fascination  of  cycles,  we  are 
likely  at  this  time  to  be  most  interested  in  the  hur- 
ricane advice.  The  hurricane  season  extends  from 
the  beginning  of  June  to  the  end  of  November,  but 
eighty  per  cent  of  all  hurricanes  occur  during  Sep- 
tember, October,  and  August.  The  date,  September 
12,  should  be  carefully  noted  by  all  of  us  in  New 
England,  for  on  that  particular  day  there  is  one 
chance  in  six  that  a hurricane  will  be  in  progress. 
Even  more  significant  is  it  that  the  odds  are  better 
than  fifty-fifty  that  the  week  centered  on  Septem- 
ber twelfth  will  definitely  contain  hurricane  warn- 
ings. The  study  of  cycles  permits  the  prediction  of 
future  events;  activities  in  around  Rhode  Island 
centered  around  September  twelfth  should  take  into 
account  the  report  and  advice  of  the  Society  for  the 
Investigation  of  Recurring  Events. 


EXHIBIT:  THE  JOHN  H.  DAVENPORT  COLLECTION 

“ Familiarity  breeds  consent”  — Oscar  Fingal  O'Flahertie  Wills  Wilde 


Contempt,  or  at  least  indifference,  to  the  local, 
native  and  indigenous  is  so  universally  understood 
that  the  humor  of  Oscar  Wilde's  remark  is  instantly 
appreciated.  Only  by  travelling  and  by  comparison 
can  one  ever  appreciate  what  one  has  at  home. 
The  Davenport  Collection,  an  extraordinary  treas- 
ure of  the  Library  of  the  Rhode  Island  Medical 
Society,  is  the  object  of  renewed  pride  and  interest, 
due  in  no  small  part  to  the  publicity  attendant  upon 
the  excellent  Berg  Collection  Exhibit  of  literary7 
doctors  of  medicine,  held  at  the  New  York  Public 
Library  this  year.  This  worthy  exhibit  warrants  a 
visit  to  the  New  York  Public  Library.  There  is 
breadth  in  the  material  covered,  first  editions  to  be 
seen,  and  names  in  the  exhibit  of  indidiuals  not 
known  to  us  as  having  taken  the  medical  discipline. 
Gertrude  Stein  is  an  example. 

The  chief  value  of  the  Berg  Collection  to  us  is 
that  it  focuses  our  attention  upon  the  extraordinary 
collection  of  eighteen  hundred  volumes  of  the  works 
of  literary  doctors  of  medicine  in  our  own  Library 
of  the  Rhode  Island  Medical  Society.  The  first 
twelve  hundred  volumes  were  collected  by  the  late 
John  H.  Davenport,  M.D.,  an  outstanding  Provi- 
dence obstetrician  and  gynecologist,  who,  before  he 
died  in  1928,  gave  the  collection  to  the  Society. 

Doctor  Davenport  had  the  unique  distinction  of 
holding  an  M.D.  degree  both  from  the  LTniversity 
of  Vermont  and  from  Harvard  L’niversitv;  and  it 
was  at  the  latter  institution  that  he  received  instruc- 
tion from  Doctor  Oliver  Wendell  Holmes  who,  while 
teaching  him  a scientific  discipline,  imbued  him 
with  the  spirit  of  the  humanities  more  than  had 
Davenport’s  college  teachers  whose  primary  interest 
w:as  in  the  humanities. 


Many  have  passed  the  locked  cases  in  the  con- 
ference room  of  our  Library  which  contain  the  Dav- 
enport Collection  assuming,  possibly,  that  they  are 
merely  for  storage  of  little  used,  superannuated 
annals  of  medical  science.  But  these  glass  cases  con- 
tain priceless  editions  of  the  most  classical  literary 
works  of  physicians,  chosen  with  great  taste  and 
discrimination  by  John  Davenport.  His  gift  to  the 
Society  also  included  a fund  for  the  maintenance 
of  this  collection,  thereby  making  possible  new  pur- 
chases w7hich  now  account  for  six  hundred  volumes 
over  the  past  thirty  years.  These  volumes  are  avail- 
able for  general  circulation  and  are  easily  found 
in  the  library  reading  room. 

In  this  issue  of  the  JOLTRXAL  is  An  Appreciation 
of  John  H.  Davenport  and  a review  of  the  original 
catalogue.  During  the  ensuing  months  exhibits  from 
the  collection  have  been  arranged  by  Mrs.  Helen 
Dejong,  our  librarian,  and  the  exhibit  will  follow 
the  schema  of  classification  in  Doctor  Davenport's 
privately  published  catalogue.  The  tentative  sched- 
ule is  a follows: 

October : Doctor  Davenport  and  His  Collection; 
November : The  Story-Tellers  (novelists,  Sherlock 
Holmes,  and  others);  December:  The  Poets;  Jan- 
uary: The  Artists;  February:  Non-Fiction  (essays, 
philosophy,  and  the  like);  March:  The  Travellers. 

We  cannot  impose  culture,  but  we  do  invite  those 
of  mind  and  spirit  kindred  to  that  of  Oliver  Wen- 
dell Holmes,  Oliver  Goldsmith,  Sir  Arthur  Conan 
Doyle,  John  Keats,  George  Clemenceau,  Hector 
Berlioz,  Axel  Munthe,  and  Somerset  Maugham  to 
visit  the  library  and  view  these  exhibits  and  the 
Davenport  Collection. 
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22nd  Annual 

New  England  Postgraduate 

Assembly 

NOVEMBER  3,  4 and  5,  1965 

Statler  Hilton  Hotel  Boston,  Mass. 

Registration  Fee  $15 

• Panels  on:  Surgical  Emergencies,  Medical  Emergencies,  Medical  vs. 
Surgical  Jaundice,  Nutritional  Aspects  in  the  Prevention  of  Vascular 
Disease,  Problems  of  Hemostasis,  Problems  of  Peptic  Ulcer,  The 
Tranquilizers  — their  Value  and  Dangers,  Psychiatry,  Chronic  Rheu- 
matoid Arthritis  — Complications  and  their  Management,  Pyelone- 
phritis, Chonic  Obstructive  Lung  Disease 

• Symposum  on  Trauma  — “What’s  New  in  the  Old  Field” 

• CPC  — by  Massachusetts  General  Hospital 

• Luncheon  Speakers  — Diets,  Hyperparathyroidism,  Medical  Talks  — 
the  Transmitter  and  the  Receiver 

• Lectures:  “Weakness  and  Easy  Fatiguability,”  “Human  Chromosomal 
Studies,”  “Newer  Technique  in  Conception  Control,”  “Recent  Prog- 
ress in  the  Diagnosis  and  Treatment  of  Syphilis  and  Gonorrhea,” 
“The  Coronary  Prone  Individual,”  “Functional  Gastrointestinal  Dis- 
ease,” “Late  Radiation  Effects  in  the  Populations  of  Hiroshima  and 
Nagasaki,”  “Office  Management  of  Esophageal  Disorders,”  "New 
Penicillin,”  “Diabetes,”  “Neurological  Abnormalities  Associated  with 
Malignant  Disease,”  “A  Look  Into  the  Future  — the  Role  of  Com- 
puters n Small  Hospitals” 

Wednesday  Evening:  How  to  Live  with  MEDICARE 

For  Advance  Program  write  to: 

Council  of  the  N.  E.  State  Medical  Societies 
Mr.  Getty  Page,  Secretary 
128  Merchants  Row 
Rutland,  Vermont  05701 
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“...it  is  extremely  difficult  and  sometimes  impossible  to  differentiate  between 
‘pure  depression  and  anxiety  and  it  is  questionable  whether  depression  with- 
out a certain  degree  of  anxiety  really  exists.” 

Lehmann,  H.  E..  Canad.  Psychiat.  Assn.  J.  4(S)\  1-12,  1959 


a 
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An  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


As  many  physicians  have  reported,  the  large 
majority  of  neurotic  depressed  patients  suf- 
fer  from  both  depression  and  anxiety.  It 
may  be  difficult  to  decide  whether  these 
patients  are  primarily  depressed  or  pri- 
marily anxious.  And  yet  drug  treatment  of 
only  the  symptom  which  seems  more 
prominent  may  exacerbate  the  untreated 
element  of  the  depression  complex. 
Consequently,  it  would  seem  that  therapy 
specifically  aimed  at  both  the  depression 
and  associated  anxiety  and  tension  should 
increase  success  in  treatment. 

This  is  one  of  the  important  reasons  why 
‘Deprol’  has  proved  particularly  helpful. 
For  ‘Deprol’  acts  rapidly  both  to  lift  the 
mood  and  to  relieve  the  associated  anxiety, 
tension  and  insomnia. 

And  side  effects,  at  recommended  dosage, 
have  been  infrequent  and  generally  readily 
controlled. 

Indications:  'Deprol'  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia,  agi- 
tation, or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accompanying  or 
related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activ- 
ity requiring  alertness  should  be  avoided  if  these  symp- 
toms are  present.  Effects  of  excessive  alcohol  may  pos- 


sibly be  increased  by  meprobamate.  Grand  mal  seizures 
may  be  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of ‘Deprol' have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate— Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
shcAild  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular. 


® 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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SOCIAL  SECURITY  AMENDMENTS  OF  1965 

(Continued  from  the  September  Issue) 


TITLE  II  - OTHER  HEALTH  CARE  AMENDMENTS 
Part  1— Maternal  and  Child  Health  and  Crippled 

Children's  Services 

The  law  amends  the  Maternal  and  Child  Health 
and  Crippled  Children's  programs  to  authorize  the 
following  appropriations  under  each  program:  $45 
million  for  fiscal  1966,  $50  million  for  fiscal  1967, 
$55  million  each  for  fiscal  1968  and  1969,  and  $60 
million  each  for  fiscal  1970  and  succeeding  years. 

The  law  provides  that  no  payment  can  be  made 
under  either  program  after  June  30.  1966,  unless 
the  state  makes  a satisfactory  showing  that  it  is 
extending  the  provisions  of  both  the  maternal  and 
child  health  and  crippled  children's  programs  in 
the  state  “with  a view  to  making  such  services 
available  by  July  1.  1975.  to  children  in  all  parts 
of  the  State.” 

Training  of  Professional  Personnel  for  the  Care  of 

Crippled  Children 

The  law  authorizes  the  appropriation  of  $5  mil- 
lion in  fiscal  1967.  $10  million!  in  fiscal  1968,  and 
$17.5  million  for  each  year  thereafter,  to  be  used 
as  grants  to  public  or  nonprofit  institutions  of  high- 
er learning  for  the  training  of  professional  person- 
nel for  health  and  related  care  of  crippled  children, 
particularly  the  mentally  retarded  and  multihandi- 
capped. 

The  law  amends  the  maternal  and  child  health 
and  crippled  children’s  programs  to  provide  that  the 
state  plans  under  those  programs  must  provide  that, 
after  July  1,  1967.  payment  for  the  reasonable  cost 
of  in-patient  hospital  services  will  be  determined 
in  accordance  with  standards  approved  by  the  Sec- 
retary. 

Special  Project  Grants  for  School  and  Preschool 

Children 

The  law  authorizes  the  appropriation  of  $15  mil- 
lion in  fiscal  1966,  $35  million  in  fiscal  1967,  $40 
million  in  fiscal  1968,  $45  million  in  fiscal  1969, 
and  $50  million  for  fiscal  1970,  to  be  used  as  grants 
to  promote  the  health  of  children  and  youth  of 
school  age,  particularly  in  areas  with  concentrations 
of  low-income  families. 

From  the  sums  appropriated,  the  Secretary  of 
HEW  is  authorized  to  make  grants  to  the  following: 
state  health  agencies,  the  health  agency  of  a politi- 
cal subdivision  (with  the  consent  of  the  state  health 
agency),  the  state  agency  administering  the  state 
crippled  children’s  program,  any  medical  school 
(with  appropriate  participation  by  the  dental 
school),  and  any  teaching  hosp’tal  affiliated  with 


a medical  school,  to  pay  the  cost  of  projects  of  a 
comprehensive  nature  for  health  care  and  services 
for  children  and  youth  of  school  age  or  preschool 
children  (to  help  them  prepare  for  school).  A pro- 
ject will  be  considered  “comprehensive”  if  it  in- 
cludes at  least  screening,  diagnosis,  preventive 
services,  treatment,  correction  of  defects,  and  aft- 
ercare (both  medical  and  dental),  as  may  be  pro- 
vided in  the  Secretary’s  regulations.  The  amount  of 
a grant  may  be  up  to  75%  of  the  cost  of  the  project. 

Xo  project  will  be  eligible  unless  it  provides  for 
the  coordination  of  the  health  care  and  services 
with,  and  the  utilization  of,  other  state  or  local 
health,  welfare,  and  education  programs,  for  pay- 
ment of  in-patient  hospital  services  under  the  pro- 
ject in  accordance  with  standards  approved  by  the 
Secretary,  and  unless  anv  treatment,  correction  of 
defects,  or  aftercare  provided  is  available  only  to 
children  who  would  not  otherwise  receive  it  because 
they  are  from  low-income  families”  or  for  other 
reasons  beyond  their  control.” 

Part  2— Implementation  of  Mental  Retardation 
Planning 

The  law  extends  the  program  of  grants  for  plan- 
ning mental  retardation  programs  by  authorizing 
the  appropriation  of  $2,750,000  for  fiscal  1966  and 
for  fiscal  1967  to  be  used  as  grants  to  states  for 
implementation  and  carrying  out  of  planning  and 
other  steps  to  combat  mental  retardation.  The 
sums  appropriated  for  fiscal  1966  will  be  available 
for  grants  during  that  year  and  the  succeeding  two 
years,  and  the  sums  appropriated  for  fiscal  1967 
will  be  available  for  grants  during  that  year  and 
the  succeeding  year. 

Part  3— Public  Assistance  Amendments 

Public  Assistance  for  Mentally  III  and  Tubercu- 
lous 

The  law  amends  title  I (Old  Age  Assistance  and 
Medical  Assistance  for  the  Aged)  and  title  XYI 
(Aid  to  the  Aged.  Blind,  or  Disabled  and  Medical 
Assistance  for  the  Aged)  of  the  Social  Security  Act 
to  authorize  money  pavments  to,  or  medical  care 
in  behalf  of.  needy  individuals  who  are  65  years  of 
age  or  over  unless  the  individual  is  an  inmate  of  a 
pub'ic  institution  other  than  a patient  in  a medical 
institution. 

Thus,  payments  for  care  can  be  provided  to  any 
individual  who  is  a patient  in  an  institution  for  tu- 
berculosis or  mental  disease.  Payments  may  be 
made  to  an  individual  who  has  been  diagnosed  as 
(Continued  on  Page  562) 
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On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
'Stelazine'  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  oveYreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  Er  French  Laboratories 
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ACTIVITIES  OF  THE  DIVISION  OF  EPIDEMIOLOGY  OF  THE 
RHODE  ISLAND  DEPARTMENT  OF  HEALTH 

Beryl  }.  Rosenstein,  m.d. 


The  Author.  Beryl  /.  Rosenstein , M.D.,  Epidemic  In- 
telligence Service  Officer,  Communicable  Disease  Cen- 
ter, Public  Health  Service,  U.  S.  Department  of 
Health,  Education  and  Welfare.  Assigned  to  the 
Rhode  Island  Department  of  Health,  Providence, 
Rhode  Island. 


The  division  of  epidemiology  of  the  Rhode 
Island  Department  of  Health  has,  as  its  major 
responsibility,  the  continuous  surveillance  of  com- 
municable diseases,  made  reportable  to  the  Division 
under  section  23-8-1  of  the  general  laws  of  the 
state.'  These  specified  diseases  (exclusive  of  vene- 
real diseases  and  tuberculosis  which  are  handled 
separately)  are  reported  to  the  Division  on  a weekly 
basis  by  the  health  officers  of  the  39  cities  and 
towns  in  Rhode  Island.  Additional  cases  are  also 
reported  by  hospitals  and  district  health  units. 
These  reports  are  analyzed  and  tabulated,  and  the 
results  quickly  nr.de  available  to  all  Rhode  Island 
physicians  and  health  agencies.  The  results  are 
also  sent  to  the  Communicable  Disease  Center, 
Atlanta,  Georgia,  where  they  are  incorporated  into 
the  national  statistics  and  published  in  the  Mor- 
bidity and  Mortality  Weekly  Report  of  the  United 
States  Public  Health  Service.  Certain  communicable 
diseases  of  greater  public  concern,  i.e.,  poliomyelitis, 
typhoid,  botulism,  diphtheria,  are  reported  and  in- 
vestigated at  once.  The  purpose  of  this  surveillance 
program  is  two-fold.  First,  it  enables  us  to  maintain 
a long-term  longitudinal  perspective  of  disease 
trends  in  the  state,  both  by  seasonal  and  geograph- 
ic distribution.  Second,  and  more  important,  it  alerts 
the  division  to  actual  or  potential  outbreaks  early 
in  their  course,  thereby  enabling  the  rapid  init'ation 
of  epidemiologic  investigations  and  appropriate  con- 
trol measures.  Cases  of  hepatitis  and  salmonellosis 
are  closely  investigated  so  as  to  facilitate  the  early 
detection  of  “common-source”  epidemics. 

During  the  past  year,  in  conjunction  with  our 
surveillance  program,  the  Division  carried  out  in- 
vestigations of  the  following:  (1)  a probable  food- 
borne  outbreak  of  Salmonella  typhi-murium  gas- 
troenteritis among  institutionalized  infants  and 
children,  (2)  respiratory  disease  affecting  infants 
and  young  children  in  Westerly  this  past  wiinter, 
which  was  found  to  be  due  to  respiratory-syncytial 
virus  infection,  (3)  outbreaks  of  salmonellosis  traced 
to  an  infected  pet  turtle2  and  Easter  ducklings, 
and  (4)  an  institutional  outbreak  of  gastroenteritis 
affecting  approximately  450  persons,  which  was 


related  to  probable  Clostridium  perfringens  food 
contamination.  Also,  during  this  past  winter,  our 
hepatitis  surveillance  program  alerted  us  to  the 
occurrence  of  a hepatitis  outbreak  among  intrave- 
nous narcotics  addicts,  and  stimulated  further  epi- 
demiologic studies  in  this  area. 

Another  on-going  activity  of  the  Division  is  the 
publication  of  a bi-weekly  Communicable  Disease 
Report  which  is  distributed  to  local  physicians, 
health  agencies,  news  media,  and  the  health  de- 
partments of  other  states.  This  contains  the  current 
statistics  for  reportable  communicable  diseases, 
disease  trends,  and  articles  of  public  health  interest, 
The  Dvision  also  conducts  a yellow  fever  vaccina- 
tion clinic  for  overseas  travelers,  an  activity  which 
has  greatly  expanded  in  the  past  several  years,  and 
in  addition  assists  in  the  immunization  of  special 
high  risks  groups.  During  this  past  year,  we  ad- 
ministered influenza  vaccine  to  patients  in  state 
institutions,  rabies  vaccine  to  laboratory  technicians 
and  conservation  officers  working  on  a bat  rabies 
project,  and  tetanus  boosters  to  high-risk  state 
employees.  We  have  endeavored,  with  the  coopera- 
tion of  the  news  media,  to  keep  the  public  informed 
of  developments  of  local  interest  in  the  field  of 
public  health.  During  the  past  year,  releases  were 
issued  on  measles  and  measles  vaccination,  venereal 
disease,  influenza  and  influenza  vaccination,  and 
encephalitis. 

In  addition  to  these  on-going  activities,  members 
of  the  Division  of  Epidemiology  have  been  involved 
in  a number  of  special  projects,  often  in  conjunction 
with  local  physicians  and  hospitals,  and  state  and 
federal  agencies.  (1)  Since  1961,  the  Department  of 
Health  has  issued  immune  (gamma)  globulin,  free 
of  charge,  to  persons  exposed  to  measles,  hepatitis, 
or  rubella.  During  this  past  year,  active  surveil- 
lance of  this  program  was  carried  out  in  an  effort 
to  evaluate  immune  globulin  utilization  in  Rhode 
Island  and  to  help  in  anticipating  future  immune 
globulin  needs.3  (2)  In  conjunction  with  the  divi- 
sion of  laboratories  of  the  Department  of  Health, 
studies  are  being  carried  out  in  the  epidemiology  of 
salmonella  infections.  Specifically,  we  are  doing  a 
bacteriologic  survey  of  the  family  contacts  of  chil- 
dren with  salmonella  gastroenteritis.  In  addition, 
in  an  attempt  to  define  better  the  salmonella  car- 
rier state  in  relation  to  serotype,  age  of  patient,  and 
treatment,  we  have  been  conducting  long-term  lon- 
gitudinal bacteriologic  and  clinical  studies  on  per- 
(Continued  on  Page  556) 
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Therapeutic  Effects 

• The  acute  phase  of  subdeltoid  bursitis, 
tendinitis  and  associated  periarticular 
inflammation  usually  responds  promptly  and 
dramatically  to  Butazolidin.  brand  of  phenyl- 
butazone. Pain  and  tenderness  may  be 
relieved  within  24-48  hours  and  mobility  of 
the  affected  arm  quickly  restored.  Full 
recovery  is  frequently  achieved  within  7-10 
days  so  that  therapy  is  generally  of  short 
duration.  Calcific  deposits  are  not  specifi- 
cally affected  by  treatment,  but  their  pres- 
ence does  not  appear  to  retard  symptomatic 
improvement. 

Phenylbutazone  has  not  replaced  physio- 
therapy, x-ray  treatment,  or  local  injections 
of  hydrocortisone  in  the  more  chronic  condi- 
tions, but  it  may  advantageously  be  com- 
bined with  these  measures. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  not  be  given  when  the 
oatient  is  senile,  or  when  other  potent 
jchemotherapeutic  agents  are  given  concur- 
rently. Large  doses  of  Butazolidin  alka  are 
contraindicated  in  patients  with  glaucoma. 

! Precautions 

3efore  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a com- 


plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made.  The 
drug  should  be  used  with  greater  care  in 
the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplas- 
tic anemia  are  also  possible  side  effects. 
Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice,  and  several  cases  of 


anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage 

Initially,  give  400  mg.  daily  (one  tablet  or 
capsule  q.i.d  ),  reducing  this,  if  possible, 
when  a favorable  therapeutic  effect  has 
been  obtained.  If  after  one  week  there  has 
been  no  response,  discontinue  the  drug. 
To  minimize  gastric  distress,  Butazolidin 
alka  capsules  may  be  the  preferred  form. 

Note;  The  physician  should  be  fully  aware 
of  dosage,  precautions,  adverse  reactions, 
and  contraindications  as  contained  in  the 
complete  prescribing  information. 


Butazolidin  alka 

Each  capsule  contains: 


Butazolidin,  brand  of 

phenylbutazone 

100  mg. 

dried  aluminum 

hydroxide  gel 

100  mg. 

magnesium  trisilicate 

150  mg. 

homatropine  methylbromide 

1.25  mg. 

Butazolidin 

brand  of  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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sons  with  documented  salmonella  infections.  (3) 
Under  the  direction  of  the  Smallpox  Surveillance 
Unit  of  the  Communicable  Disease  Center,  Rhode 
Island,  along  with  Washington.  North  Carolina,  and 
Wyoming  participated  in  a survey  to  assess  the  ex- 
tent of  complications  to  smallpox  vaccination.  (4) 
In  association  with  Doctors  Louis  Leone  and  Mau- 
rice Albala  of  the  Rhode  Island  Hospital,  we  have 
been  studying  the  epidemiology  of  leukemia  in 
Rhode  Island,  with  special  reference  to  the  possible 
occurrence  of  a leukemia  “cluster'’  in  the  city  of 
Providence.  (5)  Bacteriologic  and  epidemiologic 
surveillance  of  skin  infections  is  maintained  at  the 
Ladd  School  in  an  effort  to  define  better  the  source, 
transmission,  and  optimum  control  of  staphylococ- 
cal infections  in  this  type  of  population  and  en- 
vironment. (6)  A central  registry  of  all  post-trans- 
fusional  hepatitis  cases  occurring  in  Rhode  Island 
residents  has  been  initiated.  This  will  enable  us  to 
alert  blood  banks  of  potentially  infective  donors, 
and  will  also  assist  in  the  investigation  of  cases 
involving  multiple  hospitals  or  out-of-state  donors 
and  patients.  (7)  The  Division  has  been  working 
with  other  agencies  of  the  Rhode  Island  Department 
of  Health  in  a preliminary  study  of  the  high  dia- 
betes mortality  rate  in  the  state  (in  1963  Rhode 
Island  had  the  highest  death  rate  in  the  United 


LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Renewable  To  Age  70  For 
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of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
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mail-order  or  individual  policy  with  benefits  and 
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and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmple  1-4833 


States  from  diabetes  mellitus).  (8)  We  have  as- 
sisted local  hospitals  in  the  initiation  and  evaluation 
of  programs  designed  for  the  surveillance  of  hos- 
pital-associated infections. 

In  addition  to  continuing  many  of  the  above 
described  programs,  we  have  planned  as  a major 
goal  during  1965-66  the  completion  of  a survey  of 
the  immunization  status  of  the  preschool  population 
of  Rhode  Island.  The  results  of  this  survey  will  be 
used  to  define  areas  of  immunologic  weakness  in  or- 
der to  permit  more  efficient  utilization  of  our  im- 
munization resources.  Also  planned  for  completion 
in  1965  is  a Physician’s  Handbook  which  will  out- 
line physician  responsibilities  under  existing  Rhode 
Island  laws  as  well  as  services  and  materials  avail- 
able through  the  Department  of  Health. 

CONCLUSION 

The  on-going  programs  and  special  projects  of 
the  Division  of  Epidemiology,  Rhode  Island  De- 
partment of  Health  have  been  reviewed.  Constant 
surveillance  of  communicable  diseases  in  coopera- 
tion with  other  state,  federal,  and  international  re- 
porting agencies  is  the  key  to  our  communicable 
disease  control  program.  This  approach,  in  combi- 
nation with  prompt  epidemiologic  investigation  of 
suspect  or  known  outbreaks,  affords  a sound  basis 
for  the  initiation  of  appropriate  therapeutic  and 
preventive  measures.  The  success  of  this  type  of 
activity  depends  on  close  cooperation  among  physi- 
cians. private  and  public  hospitals,  public  health 
agencies,  and  local  and  state  medical  societies,  as 
well  as  on  the  constant  maintenance  of  efficient 
lines  of  communication.  In  the  final  analysis,  the 
key  to  the  program  is  the  individual  physician  who 
is  primarily  responsible  for  accurate  case  finding 
and  prompt  reporting. 
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THE  RHODE  ISLAND  COMMUNITY  MENTAL  HEALTH  ACT 
— A SUMMARY  REPORT  — 

Experience  With  Community  Health  Program  In  Rhode  Island  Indicates 

Substantial  Future  Benefits 

Charles  C.  Goodman,  m.d. 


The  Author.  Charles  C.  Goodman,  M.D.,  Formerly  Chief 
Clinical  Psychiatrist,  Mental  Hygiene  Services,  State  of 
Rhode  Island;  Note  Director  of  the  Bureau  of  Mental 
Health  Services,  Office  of  Mental  Health,  State  of 
Pennsylvania. 


IN  1962  THE  RHODE  ISLAND  GENERAL  ASSEMBLY 
passed  a bill,  now  known  as  the  Rhode  Island 
Community  Mental  Health  Act,  which  became  ef- 
fective in  January  of  1963.  The  purpose  of  the  le- 
gislation was  to  assist  local  communties  in  estab- 
lishing and  developing  local  outpatient  psychiatric 
sendees  through  financial  grants  to  Community 
Mental  Health  Boards.  The  Warwick  Community 
Mental  Health  Board  was  the  first,  established  in 
1963.  Since  then,  throughout  the  State,  two  full 
years  of  experience  with  this  law  have  been  com- 
pleted. This  paper  represents  a summary  of  the 
experience  with  this  law,  an  estimate  of  the  quality 
of  medical-psychiatric  services  provided,  and  an 
estimate  of  future  trends.  Copies  of  the  Law  and 
the  applicable  rules  and  regulations  are  available  on 
request  from  the  office  of  Rhode  Island  Mental 
Hygiene  Services  of  the  Rhode  Island  Department 
of  Social  Welfare:  therefore,  details  of  the  Act  will 
be  omitted  here. 

By  the  end  of  June.  1965  there  were  seven  Com- 
munity Health  Boards.  Soon  after  the  formation  of 
the  Warwick  Board,  equivalent  bodies  were  estab- 
lished in  East  Providence  and  Barrington  and 
county-wide  Boards  in  Washington  County  and 
Newport  County.  During  the  Dst  year  Community 
Mental  Health  Boards  were  established  in  the  City 
of  Pawtucket  and  in  Northern  Rhode  Island  in  the 
Woonsocket  area.  Warwick  provides  local  psychi- 
atric services  through  the  Warwick  Community 
Guidance  Clinic.  Barrington  and  East  Providence 
at  first  obtained  psych'atric  services  for  children 
through  the  Emma  Pendleton  Bradley  Hospital,  but 
in  the  last  year  East  Providence  established  services 
for  adults  on  a part-time  evening  clinic  basis.  In 
Washington  County  clinical  services  are  provided 
through  two  offices,  one  in  Westerly  and  the  other 
at  the  University  of  Rhode  Island,  where  there  is 
a close  working  relationship  with  the  Department  of 
Psychology.  In  Newport  County  the  clinic  services 
are  available  in  quarters  provided  by  the  Newport 
Hospital.  The  Pawtucket  Board,  after  a year  of 


planning,  began  local  psychiatric  services  in  the  sec- 
ond quarter  of  1965.  The  Northern  Rhode  Island 
Board  is  studying  local  needs  and  resources  and  is 
not  yet  ready  to  begin  direct  service. 

Over  the  two  years,  as  these  Boards  have  started 
services,  there  have  been  favorable  reports  in  the 
local  press.  We  are  not  here  concerned  with  the 
popularity  of  the  program  ,but  with  the  issue  of 
quality  of  care  in  services  which  are  essentially  me- 
dical and  psychiatric,  but  which  have  social,  edu- 
cational and  community  aspects.  Community  Men- 
tal Health  Boards  have  broad  community  represen- 
tation. including  organized  medicine.  Programs  pro- 
posed by  Boards  are  reviewed  and  approved  by  the 
Director  of  the  Department  of  Social  Welfare 
through  the  clinical  staff  of  Mental  Hygiene  Serv- 
ices. In  addition,  this  agency  assists  local  Boards  in 
assuring  that  professional  staffs  providing  local 
services  are  competent  and  qualified  to  provide  the 
services  they  render.  In  at  least  three  communities 
physicians  serving  on  Boards  played  active  parts 
in  providing  leadership  even  to  the  point  of  serving 
as  Board  Chairman.  Continued  active  involvement 
of  physicians  in  the  programs  developed  by  the 
Boards  will  assure  high  standards  of  medical  care. 

Each  Board  has  emphasized  services  to  children 
as  the  first  priority  with  the  later  addition  of  adult 
service.  Where  Boards  have  purchased  psychiatric 
services  these  have  been  through  reputable  and  re- 
cognized agencies,  such  as  the  Bradley  Hospital. 
Where  Boards  have  contracted  with  individual  pro- 
fessionals for  full  or  part-time  services,  the  positions 
have  been  filled  by  well-qualified  experienced  per- 
sons, whether  psychiatrists,  psychologists,  or  psy- 
chiatric social  workers.  The  psychiatrists  have  been 
certified  or  board  eligible,  the  social  workers  all 
have  Master  of  Social  Work  degrees,  and  the  psy- 
chologists have  been  at  the  Doctorate  level.  All  have 
had  several  years’  experience  in  their  fields  beyond 
formal  education.  Medical  responsibility  rests  with 
the  physician  who  is  medical  director,  but  several 
of  the  Board  have  found  it  desirable  to  delegate 
non-medical  executive  functions  to  skilled  and  ex- 
perienced social  work  staff  personnel  who  function 
as  executive  directors.  Such  persons  are  Qualified  to 
handle  adequately  the  more  routine  administrative 
problems  of  an  office  and  especially  to  provide 
(Continued  on  Page  560) 
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V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 
penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 
Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K.  should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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(Continued  from  Page  558) 

leadership  and  liaison  with  schools,  social  agencies, 
and  other  community  resources,  and  to  represent 
the  clinical  program  in  the  general  community. 
When  this  legislation  was  passed  there  were  doubts 
expre-sed  as  to  where  adequate  staff  could  be  found 
in  the  presence  of  professional  shortages.  It  was 
expected  that  new  programs  might  be  staffed  at  the 
expense  of  existing  facilities,  or  that  new  programs 
could  not  become  established,  due  to  lack  of  quali- 
fied personnel.  The  first  two  years  of  experience, 
however,  have  shown  that  Boards  were  able  to  re- 
cruit competent  staff  and  that  this  could  be  done 
without  affecting  existing  resources.  If  anything, 
the  existence  of  this  program  has  been  somewhat 
instrumental  in  bringing  qualified  professional  per- 
sons into  Rhode  Island,  so  that  there  has  been  a 
net  increase  in  available  manpower  and  not  simply 
a shifting  of  resources  from  one  area  to  another. 

Financial  assistance  by  the  State  amounts  to  ap- 
proximately 50  per  cent  of  the  total  operating  cost 
excluding  non-reimbursable  items  such  as  rent  and 
capital  equipment.  In  1963-64  approximately 
$25,000.00  of  State  funds  were  dispersed  to  local 
communities.  The  second  year  of  operation  saw  the 
State  contribution  rise  to  approximately  $65,000.00. 
In  the  year  beginning  with  July  of  1965  it  is  an- 
ticipated that  the  State  contributions  to  the  pro- 
gram will  be  approximately  $100,000.00  and  that 
there  will  be,  beycnd  this,  approximately  a 25  per 
cent  increase  in  the  following  year.  The  first  year's 
operation  probably  represented  no  significant  in- 
crease in  available  professional  manpower,  but  the 
second  and  subsequent  years  do  represent  a real 
increase,  not  only  of  available  manpower  but  of 
truly  local  psychiatric  services. 

Prior  to  this  Act  one  community  consistently  had 
difficulty  obtaining  and  keeping  professional  per- 
sonnel and  now  for  the  first  time  has  been  able  to 
find  qualified  professional  persons  willing  to  estab- 
lish both  office  and  home  wdthin  the  county.  Since 
modern  psychiatric  programs  require  active  parti- 
cipation wdth  social,  religious,  educational,  and  fam- 
ily resources,  the  local  availability  of  a professional 
psychiatric  staff  to  these  other  resources  is  generally 
considered  a positive  feature.  The  clinical  team  is 
accepted  as  “ours”  by  the  community  and  not  per- 
ceived as  impersonal  professionals  from  “out  of 
towm.” 

It  might  be  expected  that  the  great  need  for 
services  where  there  are  none  would  account  for 
the  greater  activity  and  establishment  of  programs 
outside  of  the  central  metropolitan  area.  A city 
such  as  Providence,  of  course,  already  has  a number 
of  on-going  psychiatric  services.  There  is  apt  to  be 
less  concern  by  the  residents  in  establishing  newer 
services,  and  there  is  also  no  single  group  likely  to 


be  motivated  towards  the  establishment  of  a Men- 
tal Health  Board.  The  realistic  need,  however,  of 
expanded  services  to  those  unable  to  afford  private 
psychiatric  care,  as  wrell  as  the  trend  towards  a 
greater  active  participation  between  medical  facili- 
ties and  social  and  educational  facilities,  may  lead 
to  citizen  concern  about  the  matter  in  the  near  fu- 
ture. The  concern  of  public  officials  in  regard  to 
financing  of  existing  programs  induces  them  to  look 
towards  the  State  to  provide  financial  assistance. 
When  local  money  currently  expended  for  outpa- 
tient psychiatric  facilities  can  be  used  as  a base 
for  matching  State  aid,  this  may  be  an  acceptable 
method  for  the  expansion  of  services.  As  noted,  a 
public  Board  could  contract  with  existing  private 
psychiatric  resources  for  the  purchase  of  services. 

In  recent  years  throughout  all  the  States  there 
have  been  on-going  mental  health  planning  projects. 
Much  interest  has  been  expressed  in  the  develop- 
ment of  community  mental  health  centers,  in  the 
idea  that  persons  needing  psychiatric  service  should 
obtain  it  as  close  to  home  as  possible  with  as  little 
disruption  of  their  ordinary  mode  of  living  as  pos- 
sible. and  in  the  idea  that  continuity  of  care,  wheth- 
er on  in-patient  or  out-patient  basis,  should  be 
flexible,  available,  and  not  handicapped  by  arti- 
ficial barriers.  On  such  subjects  established  Com- 
munity Mental  Health  Boards  are  already  repre- 
sentative of  the  community  at  large  and  have  indi- 
cated knowledge  and  concern  with  overall  aspects  of 
this  problem.  Thus,  Boards  can  be  instrumental  in 
providing  leadership  in  the  development,  establish- 
ment, and  coordination  of  these  many-faceted  serv- 
ices. even  though,  at  present,  financial  assistance 
for  service  is  limited  to  out-patient  programs.  Since 
the  Governor’s  Council  on  Mental  Health  will  prob- 
ably continue  to  serve  as  a central  body  concerned 
with  long-range  planning,  it  can  be  anticipated  that 
Community  Mental  Health  Boards  wrnuld  work 
closely  with  such  a council  to  coordinate  the  devel- 
opment of  the  services  at  the  local  level.  Physicians 
serving  on  Mental  Health  Boards  can  continue  to 
exercise  community  leadership  and  in  doing  so  are 
assured  of  organized  support  of  citizens  serving 
with  them. 

Often  the  question  of  centralization  versus  decen- 
tralization is  raised  in  discussions  about  the  devel- 
opment of  programs  in  a state  the  size  of  Rhode 
Is’and.  Although  the  population  density  is  great 
enough  to  warrant  small  local  services,  there  can 
never  be  isolation  or  decentralization  in  a true  sense 
for  it  would  be  impractical  and  unwise  to  avoid  the 
centralization  necessary  for  the  proper  coordination 
of  services.  At  the  local  level  there  can  be  adequate, 
direct  service  rendered,  but  it  is  unlikely  that  any 
single  community,  other  than  Providence,  could 
carry  out,  unassisted,  high  level  pilot  demonstration 
projects  of  newr  treatment  approaches,  or  establish 
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effective  research  programs.  Where  there  is  coop- 
eration and  coordination  among  Mental  Health 
Boards,  well-designed  private  studies  can  be  estab- 
lished with  adequate  communication  of  findings  to 
other  communities.  In  all,  the  establishment  of 
local  Boards  of  interested  citizens  can  be  a great 
source  of  strength  in  the  development  of  adequate 
services  throughout  all  parts  of  the  State. 

On  the  basis  of  the  first  two  years’  activity  there 
appear  to  be  trends  along  the  following  lines.  The 
Warwick  Board,  now  serving  only  the  City,  may 
develop  county-wide  service,  and  at  the  same  time 
be  more  directly  related  to  the  medical  program 
at  the  Kent  County  Hospital.  The  Central  Falls- 
Lincoln-Cumberland  population  will  eventually  af- 
filiate with  either  the  Pawtucket  or  the  Northern 
Rhode  Island  Board.  There  may  be  a consolidation 
of  service  in  East  Providence  and  Barrington,  with 
the  inclusion  of  the  Warren-Bristol  area.  A Com- 
munity Mental  Health  Board  for  Providence  or 
the  Providence-Cranston  area  will  probably  be  es- 
tablished within  two  years.  No  more  than  seven 
Boards  will  be  required.  Members  of  the  various 
Boards  will  form  an  association  to  insure  adequate 
development  of  service  and  to  avoid  unnecessary 
duplication.  Such  local  psychiatric  services  tend  to 
complement  the  private  psychiatric  practice  and 
strengthen  the  overall  situation  by  providing  a 
stable  base  that  attracts  and  keeps  new  professional 
manpower  in  the  community. 

CONCLUSION 

The  first  two  years’  experience  with  the  Rhode 
Island  Community  Mental  Health  Act  leads  to  the 
following  conclusions: 

A.  Several  Mental  Health  Boards  have  formed 
and  established  local  psychiatric  outpatient  services 
for  children  and  adults.  There  has  been  an  increase 
in  available  service  each  year  and,  in  some  cases, 

made  available  in  communities  where  no  local  serv- 

* 

ice  had  existed. 

B.  There  has  been  evidence  of  sustained  interest 
and  active  support  of  these  programs  by  the  com- 
munities, as  measured  in  part  by  the  local  financial 
contribution. 

C.  The  programs  established  under  this  Act 
have  played  a part  in  keeping  qualified  professional 
manpower  in  Rhode  Island  and  have  helped  bring 
new  personnel  to  the  State. 

D.  Several  physicians  have  found  time  and  in- 
terest to  fill  the  role  of  community  leader  in  a 
way  traditional  of  the  profession. 

E.  Ultimately  this  Act  will  take  its  place  as  one 
of  the  essential  steps  toward  the  establishment  of 
adequate  psychiatric  resources  throughout  the  State. 
It  will  be  coordinated  with  other  long-range  plans 
for  the  development  of  medical  and  psychiatric 
programs,  both  public  and  private,  for  all  citizens. 
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A HUSH . . . 


fell  over  the  saloon  as  all 
eyes  turned  toward  to  tall 
man  in  the  white  hat, 
'Bully"  Jones,  range  boss  of 
the  Bar  - X,  rose  from  his 
seat,  gun  in  hand.  "And  who 
might  you  be,  stranger?”  he 
snarled.  “Smith.”  came  th“ 
calm  reply,  “H.  O.  Smith,” 
“Xot  — not  the  Smith 
who  tamed  Dodge  City?” 
quavered  Jones,  suddenly 
death  - white.  “The  same,” 
answered  the  tall  man.  “and 
I've  come  for  a sparkling 
glass  of  Warwick  Club  Pale 
Dry  Ginger  Ale.  available 
in  the  full  32-ounce  quart 
bottle.  It  sings  in  the 
glass  . . .” 


SOCIAL  SECURITY  AMENDMENTS 

(Continued  from  Page  552) 

having  tuberculosis  or  psychosis  and  who  is  a pa- 
tient in  a medical  institution  as  a result  thereof, 
and  care  may  be  provided  to  an  individual  who  is 
a patient  in  medical  institution  as  a result  of  a di- 
agnosis of  tuberculosis  or  psychosis  without  regard 
to  the  42-day  limitation  contained  in  existing  law. 
However,  under  the  combined  program  of  Aid  to 
the  Aged.  Blind,  or  Disabled  (title  XVI),  if  the 
recipient  of  such  aid  were  under  age  65,  such  pay- 
ments or  care  may  not  be  made  or  provided  to  or 
in  behalf  of  any  individual  in  an  institution  for 
tuberculosis  or  mental  disease. 

The  law  also  amends  the  programs  of  Aid  to  the 
Blind  and  Aid  to  the  Permanently  and  Total  Dis- 
abled to  authorize  money  payments  to,  or  medical 
care  in  behalf  of.  such  recipients  who  are  patients 
in  a medical  institution  as  the  result  of  a diagnosis 
of  tuberculosis  or  psychosis. 

MAA  Benefits  jor  0.1.4  Recipients 

The  definition  of  “medical  assistance  for  the 
aged"  under  titles  I and  XVI  of  the  Social  Security 
law  is  amended,  effective  January  1,  1966,  to  au- 
thorize MAA  for  Old  Age  Assistance  recipients  who 
are  admitted  to  or  discharged  from  a medical  insti- 
tution during  a month.  Thus,  an  OAA  recipient  may 
receive  his  monthly  cash  benefit  notwithstanding 
the  fact  that  he  received  MAA  benefits  during  thte 
month. 

Part  4— Health  Study  of  Resources  Relating  to 
Emotional  Illness  in  Children 
The  Secretary  of  HEW  is  authorized,  upon  re- 
commendation of  the  National  Advisory  Mental 
Health  Council  and  after  securing  advice  from  ex- 
perts in  pediatrics  and  child  welfare,  to  make  grants 
to  carry  out  a program  of  research  and  study  of 
resources,  methods,  and  practices  for  diagnosing  or 
preventing  emotional  illness  in  children  and  of 
treating,  caring  for,  and  rehabilitating  children 
with  emotional  illnesses. 

TITLE  III  - SOCIAL  SECURITY  AMENDMENTS 
Compulsory  Coverage  of  Physicians 

The  law  provides  compulsory  Social  Security  cov- 
erage for  self-employed  physicians  and  for  interns 
and  residents.  Coverage  and  liability  for  taxes  for 
physicians  began  on  January  1.  1965.  Coverage  for 
interns  and  residents  begins  on  January  1.  1966. 
Liberalization  of  Disability  Insurance  Program 
The  law  amends  the  definition  of  “disabiility” 
by  eliminating  the  requirement  that  the  impair- 
ment “.  . . be  expected  to  be  of  long-continued 
and  indefinite  duration"  and  by  requiring  that  the 
impairment  have  lasted  or  can  be  expected  to  last 
for  a continuous  period  of  not  less  than  twelve  cal- 
endar months. 

The  law  also  provides  that  an  individual  who 
(Continued  on  Page  564) 
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with  NegGram,  a specific 
urinary  antibacterial. 


NegGram  clears  most  gram- 
negative urinary  tract  infections 
with  a minimum  of  side  effects: 
No  fungal  overgrowth  • no 
crystalluria  • no  ototoxicity  • no 
nephrotoxicity  • no  significant 
hematologic  or  hepatic 
disturbances.  NegGram  is  so  well 
tolerated  that  it  can  even  be 
given  to  patients  who  suffer  from 
moderate  renal  impairment. 
Gram-negative  urinary  infection 
-cystitis,  pyelitis,  pyelonephri- 
tis, prostatitis,  urethritis?  Start 
first  with  NegGram... “a  good 
‘starting’  drug.”1  NegGram 
“...treatment  may  be  first  choice 
in  potentially  curable  gram  nega- 
tive bacterial  urinary  infections.”2 

•of  a total  of  1049  patients  treated  (Cooperative  Study, 

Department  of  Medical  Research,  Winthrop  Lab.) 


NegGram' 

Brand  of 

nalidixic  acid 

Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  in  patients  with  liver  disease  or  severe  impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false- 
positive reaction. 

Dosage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1,000.  250  mg.  for  children,  available  in  bottles  of  56  and  1,000. 

References:  (1)  Carroll,  G.:  Urologists'  Letter  Club.  June  1,  1964.  (2)  McDonald, 
D.  F.,  and  Short.  H.  B.:  Address  to  the  Fourth  Interscience  Conference  on  Anti- 
microbial Agents  and  Chemotherapy,  New  York,  Oct.  26-28,  1964. 
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Winthrop  Laboratories,  New  York,  N.Y.  10016 
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would  have  been  entitled  to  disability  benefits  for 
any  month  had  he  filed  an  application  therefor  is 
entitled  to  the  benefits  for  the  month  if  he  files  an 
application  within  the  twelfth  succeeding  month. 
Cash  Benefits 

Present  Social  Security  benefits  will  be  increased, 
retroactive  to  January  1.  1965.  as  follows  for  those 
now  receiving  benefits:  The  minimum  individual 
benefit  is  increased  from  §40  to  §44.  and  maximum 
benefits  are  increased  from  §127  to  §135.90;  the 
minimum  family  benefit  is  increased  from  §60  to 
§66.  and  the  maximum  family  benefit,  from  §254 
to  §309.20. 

The  maximum  individual  benefit  for  those  paying 
taxes  on  the  proposed  wage  base  of  §6600  is  in- 
creased to  §168  a month.  The  maximum  family 
benefit  is  increased  to  §368. 

Widow’s  Benefits 

Widow's  may  receive  reduced  benefits  at  the  age 
of  60.  (A  widow  is  now  eligible  to  receive  at  age 
62.  a benefit  equal  to  82.5 % of  her  deceased  hus- 
band's primary  benefit.  Under  this  law.  at  age  60 
she  may  receive  71.25%  of  her  deceased  husband's 
benefit.) 

Wife’s  and  Widow’s  Benefits  for  Divorced  Women 

The  law  authorizes  payments  of  wife’s  and  wid- 
ow's benefits  to  the  divorced  wife  aged  62  or  over 
of  a retired,  deceased,  or  disabled  worker  under 
specified  conditions.  These  changes  will  become 
effective  in  the  second  month  following  the  month 
of  enactment. 

Transitional  Insured  Status 

An  individual  aged  72  will  be  entitled  to  a benefit 
of  §35  per  month  if  he  has  three  quarters  of  Social 
Security  coverage.  His  wife  at  age  72  will  be  en- 
titled to  a benefit  equal  to  §17.50.  (Present  law 
requires  six  quarters  of  coverage.) 

A widow  who  attains  age  72  in  or  before  1966 
will  be  entitled  to  a benefit  of  §35  if  her  husband 
had  three  quarters  of  coverage  before  his  death. 
If  the  widow  becomes  72  in  1967  or  1968,  the  hus- 
band must  have  had  four  or  five  quarters  of  cov- 
erage, respectively.  A widow  who  become  72  in  1969 
or  thereafter  will  not  be  eligible  for  benefits  unless 
her  husband  had  the  six  quarters  of  coverage  re- 
quired by  present  law. 

Liberalization  of  Retirement  Test 

The  law  amends  the  retirement  test  to  provide 
that  an  individual  with  an  earned  income  in  excess 
of  §1500  will  have  his  benefits  reduced  by  §1.00  for 
each  §2.00  of  excess  income  up  to  §27.00  (rather 
than  §1700).  For  each  dollar  in  excess  of  §2700. 
the  individual  will  have  his  benefits  reduced  by 
§1.00.  Further,  there  will  be  no  reduction  in  bene- 
fits in  any  month  in  which  the  individual  earns 
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less  than  §125  in  wages  and  does  not  engage  in 
self-employment. 

Increased  Social  Security  Tax  Rate  and  Taxable 
Wage  Base 

In  order  to  meet  the  cost  of  the  Social  Security 
liberalizations  and  Part  A of  title  I,  the  hospital 
insurance  program,  the  wage  base  on  which  Social 
Security  taxes  are  paid  will  be  increased  in  1966 
from  §4800  to  §6600. 

To  pay  for  the  increased  liberalization  of  Social 
Security  benefits,  the  tax  on  the  new  wage  base  is 
increased  as  follows: 

5 el j-Em  ployed  E m pi  oyee-E  m pi  oyer 

leach) 

Present  Proposed  Present  Proposed 

1966  6.2%  5.8%  4.125%  3.85% 

1967-1968  6.9%  5.9%  4.625%  3.90% 

1969-1972  6.9%  6.6%  4.625%  4.40% 

1973  & thereafter  6.9%  7.0%  4.625%  4.85% 

The  tax  rate  for  hospital  insurance  on  the  new 
wage  base  will  be  as  follows  for  the  self-employed, 
the  employer,  and  the  employee: 


1966 

0.35% 

1967-1972 

0.50% 

1973-1975 

0.55% 

1976-1979 

0.60% 

1980-1986 

0.70% 

1987  & thereafer 

0.80% 

Note:  In  1966.  if  the  above  taxes  are  combined, 

the  tax  paid  by  employees  and  employers  each  will 
be  increased  from  the  present  $174  per  year  to 
§277.20.  The  combined  tax  on  a self-employed  in- 
dividual will  be  increased  from  §259.20  to  §405.90. 

In  1973,  when  the  maximum  OASI  tax  rate  be- 
comes effective,  the  employee  and  employer  will 
each  be  paying  §356.40.  and  the  self-employed  in- 
dividual will  be  paying  §498.30. 

In  1987,  when  the  maximum  hospital  tax  rate 
becomes  effective,  the  employer  and  employee  will 
each  be  paying  §372.90.  and  the  self-employed  in- 
dividual will  be  paying  §514.80. 

Employees’  Tax  Withholding  Form 

The  law  provides  that,  in  addition  to  the  state- 
ments of  taxes  withheld,  employers  will  be  required 
to  show  the  amount  of  hospital  insurance  tax  (im- 
posed by  the  law)  that  has  been  withheld. 

TITLE  IV  - PUBLIC  ASSISTANCE  AMENDMENTS 
Increased  Federal  Contributions  for  Public  Assis- 
tance 

Effective  January  1,  1966.  the  law  amends  the 
formula  for  federal  payments  to  the  states  under 
the  public  assistance  programs  (other  than  Aid  to 
Families  with  Dependent  Children,  which  will  re- 
ceive a commensurate  increase)  to  provide  that 
such  a payment  will  consist  of  §31  of  the  first  §37 
per  month  per  recipient  (rather  than  $29  of  the 
first  §35)  plus  the  larger  of  the  following:  (a)  the 
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federal  percentage  (50-65%)  of  the  next  $38  in 
monthly  benefits  per  recipient,  plus  15%  of  the 
total  of  sums  expended  during  the  quarter  in  the 
form  of  medical  or  other  remedial  type  care,  up  to 
$15  multiplied  by  the  total  number  of  recipients 
during  a month;  or  (b)  the  federal  medical  per- 
centage (65-80%)  of  $15  multiplied  by  the  total 
number  of  recipients  for  the  month  or,  if  smaller, 
the  total  expended  in  the  form  of  medical  or  other 
type  remedial  care,  plus  $37  multiplied  by  the 
number  of  recipients,  plus  the  federal  percentage  of 
sums  up  to  a maximum  of  $38  per  recipient  per 
month.  (Thus,  the  federal  government  will  contrib- 
ute toward  a maximum  payment  of  $90,  rather 
than  $85,  per  month.) 


C 0 R R E C T I 0 N 

In  the  paper  titled  “Hypercalcemic  Syn- 
drome in  Breast  Cancer,”  by  B.  M.  Webber, 
M.D.,  which  appeared  in  the  Rhode  Island 
Medical  Journal,  issue  of  August,  1965,  48:421, 
the  dosage  of  prednisone  in  the  treatment  of 
hypercalcemia  given  as  600-1000  mg.  per  day, 
should  read  60-100  mg.  per  day. 

. . . The  Editor 
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BOOK  REVIEWS 


Ciba  Foundation  Symposium  DISORDERS  OF 

LANGUAGE.  Edited  by  A.  V.  S.  de  Reuck  and 

Maeve  O'Connor.  Little.  Brown  and  Company, 

Boston.  1964.  $11.00. 

This  book  is  a collection  of  papers  read  at  a 
symposium  at  the  CIBA  foundation  and  composed 
of  neurophysiologists,  psychologists,  phoneticians, 
linguists,  a philosopher,  and  an  expert  on  informa- 
tion theory.  Obviously,  a wide  scope  of  information 
is  provided  for  the  diligent  reader.  Because  the 
material  discussed  is  provided  by  recognizably  eru- 
dite individuals  of  differing  tongues  and  national 
backgrounds,  it  is  necessary  that  the  reader  have 
more  than  a passing  acquaintance  with  French, 
German,  and  the  more  formidable  Latin,  in  order 
to  interpret  intelligently  the  contiguity  of  most  of 
the  subject  matter.  Although  most  of  the  French 
allusions  are  footnoted,  some  are  not,  and  others 
proceed  to  such  great  lengths  that  the  reader  is 
apt  to  find  himself  confused  and  bewildered  as  to 
what  he  had  formerly  appreciated  of  the  English 
text.  And.  as  the  saying  goes  “so  much  is  lost  in 
translation."  Therefore,  this  reviewer  suggests  that 
if  a reader  wishes  to  digest  the  subject  matter  he 
must  make  French-English  and  German-English 
dictionaries,  as  well  as  a medical  volume  of  terms, 
available  to  himself,  unless,  of  course,  he  is  well 
educated  in  these  areas  and  possesses  almost  total 
recall. 

The  front  inside  flap  on  the  bookcover  suggests 
that  the  book’s  contents  might  provide  a variety  of 
readers,  including  the  “curious  layman,”  with  "fresh 
and  fascinating  insights  into  language  as  a com- 
municative system  and  as  a pattern  of  behavior.” 
This  reviewer  believes  that  the  “curious  layman” 
will  perish  as  did  the  proverbial  cat  unless  he  has 
been  previously  educated  in  at  least  introductory 
courses  in  neurology  and  anatomy  and  physiology 
of  the  brain  and  speech  mechanism.  The  authors 
and  their  contributions  are  as  follows. 

Lord  Brain's  contribution  “Statement  of  the 
Problem"  presents  a good  introduction  and  is  ex- 
ceptionally well  written  throughout.  Lord  Brain’s 
definitions  of  the  problem  include  description  of 
the  language  type,  and  his  analysis  is  according 
to  resultant  disorders.  The  reader  not  acquainted 
with  forerunners  in  the  field  is  liable  to  become 
disheartened  or  disouieted  at  references  to  great 
names  with  no  explanation  of  the  same.  Roman 
Jakobson  in  his  paper  “Towards  a Linguistic  Ty- 
pology of  Aphasic  Impairments”  is  also  guilty  of 
using  French  passages  without  the  benefit  of  tran- 


lation.  His  paper  endeavors  to  solves  the  question. 
“What  categories  of  verbal  signs,  and  of  signs  in 
general,  are  affected  in  any  given  case?”  His  argu- 
ment is  directed  against  categorizing  disorders  with 
a stronger  emphasis  on  the  qualitative  disturbances 
rather  than  the  quantitative.  “Application  of  Word- 
Frequency  Concept  to  Aphasia’’  by  David  Howes 
is  considered  from  the  anatomical,  physiological, 
and  behavioral  aspects.  Howes  provides  some  con- 
vincing data  on  the  physiological  aspect.  D.  E. 
Broadbent's  paper  “Perpetual  & Response  Factors 
in  the  Organization  of  Speech’’  deals  with  the  per- 
ception and  judgment  factors  in  the  listener.  Inter- 
pretation of  a part  of  what  is  heard  can  depend 
upon  wrhat  the  listener  expects  or  the  probability  of 
content  concerning  the  subject  matter. 

Frieda  Goldman-Eisler's  "Hesitation.  Informa- 
tion. and  Levels  of  Speech  Production"  involves  a 
study  of  normal  speakers  tested  in  an  effort  to 
evaluate  the  external  signs  that  an  internal  or  verbal 
planning  is  taking  place.. 

"Principles  of  Classification  and  Their  Influence 
on  Our  Concepts  of  Aphasia”  by  E.  Bay  again 
discusses  terminology  in  reference  to  speech  and 
language  defects,  and  concerns  both  physical  and 
psychological  disabilities. 

“Factors  and  Forms  of  Aphasia”  by  A.  R.  Luria 
classifies  speech  disorders  by  analyzing  the  physical 
cause  of  language  disablitv. 

“Xon-verbal  Communication  in  Aphasia,”  written 
by  T.  Alajouanine  and  F.  Lhermitte,  includes  non- 
verbal activities  associated  with  verbalization:  ges- 
ture. mimicry,  and  prosody  and  intonation. 

William  D.  Neff  in  his  paper  "Temporal  Pattern 
Discrimination  in  Lower  Animals  and  Its  Relation 
to  Language  Perception  in  Man”  believes  that  the 
similarities  of  language  behavior  in  men  and  ani- 
mals involve  “The  perception  of  temporal  patterns 
of  stimuli  or  the  production  of  motor  responses  in 
a temporally  integrated  sequence.” 

Milner.  Branch,  and  Rasmussen  contribute  results 
of  their  studies  cn  cerebral  dominance  through  their 
paper.  “Observations  on  Cerebral  Dominance”  in 
which  they  provide  experimental  material  utilizing 
the  Wada  Technique  of  intracarotid  injections  of 
sodium  amytal  to  determine  the  side  of  speech 
representation  in  left-handed  or  ambidextrous  per- 
sons and  in  some  right-handed  persons  in  whom 
it  was  suspected  that  speech  function  wras  not  rep- 
resented in  the  left  hemisphere. 

“Localization  of  symptoms  in  Aphasia,”  the  work 
(Continued  on  Page  568) 
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Doctor ! 


Here's  A 
New  Car 
Leasing  Service 
With  Special 
Advantages 
for  Physicians  A 


Convenience  — Peace  of  Mind  — You 
will  always  have  a car  when  you  lease 
with  us.  We  will  loan  you  a new  car 
when  your  regular  leased  car  is  getting 
maintenance  or  repair  service.  And 
maintenance  is  provided  free  under 
your  lease.  That’s  not  all.  Your  new, 
1965  car  comes  complete  with  registra- 
tion, plates  and  insurance  ($100,000/ 
$300,000).  Your  only  expense  is  gas. 

Tax  Advantages  — - completely  tax 
deductible  for  professional  use.  Other 
advantages  too.  Let  us  explain  details 
to  you  personally. 

Frees  Capital  Need  funds  for  equip- 
ment, new  office  space?  No  capital 
investment  needed  when  you  lease 
from  us.  Monthly  payments  are  low. 

Widest  Model  Selection  Any  Buick, 
Cadillac,  Chevrolet,  Oldsmobile,  Pon- 
tiac, Any  Ford  or  Chrysler  product. 
Evei;  more  . . . you  can  select  any  other 
make  and  model  car.  Immediate  availa- 
bility. 

For  more  information  phone,  or  have  a 
representative  call  on  you.  Or,  visit  us 
yourself.  See  our  wide  selection  of  cars 
and  get  full  details  at  the  same  time. 

* Testimonials  from  doctors  already  leasing 
from  us  are  available  for  your  inspection. 


(.eaAeA  Ca/i4,  //vc. 

635  Elmwood  Avenue,  Providence 
Phone:  467-6610 
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BOOK  REVIEWS 

(Continued  from  Page  566) 

of  H.  Hecaen  and  R.  Angelergues.  presents  an  out- 
line review  of  the  theories  of  the  pioneers  in  the 
field  up  through  those  of  Marie  (1906)  to  Kleist 
(1934),  Xeilsen  (1946)  and  Kleist  again  (1962). 

The  paper  of  O.  L.  Zangwill  deals  with  the  sub- 
ject, ''Intelligence  in  Aphasia.*’  Throughout  this 
discourse  Zangwill  successfully  attempts  to  distin- 
guish deficiency  in  language  from  deficiency  in  in- 
telligence. 

The  paper  of  E.  Stengel.  ‘‘Speech  Disorders  and 
Mental  Disorders."  makes  reference  to  abnormal 
speech  in  mental  disorders  which  have  links  with 
the  dysphasias  in  an  effort  to  illustrate  relation- 
ships between  mental  disorders  and  speech  disor- 
ders. 

'Edition  of  Text  From  a Dysphasic  Patient,” 
the  paper  of  Alan  S.  C.  Ross,  P.  R.  F.  Clarke  and 
H.  H.  Haddock,  is  exactly  that.  The  speech  of  a 
58  year  old  aphasic  is  transcribed  by  means  of  the 
International  Phonetic  Alphabet.  Study  of  this 
speech  was  made  in  an  effort  to  evaluate  phonology, 
morphology,  syntax,  and  lexicography. 

The  CIBA  Foundation  Symposium  has  included 
among  its  subscribers  some  of  the  most  impressive 


and  respected  names  in  the  field  of  language  dis- 
orders today.  The  list  of  reference  materials  utilized 
by  the  authors  provides  an  almost  complete  list  of 
those  who  have  made  worthwhile  contributions  to 
the  field.  Each  author  cites  the  most  pertinent  in- 
formation and  current  theories  concerning  his  aspect 
of  study.  Throughout,  each  calls  for  more  advanced 
inquiry  into  the  various  related  areas  and  asks  for 
re-examination  of  earlier  theories.  A plea  is  made  for 
more  careful  scrutiny  of  the  normal  in  order  better 
to  evaluate  the  deviations  from  a defined  normal 
state. 

There  are.  of  course,  occasional  points  of  contro- 
versy among  the  different  schools  of  thought  and 
certain  unanswered  questions.  Fortunately,  many 
questions  are  adeptly  answered  in  the  discussion 
sections  following  each  paper.  In  any  event,  the 
merits  far  outweigh  the  faults.  For  the  most  part, 
the  writing  is  clear  and  concise,  though  there  are 
lapses  into  obscure  foreign  passages  and  references 
are  made  to  well-known  forerunners  in  the  field 
with  whom  the  novice  or  layman  would  be  unac- 
quainted. This  is  definitely  not  a book  for  the  lay- 
man. 

Although  all  other  disciplines  concerned  sub- 
scribed to  the  symposium,  the  speech  pathologist 


when  abnormal  capillary 
permeability  and  fragility  are 
factors  in 


in  such  conditions  as: 

habitual  abortion 

threatened  abortion 
purpura  (nonthrombocytopenic) 

gingivitis 
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was  not  present.  If  it  is  important  to  have  a tho- 
rough neurological,  psychological,  and  linguistic 
analysis  of  defective  speech,  it  would  seem  equally 
important  to  evaluate  defective  speech  as  to  me- 
thods of  correction  and  rehabilitation.  This  appears 
to  be  the  major  adverse  criticism  of  this  collection. 

This  compilation  is  indeed  a worthwhile  one  and 
should  be  considered  an  integral  part  of  the  library 
of  every  aphasiologist.  The  Foundation  is  to  be  con- 
gratulated for  its  fine  effort  in  organizing  an  defin- 
ing the  problems  in  the  field. 

Carol  Ann  Dahill 


the  Mind;  Part  III.  Social  implications  of  alcohol; 
Part  IV.  Alcohol  in  our  society;  Part  V.  Specific 
viewpoint;  and  Part  VI.  Interdisciplinary  view- 
points . 

The  first  four  parts  consider  alcohol  in  relation 
to  the  fields  specified  in  the  titles  and  conclude 
with  a panel  discussion  on  the  papers  presented  by 
the  different  authors.  The  fifth  and  sixth  parts  con- 
sist of  panel  discussions.  The  fifth  concerns  alcohol 
intoxication  and  ingestion  from  the  clinical,  psycho- 
logical, and  sociological  standpoints;  the  sixth  re- 
views alcohol  ingestion  through  an  interdisciplinary 
approach. 


ALCOHOL  AND  CIVILIZATION.  Edited  by  Sal- 
vatore Pablo  Lucia,  M.D.  McGraw-Hill  Book  Com- 
pany, Inc.,  New  York,  1963.  $3.95. 

This  book  is  a collection  of  papers  and  panel 
discussions  presented  by  eminent  international  au- 
thorities in  the  pharmacological,  physiological,  psy- 
chological, social,  psychiatric,  and  legal  fields  at  a 
symposium  titled  “Alcohol  and  Civilization,’’  or- 
ganized by  the  editor  at  the  University  of  Califor- 
nia School  of  Medicine,  San  Francisco,  California. 

The  book  is  divided  in  six  parts:  Part  I.  The 
Effects  of  alcohol  on  the  body;  Part  II.  Alcohol  and 


The  book  is  a very  interesting  one  to  read.  A 
wealth  of  information  about  alcohol  and  its  effect 
upon  society  is  presented.  Much  historical  data  is 
included,  which  provides  an  insight  into  the  use 
of  alcohol  over  the  generations.  There  is  also  a dis- 
cussion of  the  current  status  of  research  on  alcohol. 

The  interested  reader  will  find  a perusal  of  this 
book  rewarding;  yet,  he  will  have  to  consult  spe- 
cialized publications  to  satisfy  his  curiosity  concern- 
ing fascinating  theories,  implications,  or  facts  treat- 
ed somewhat  superficially  in  the  several  chapters. 

Antonio  Capone,  m.d. 


C.V.P.  and  duo-C.V.P.  are  believed  to  act  by  decreasing 
abnormal  permeability  and  fragility  of  capillaries,  and  thereby 
reducing  bleeding  or  diapedesis  from  these  vessels. 

C.V.P.  and  duo-C.V.P.  provide  the  original  and  exclusive 
bioflavonoid  compound  from  citrus,  which  is  a 
specially  processed  concentrate  of  the  biologically 
active  water-soluble  factors. 


Each  C.V.P.  capsule,  or  5 cc. 

(approx.  1 teaspoonful)  syrup  provides: 


Each  duo-C.V.P. 
capsule  provides: 


CITRUS  BIOFLAVONOID 
COMPOUND . . . 


1 


ASCORBIC  ACID 
(vitamin  C)  . 


100  mg. 


capsules— bottles  of  100  and  500 
syrup— bottles  of4oz.,  16  oz.  and  gallon 


200  mg. 


200  mg. 


bottles  of  50,  100 
and  500 


samples  and  literature  from 


u.s.  vitamin  & pharmaceutical  corp. 

800  Second  Avenue,  New  York,  New  York  10017 
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THE  WASHINGTON  SCENE 


Despite  the  flood  of  major  health  measures 
approved  by  Congress  this  year.  President 
Johnson  apparently  plans  to  propose  more  impor- 
tant health  legislation  next  year.  Health  has  been 
given  no.  1 priority  on  the  “great  society”  program, 
it  appears. 

Johnson  has  been  telling  Congressmen  to  think 
in  terms  of  even  greater  strides  next  year. 

To  lay  the  groundwork  for  new  legislation,  he 
has  called  a White  House  Conference  on  Health 
Nov.  3-4. 

Johnson  recently  took  the  occasion  of  signing 
two  health  bills  to  outline  his  health  goals: 

— An  increase  in  the  average  life  expectancy  from 
the  present  70  years  to  75  years. 

— A reduction  in  infant  mortality  from  the  pres- 
ent rate  of  25  deaths  per  1000  births  to  16  per  1000. 

Virtual  elimination  of  polio,  diptheria  and  typhoid 
fever  and  an  end  to  tuberculosis,  measles  and 
whooping  cough. 

— A reduction  of  20  per  cent  in  deaths  from  heart 
disease,  cancer  and  stroke  — the  so-called  ‘‘killer 
diseases”  that  now  account  for  one-third  of  all  U.S. 
deaths. 

— Elimination  of  death  and  disability  among 
children  caused  by  rheumatic  heart  disease. 

— Eradication  of  malaria  and  cholera  from  the 
entire  world. 

One  of  these  two  health  bills  he  signed  into  law 
authorizes  a three-year,  $280  million  extension  of 
the  Health  Research  Facilities  Act.  It  also  autho- 
rizes three  additional  Assistant  Secretaries  of  HEW. 
one  for  Health  and  Medical  Affairs.  A special  as- 
sistant to  the  secretary  had  been  the  top  official 
for  Health  and  Medical  Affairs. 

The  other  bill  amends  the  Vaccination  Assistance 
Act  and  extends  it  for  five  years.  It  authorizes 
Federal  expenditures  of  $8  million  a year.  broad°ns 
the  program  to  include  measles  and  2ny  other  dis- 
ease designated  by  the  Surgeon  General  of  the  Pub- 
lic Health  Service  and  makes  the  immunization 
program  a continuing  one.  rather  than  “an  inten- 
sive community  vaccination  (program)  of  limited 
duration.”  Expenditure  of  $45  million  during  the 
next  five  years  also  authorized  for  family  health 
clinics  for  migratory  workers. 

Neither  the  chairman  nor  the  vice  chairman  of 
the  White  House  Conference  on  Health  is  a physi- 
cian. However,  five  of  the  nine  members  of  the 
executive  committee  to  plan  for  the  conference  are 
physicians.  All  were  appointed  by  Johnson. 


George  Beadle,  Ph.D.,  president  of  the  University 
of  Chicago,  will  be  chairman  and  Boisfeuillet  Jones, 
former  special  assistant  to  the  HEW  Secretary, 
vice  chairman. 

Physicians  on  the  executive  committee  are  Dwight 
L.  Wilbur  of  San  Francisco,  a member  of  the 
Board  of  Trustees  of  AMA;  George  James,  New 
Vork  health  commissioner;  Lowell  T.  Coggeshall, 
trustee  and  former  dean  of  the  Medical  School, 
University  of  Chicago;  Montague  Cobb,  professor 
of  anatomy,  Howard  University  Medical  School 
and  former  president  of  the  National  Medical  As- 
sociation, and  Michael  E.  DeBakey.  professor  of 
surgery,  Baylor  University. 

The  chief  executive  said  the  purpose  of  the  con- 
ference is  to  bring  together"  the  best  minds  and 
the  boldest  ideas  to  deal  with  the  pressing  health 
needs  of  the  nation.”  He  said  he  hopes  the  confe- 
rence will  develop  “creative  programs  that  will  bring 
better  health  to  every  American.” 

s|c  s|c  s|c  sj: 

The  Food  and  Drug  Administration  issued  two 
proposals  designed  to  eliminate  possible  causes  of 
illness.  One  called  for  a reduction  in  the  amount 
of  vitamin  D added  to  food  products  and  the  other 
for  pasteurization  of  commercial  egg  products. 

Last  November  Dr.  Robert  Cooke  of  Johns  Hop- 
kins University  expressed  concern  that  the  ingestion 
of  excessive  amounts  of  vitamin  D was  a possible 
cause  of  infantile  hypercalcemia.  FDA  Commission- 
er George  P.  Larrick  then  invited  the  Committee 
on  Nutrition  of  the  American  Academy  of  Pediatrics 
and  a joint  Committee  of  the  Council  on  Foods  and 
Nutrition  and  the  Council  on  Drugs  of  the  Ameri- 
can Medical  Association  to  look  into  this  problem. 

Both  committees  recommended  that,  while  there 
has  been  no  positive  demonstration  of  a cause  and 
effect  relationship  of  vitamin  D to  this  disease, 
there  should  be  restrictions  on  the  marketing  of 
foods  containing  vitamin  D. 

The  committee  made  clear  that  there  is  abundant 
scientific  evidence  to  demonstrate  that  an  excessive 
intake  of  vitamin  D is  of  no  value  and  that  400 
USP  units  per  day  will  meet  the  full  requirements 
of  infants,  children  and  nursing  mothers. 

Larrick  concluded  that  “prudence”  called  on 
limiting  the  amount  of  the  vitamin  added  to  foods. 

The  proposal  would  permit  the  continued  addi- 
tion of  vitamin  D to  such  foods  as  milk  products 
and  infant  formulas  at  a level  of  400  USP  units 
per  quart.  Over  the  counter  vitamin  D preparations 
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would  be  limited  to  a dosage  of  400  USP  units  of 
vitamin  D per  day.  Vitamin  D preparations  con- 
taining over  400  USP  units  per  day  would  be  sold 
only  on  prescription.  The  proposal  would  deny 
authority  for  the  addition  of  vitamin  I)  to  standar- 
dized foods  such  as  enriched  flour,  enriched  corn 
meal,  enriched  rice,  enriched  macaroni  products, 
enriched  bread  and  margarine. 

Requiring  pasteurization  of  commercial  egg  pro- 
ducts was  aimed  at  eliminating  possible  hazards  to 
consumers  from  Salmonella  bacteria  in  foods  that 
contains  eggs.  During  the  past  fiscal  year  220,150 
pounds  of  egg  products  were  seized  for  Salmonella 
contamination.  Such  products  are  used  as  ingredi- 
ents in  many  other  foods,  including  premixed  and 
ready-to-eat  foods  that  the  housewife  uses.  Egg 
products  containing  Salmonella  have  been  impli- 
cated in  cases  of  food-caused  illness  in  men. 


DOCTORS  OF  AMERICA  UNITE! 
YOU  HAVE  NOTHING  TO  LOSE 
BUT  YOUR  BRAIN! 

. . physicians  ...  do  not  have  the  advan- 
tages held  by  other  middle-income  groups. 
The  main  inequity  arises  from  the  fact  that 
physicians  have  no  percentage  depletion  allow- 
ance to  compensate  for  the  progressive  exhaus- 
tion of  their  one  irreplaceable  resource,  their 
brain  power. 

‘ Other  Americans  enjoy  depletion  allowances 
of  from  27.5%  for  oil-well  owners  down  to  5% 
for  owners  of  clam  and  oyster  shells.  . . . 

“While  some  people  might  maintain  that  oil- 
well  owners  . . . are  much  more  important  to 
the  American  community  than  are  physicians 
and  hence  should  be  pampered,  probably  none 
but  clam-shell  owners  will  take  the  same  stand 
about  the  importance  of  clam-shell  owners  . . . 
Physicians,  like  all  other  professional  men, 
should  have  a depletion  allowance  to  compen- 
sate for  the  inevitable  deterioration  of  their 
brains,  and  Congress  should  be  persuaded  to 
include  such  a provision  in  the  tax  laws  . . .” 
Extracted  from  Medical  Science,  August,  1965 
— Mark  D.  Altschule,  M.D.; 


(’  O R R E C T I O N 

In  the  Dermaquiz  problem  in  the  Sep- 
tember issue  the  photographs  on  page 
408  were  inadvertently  transposed. 
Case  listed  as  I is  properly  Case  II,  and 
Case  listed  II  is  properly  Case  I. 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treat- 
ment  of  nervous  and  emotional  disorders  as  well  as 
long  term  geriatric  problems. 

Physical,  neurological  psychiatric  and  psychological 
examinations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and 
conveniently  located  institution. 

L.  A.  Senseman  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 
Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 
P.  Wendel  Johnson,  Ph.D.  Therba  Johnston,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays) 
9-12  A.M.,  and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

_ 4 otlecariei 

Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 
140  Central  Avenue  Seekonk,  Mass. 
7 Registered  Pharmacists 
Pharmacy  License  No.  226 


GROUP  PRACTITIONER 
WANTED 

FOR  GROUP  PRACTICE.  MUST  HAVE  RHODE 
ISLAND  LICENSE  ELIGIBILITY.  SALARY  AR- 
RANGEMENTS OPEN  WITH  PARTNERSHIP 
OPPORTUNITY.  EXCELLENT  HOSPITAL  FA- 
CILITIES. 

Address  inquiries  to: 

BOX  27 

Rhode  Island  Medical  Journal 
106  Francis  Street 
Providence,  R.  I.  02903 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 

Sealy  Posturepedic  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


As  a doctor,  you  are  invited  to  take  advantage  of  a 
professional  discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you 
of  the  Posturepedic's  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets.  To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr. 


Residence 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


City 


Zone 


State  


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN. 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pal.  Oil. 
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easy 
does 

it! 


tear, 
moisten, 
compare 
-that’s  all! 


300689 


the  difference  between  cough  and  relief 

Benyliir  Expectorant 

Each  fluidounce  contains:  80  mg.  Benadryl®  (diphenhydramine  hy- 
drochloride, Parke-Davis);  12  grains  ammonium  chloride;  5 grains 
sodium  citrate;  2 grains  chloroform;  1/10  grain  menthol;  and  5 
per  cent  alcohol. 

for  relief  of  coughs  due  to  colds  or  allergy 

PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or  other  antihista- 
mine-containing drugs,  or  whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen  response  while  using  this 
preparation.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  BENYLIN 
EXPECTORANT,  should  be  prescribed  with  caution  because  of  possible  additive 
effect.  Diphenhydramine  has  an  atropine-like  action  which  should  be  consid- 
ered when  prescribing  BENYLIN  EXPECTORANT.  PACKAGING:  Bottles  of  4 oz„ 

16  oz.,  and  1 gallon  72165 

PARKE-DAVIS 


PARKE,  DAVIS  A COMPANY,  Detroit,  Michigan  48232 


IN  THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 


AND  THREATENED 


AND  HABITUAL  ABORTION 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

6tg 


BALTIMORE,  MARYLAND  21201 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown'  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown' 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\A A Cr anbury,  N.J.  e-»». 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1308  PHENIX  AVE. 


CRANSTON,  R.  I.  02910 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 
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to  clear 

an  infected 
stream 


treat  the  source 
with  optimal  dosage 


NegGram 

Brand  of 

nalidixic  acid 


Treat  the  source.  The  gram- 
negative pathogens  that  cause 
most  urinary  tract  infections. 
Treat  them  with  a specific  drug. 
NegGram.  Clinical  tests  show  that 
in  adults  two  500  mg.  NegGram 
Caplets®  orally  four  times  a day 
will  clear  up  most  gram-negative 
urinary  infections.  Quickly... effec- 
tively... with  minimal  side  effects. 

Gram-negative  urinary  infection 
—cystitis,  pyelitis,  pyelonephri- 
tis, prostatitis,  urethritis?  Start 
first  with  NegGram... “a  good 
‘starting’  drug.”1  NegGram 
“...treatment  may  be  first  choice 
in  potentially  curable  gram  nega- 
tive bacterial  urinary  infections.”2 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdcsage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment.  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It 
must  be  used  caut’ously  in  patients  with  liver  disease  or  severe  impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a faJse- 
positive  reaction. 

Dosage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1,000.  250  mg.  for  children,  available  in  bottles  of  56  and  1,000. 

References:  (1)  Carroll.  G.:  Urologists'  Letter  Club,  June  1,  1964.  (2)  McDonald, 

D.  F.,  and  Short,  H.  B.:  Address  to  the  Fourth  Interscience  Conference  on  Anti- 
microbial Agents  and  Chemotherapy,  New  York,  Oct.  26-28,  1964. 

Wfnthrcp 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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She  complains  about  her  upset  stomach  and  blames  her  cooking... you 
diagnose  functional  G.l.  disturbance  and  associated  stress... as  manifested 
by  indigestion,  heartburn,  bloating,  or  constipation.  Prescribe 


DECHOUN-BB 

(Hydrocholeretic-Antispasmodic-Sedative,  Ames) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (V4  gr) 

(Warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  a large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  intestinal 
motility 

BELLADONNA  EXTRACT 10  mg  (Vs  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  Adult  Dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  periodically 
for  increased  intraocular  pressure  and  barbiturate  ha- 
bituation or  addiction.  Caution  drivers  against  pos- 
sible drowsiness.  Side  Effects:  Dehydrocholic  acid 
may  cause  transitory  diarrhea;  belladonna  — blurred 
vision,  dry  mouth.  Contraindications:  Biliary  tract 
obstruction,  acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia. 

Available  through  your  regular  supplier: 

Dechoun-BB,  bottles  of  100  tablets. 

Ames  Company,  Inc.,  Elkhart,  Indiana  AMES 


72764 
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§omo  people  got  awag  from  colds  and  sinusitis 


. . . but  if  your  patient  can’t  get  away,  relieve  sneezing,  running  nose, 
and  congestion  of  colds  and  sinusitis  all  day  or  all  night  with  one 


ORNADE®  SPANSULE®  CAPSULE 

Trademark  brand  of  sustained  release  capsule 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine 
maleate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg. 
of  isopropamide,  as  the  iodide. 


Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  pro- 
static hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction  or  bladder  neck  obstruction. 
Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease. 
Drowsiness;  excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare 
occasions  but  usually  are  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Smith  Kline  & French  Laboratories 

Prescribing  Information. 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  By  The  Washington  Office  Of  The 
The  American  Medical  Association 


President  Johnson  has  signed  into  law  a modified 
version  of  the  controversial,  so-called  DeBakey  le- 
gislation authorizing  establishment  of  regional  co- 
operative programs  of  research,  training  and  related 
care  in  the  fields  of  heart  disease,  cancer,  stroke 
and  related  diseases. 

A total  of  $340  million  in  federal  funds  will  be 
available  during  the  next  three  years  to  help  uni- 
versities, medical  schools,  research  centers  and  oth- 
er public  or  nonprofit  institutions,  such  as  hospitals, 
and  agencies  in  (1)  planning.  (2)  conducting  fea- 
sibility studies  and  (3)  operating  pilot  projects. 

The  legislation  was  amended  in  the  House,  as 
recommended  by  the  American  Medical  Association, 
to  make  it  less  objectionable  to  the  medical  pro- 
fession. Dr.  James  Z.  Appel,  president  of  AMA. 
said  the  some  20  House  amendments  were  sub- 
stantial and  should  ■allay  many  of  the  fears  the 
medical  profession  had  about  the  original  bill.” 

But  even  so.  the  AMA  could  not  support  the 
amended  legislation.  Dr.  Appel  said,  "‘because  we 
believe  it  still  introduces  an  undesirable  concept." 

The  original  bill  called  for  establishment  of  re- 
gional medical  complexes  and  would  have  included 
"other  major  diseases." 

As  enacted  into  law.  the  programs  are  to  be  car- 
ried out  "in  cooperation  with  practicing  physicians.” 
Patient  care  is  limited  to  that  “incident  to  research, 
training  or  demonstrations.”  Xo  patient  can  re- 
ceive such  treatment  except  on  referral  of  a prac- 
ticing physician. 

Construction  is  limited  to  remodeling  and  reno- 
vation of  buildings  and  replacement  of  obsolete 
equipment. 

The  Surgeon  General  of  the  Public  Health  Serv- 
ice is  designated  as  the  official  responsible  for  final 
approval  of  federal  grants  under  the  program. 
However,  he  can  act  only  upon  the  recommendation 
of  a national  advisory  council.  And  an  application 
for  a federal  grant  first  must  be  approved  by  a 
local  advisory  committee.  Both  the  national  and 
local  committees  must  include  practicing  physicians. 

Present  federal  plans  for  starting  eight  regional 
programs  during  the  first  year  and  17  more  during 
the  next  two  years.  As  of  this  writing,  none  of  them 
had  been  announced. 

* * * 5gc  * 

The  Department  of  Health.  Education  and  Wel- 


fare has  ruled  that  physicians  are  not  required  to 
sign  racial  non-discrimination  pledges  in  order  to 
receive  payment  for  treating  federal-state  welfare 
patients. 

The  ruling  followed  protests  of  some  state  medi- 
cal societies  and  individual  physicians  when  some 
state  health  departments  interpreted  the  new  Civil 
Rights  Act  as  requiring  the  signing  of  such  a pledge. 
The  societies  and  physicians  protested  that  such  a 
pledge  would  constitute  an  unnecessary  federal  in- 
terference in  the  patient-physician  relationship. 

The  recent  special  meeting  of  the  AMA  House 
of  Delegates  adopted  a resolution  pointing  out  that 
non-discrimination  conditions  under  the  Principles 
of  Medical  Ethics  and  “willingly  self-imposed  by 
the  medical  profession  far  exceed  any  pledge  of 
this  nature  demanded  by  a federal  bureaucracy.” 
***** 

The  House  Ways  and  Means  Committee  has  post- 
poned until  next  year  consideration  of  legislation 
that  would  liberalize  the  so-called  Keogh  law.  The 
present  law  permitis  physicians  and  other  self- 
employed  persons  to  defer  income  taxes  on  a maxi- 
mum of  SI, 250  a year  set  aside  in  a retirement  fund. 
A bill  before  the  committee  would  increase  the 
maximum  to  $2,500  a year. 

***** 

The  Public  Health  Service  reported  only  35  cases 
of  polio  during  the  first  34  weeks  of  this  year,  a 
record  low  for  the  period.  For  the  same  period  last 
year.  65  cases  were  reported. 

During  the  same  period  this  year,  only  96  cases 
of  diphtheria  were  reported.  This  figure  compared 
with  a five-year  median  of  244  cases  in  the  same 
number  of  weeks. 

***** 

Dr.  William  H.  Stewart,  44-year-old  Public 
Health  Service  career  officer,  is  the  new  PHS  Sur- 
geon General. 

He  succeeded  Dr.  Luther  Terry  who  resigned  to 
become  vice  president  of  the  University  of  Penn- 
sylvania. 

Recognized  as  an  expert  in  the  field  of  public 
health  administration.  Dr.  Stewart  had  headed  the 
National  Heart  Institute  since  last  August.  For 
the  previous  two  years,  he  served  as  assistant  to 
(Concluded  on  Page  584) 
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A.M.A.  EMERGENCY  MEDICAL  I.D. CARDS 

FOR  YOUR  PATIENTS 


FREE  from  Blue  Cross-Physicians  Service 

Just  let  us  know  how  many  you  can  use,  with  the  coupon  below. 

You  know,  better  than  anyone,  the  value  of  this  life-saving  wallet  card. 

Carried  by  patients  with  any  of  some  200  “hidden”  physical  problems,  from 
diabetes  and  heart  conditions  to  common  drug  allergies  — the  card  “speaks  up”  when 
the  bearer  can’t  (and  you  aren’t  there.)  It  helps  assure  your  patient  proper  emergency 
treatment  at  the  hands  of  strangers,  in  the  eveht  of  accident  or  illness. 

Naturally  you,  the  physician,  can  encourage  its  use  and  make  sure  it’s  correctly 
filled-out  at  the  same  time. 

Will  you  have  your  secretary  mail  this  coupon,  to  let  us  know  how  many  cards 
you  need? 


clip  and  mail 

r 

BLUE  CROSS  AND  PHYSICIANS  SERVICE 
31  Canal  St.,  Providence,  R.  I.  02901 

Gentlemen:  Please  send Emergency  Medical  Identification  Cards  to: 

PHYSICIANS  NAME 

STREET 


1 


CITY 


STATE 


ZIP 


have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


most  beneficial,  helps  keep  the  spine  in  line  and 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


y _ As  a doctor,  you  are  invited  *o  take  advantage  of  a 

■ professional  discount  on  the  Sealy  Posturepedic. 
sjffllllf-  ■ We  believe  your  personal  use  will  convince  you 
of  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 


Retail  Professior 

Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $1 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) 

Dr - 


Sealy  Posturepedic*  mattres 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 


If  you  find  backache  brought  on  by  poor  sleeping  posture,  Sealy  Posturepedic  is  designed  in  cooperation  with  I 


□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 

indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.)  Residence 


1 Full  Size 


Check  your  preference: 


□ 1 Twin  Size 


□ Innerspring  Set 


City 


Zone State 


□ 2 Twin  Size 


□ Foam  Rubber  Set 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN. 

©Sealy,  Inc..  1963— ©T.M.  Reg.  U.S.  Pat.  0»l 


consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 


ing  orthopedic  surgeons  for  good  sleeping  posture 
firmness,  providing  the  kind  of  support  acknowl 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


effective 

RIATRIC 

arthritic 


ectiveness,  dependability  and  reassuring  Safety  Factors  make 
balate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
nts—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
rdiac  damage,  latent  chronic  infection  and  other  common  geriat- 
conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
t contribute  to  sodium  retention ..  .the  enteric  coating  assures 
stric  tolerance . . .and  clinical  experience  shows  that  this  prepara- 
n does  not  precipitate  the  serious  reactions  often  associated  with 
ticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


abalate  SF 


ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 
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THE  WASHINGTON  SCENE 

(Concluded  from  Page  580) 

the  special  assistant  to  the  HEW  Assistant  for 
Health  and  Medical  Affairs. 

After  being  graduated  from  the  Louisiana  State 
University  School  of  Medicine,  he  served  in  the 
Army  Medical  Corps  from  1946  to  1948.  He  gave 
up  a pediatric  practice  in  Alexandria,  La.,  in  1951 
to  join  the  PHS  Commissioned  Corps. 

s|c  :jc 

A total  of  1,529  physicians  will  be  drafted  dur- 
ing the  first  part  of  next  year.  The  military  needs 
in  Viet  Xam  made  necessary  an  increase  in  the  doc- 
tors' draft  over  the  852  called  last  January  and  the 
1.000  in  January.  1964. 

The  1966  draft  will  cover  physicians  who  com- 
pleted their  internships  from  two  to  five  years  ago. 
many  of  whom  are  in  private  practice. 

All  those  drafted  will  be  given  an  opportunity  to 
accept  officer  commissions  before  induction. 

Of  the  quota.  949  will  be  for  the  Army,  266  for 
the  Navy  and  320  for  the  Air  Force. 

In  addition  to  the  physicians,  350  dentists  and 
100  veterinarians  will  be  drafted. 

if: 

The  Surgeon  General's  Advisory  Committee  on 
Immunization  has  recommended  community  vacci- 
nation programs  against  measles. 

The  Committee  said  that  measles  is  one  of  the 
most  important  causes  of  serious  illness  in  children 
and  recommended  that  continuing  ■‘maintenance” 
programs  aimed  in  all  communities. 

‘‘Additionally,  consideration  should  be  given  to 
the  concept  of  full  immunization  of  all  children 
entering  schools,  nursery  schools,  etc.,  since  measles 
transmission  in  the  community  occurs  principally 
among  children  in  such  settings,”  the  committee 
said. 

‘Widespread  immunization  may  be  achieved 
through  routine  and  intensive  programs  conducted 
in  physicians'  offices  and  immunization  clinics  in 
both  public  health  and  private  medical  practice.  In 
some  instances,  mass  community-wide  vaccination 
programs  may  prove  practicable  in  communities  or 
segments  of  communities  in  which  immunization 
levels  achieved  through  routine  practice  are  known 
to  be  low. 

‘‘If  community-wide  programs  are  conducted, 
cognizance  must  be  taken  of  the  fact  that  such  pro- 
grams are  necessarily  more  complex  than  those  in- 
volving oral  polio  vaccine,  for  example,  since  mea- 
sles vaccines  must  be  parenterallv  administered.” 


PATRONIZE  JOURNAL 
ADVERTISERS 


Hygroton 

brand  of 
chlorthalidone 

the  longest-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Warning:  With  administration 
of  enteric-coated  potassium 
supplements,  the  possibility  of 
small  bowel  lesions  should  be 
kept  in  mind. 

Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 

Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

♦Dorhout  Mees,E.J.,and  Geyskes, 
G.G.:  Acta  med.scandinav. 
175:703,1964. 

Photos:  A 59-year-old  woman 
with  hypertensive  cardiovas- 
cular disease  and  edema  re- 
sistant to  low-salt  diet  and  bed 
rest.  The  patient  lost8’/2  lbs. 
in  one  week  with  a single  tab- 
let daily  of  Hygroton,  brand  of 
chlorthalidone. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3992  PC 


good  riddance 


Hygroton,  brand  of  chlorthalidone,  gets  rid  of  edema  efficiently. 
Your  edematous  patients  will  generally  need  far  fewer  tablets 
than  with  most  diuretics.  And  they’ll  generally  save  more  on  pre- 
scription costs.  One  tablet  a day  is  a popular  dosage.  So  is 
one  tablet  every  other  day.  You  may  even  find  half  a tablet  three 
times  a week  does  the  job.  No  other  diuretic  works  as  long. 

And  none  has  as  much  natruretic  activity  per  tablet.*  For  good 
riddance  of  edema  with  the  least  number  of  tablets,  prescribe 
Hygroton,  brand  of  chlorthalidone. 

Hygrotori  chlorthalidone  Geigy 
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DERMAQUIZ 

Conducted  by  Francesco  Ronchese,  m.d. 


(Right)  Teen-age  boy.  Some  follicular  active  lesions, 
(Left)  Middle  age  woman.  A hard  rubbery  plaque.  others  stony  hard.  Whitish-reddish-violaceous,  some 
Duration  years.  protruding,  some  excavated. 

For  diagnosis,  turn  to  page  5S9  For  diagnosis,  turn  to  page  599 


5th  ANNUAL  KIVEN  MEMORIAL  LECTURE 


310 N I)A Y,  DECEMBER  13,  1965  . . . 8:30  P.3I. 

At  the  Miriam  Hospital  Auditorium 

♦ ♦ ♦ 

ANATOMICAL  AND  PHYSIOLOGICAL  COHHCLATIONS 
IN  CORONARY  HCART  HISEASE 

RICHARD  GORLIN,  M.D. 

Assistant  Professor  of  Medicine,  Harvard  Medical  School; 

Senior  Associate  in  Medicine,  Peter  Bent  Brigham  Hospital, 

Boston. 


Spoil  soi  ed  by  — 

Friends  of  Doctor  Kiven  and  the  Rhode  Island 
Heart  Association 

ALL.  PHYSICIANS.  A RE.  CORDIALLY  INVITED  TO  ATTEND 


NOVEMBER,  1965 
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Happily,  but 

not  all  your  patients  for  those  who  are . . . 

are  overweight 

Bamadex 

d-amphetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 

Sequels 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitable  and  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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“...it  is  extremely  difficult  and  sometimes  impossible  to  differentiate  between 
‘pure  depression  and  anxiety  and  it  is  questionable  whether  depression  with- 
out a certain  degree  of  anxiety  really  exists.” 

Lehmann.  H.  E..  Canad.  Psychiat.  Assn.  J.  4(S):  1-12,  1959 


NOVEMBER,  1965 
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An  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


As  many  physicians  have  reported,  the  large 
majority  of  neurotic  depressed  patients  suf- 
fer from  both  depression  and  anxiety.  It 
may  be  difficult  to  decide  whether  these 
patients  are  primarily  depressed  or  pri- 
marily anxious.  And  yet  drug  treatment  of 
only  the  symptom  which  seems  more 
prominent  may  exacerbate  the  untreated 
element  of  the  depression  complex. 
Consequently,  it  would  seem  that  therapy 
specifically  aimed  at  both  the  depression 
and  associated  anxiety  and  tension  should 
increase  success  in  treatment. 

This  is  one  of  the  important  reasons  why 
‘Deprol’  has  proved  particularly  helpful. 
For  ‘Deprol’  acts  rapidly  both  to  lift  the 
mood  and  to  relieve  the  associated  anxiety, 
tension  and  insomnia. 

And  side  effects,  at  recommended  dosage, 
have  been  infrequent  and  generally  readily 
controlled. 

Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia,  agi- 
tation, or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accompanying  or 
related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activ- 
ity requiring  alertness  should  be  avoided  if  these  symp- 
toms are  present.  Effects  of  excessive  alcohol  may  pos- 


sibly be  increased  by  meprobamate.  Grand  mal  seizures 
maybe  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of 'Deprol'  have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate— Drowsiness  may  occur  and,  rarely, ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular.  CO-5749 


meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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Intragastric  photography  studies1 


A/  E.  B„  male,  age  48.  Normal  antral  contraction. 
Pyloric  opening  is  not  seen.  It  is  difficult  to  differ- 
entiate a deep  prepyloric  contraction  from  a “py- 
loric fleurette”  or  true  pylorus. 


B/Same  subject  after  6 mg.  of  propantheline  bro- 
mide intravenously;  antral  contractions  ceased. 
The  pyloric  orifice  remained  open  and  was  easily 
identified.  Better  visualization  of  the  antrum  was 
also  obtained. 


Now  you  can  see  Pro-Banthine  at  work 

(propantheline  bromide) 


Pro-Banthine  is  so  effective  in  anticholin- 
ergic action  that  it  may  be  employed  in 
visualizing  the  entire  pyloric  region. 

In  addition  to  the  intragastric  photo- 
graphs, cinegastroscopic  studies2  have 
demonstrated  graphically  not  only  its 
effectiveness  but  the  superiority  of  Pro- 
Banthine  over  belladonna  alkaloids. 

Pro-Banthine  produced  complete  cessa- 
tion of  gastric,  antral  and  pyloric  motor 
activity  with  a dose  of  6 mg.  intrave- 
nously. This  is  approximately  one-third 
the  usual  oral  dose  of  15  mg. 

Atropine  at  full  normal  dosages  did  not 
produce  such  cessation.  It  required  dou- 
ble the  usual  oral  dose  of  atropine,  0.8 
mg.  intravenously,  to  duplicate  the  aper- 
istaltic  action  of  Pro-Banthine.  This  dose 
of  atropine  produced  pronounced  discom- 
fort and  tachycardia  with  ventricular 
rates  as  high  as  150  per  minute. 

It  is  this  pharmacologic  superiority  of 


Pro-Banthine  which  has  made  it  the  most 
widely  prescribed  anticholinergic  in  such 
conditions  as  peptic  ulcer,  functional  hy- 
permotility, irritable  colon,  pylorospasm 
and  biliary  dyskinesia. 

Dosage  —The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15  mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.,  as  prolonged-acting  tablets  of 
30  mg.  and,  for  parenteral  use,  as  serum-type 
ampuls  of  30  mg. 

Side  Effects  and  Contraindications-Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or  severe 
cardiac  disease. 

1.  Barowsky,  H.;  Greene.  L.,  and  Bennett,  R..-  Investi- 
gators’ Clinical  Report.  Photographs  courtesy  of  Drs.  H. 
Barowsky,  L.  Greene  and  R.  Bennett. 

2.  Barowsky,  H.;  Greene,  L.,  and  Paulo,  D.:  Paper  read 
at  Meeting  of  American  Society  for  Gastrointestinal 
Endoscopy,  Montreal,  Canada,  May  25-27,  1965. 
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I.  THE  ETIOLOGY  OF  PEPTIC  ULCER 

Jean  E.  Todd,  m.d. 


In  such  a brief  review  of  the  etiology  of  peptic 
ulcer  disease  it  will  only  be  possible  to  touch  on 
some  of  the  major  factors.  It  has  long  been  known 
that  peptic  ulcers  occur  only  near  acid-secreting 
mucosa:  for  example,  in  the  duodenum,  in  the  gas- 
tric antrum,  at  the  esophago-gastric  junction,  in  the 
jejunum  following  gastro-jejunostomy,  and  in  the 
ileum  distal  to  a Meckel's  diverticulum.  Hence  the 
old  adage  ‘‘no  acid  — no  ulcer"  has  become  estab- 
lished. However,  we  know  this  is  a great  oversim- 
plification of  the  problem.  Any  factor  leading  to 
increased  gastric  secretion  or  decreased  mucosal 
resistance  may  be  involved  in  the  production  and 
perpetuation  of  an  ulcer  in  any  given  patient.  Some 
of  the  important  mechanisms  involved  in  ulcer  for- 
mation will  be  mentioned  briefly  although  many  of 
them  are  still  poorly  understood. 

1.  First  of  all.  factors  which  increase  the  acid** 
and  pepsin  secretion  of  the  stomach  and  so  lead 
to  ulcer  formation. 

a.  N eurogenic  Influences.  The  taste  and  smell 
of  food  increase  gastric  secretion  by  direct  vagal 
action.  Vagal  stimulation  in  animals  will  also  in- 
crease secretion.  The  early  work  in  this  century 
showed  that  emotional  stress  could  cause  changes 
in  the  gastric  mucosa  mediated  by  the  vagus  nerve. 
Recently,  experiments  with  monkeys  has  estab- 
lished the  neurogenic  route  to  be  the  chief  means 
by  which  anxiety  and  stress  lead  to  ulceration.  In 
these  ‘‘executive"  monkeys,  as  they  have  been  called, 
anxiety  concerning  their  ability  to  prevent  electric 
shock  by  pulling  the  lever  leads  directly  to  ulcer 
formation.  Experiments  in  monkeys  also  suggest 
that  stimuli  from  the  central  nervous  system  via 
the  hypothalmus  can  also  act  via  the  pituitary 
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adreno  corticotrop'c  hormone  (ACTH)  and  adre- 
nals and  so  to  the  stomach.  Stimulation  of  the  an- 
terior hypothalmus  in  such  animals  leads  to  a rapid 
but  poorly  sustained  increase  in  gastric  secretion 
prevented  by  vagotomy.  Stimulation  of  the  poste- 
rior hypothalmus  gives  a delayed  increase  in  gastric 
secretion  blocked  only  by  bilateral  adrenalectomy. 
Neurogenic  influences  probably  play  an  important 
role  in  the  average  case  of  duodenal  ulcer.  The  ul- 
cers associated  with  head  injuries  and  cranial  tumors 
also  probably  fall  into  this  group. 

b.  Gastrin  secretion.  Gastrin  secretion  by  the 
antrum  of  the  stomach  also  controls  acid  and  pepsin 
secretion.  Here,  secretory  substances  such  as  alcohol 
play  a role.  So  does  distention  of  the  antrum  as 
this  causes  increased  gastrin  secretion.  This  proba- 
bly plays  an  important  role  in  some  gastric  ulcers 
associated  with  alterations  in  gastric  emptying  due 
to  scarring  of  the  pylorus  or  adult  pyloric  hyper- 
trophy. Gastrin  is  also  under  vagal  control  and 
therefore  involved  in  the  neurogenic  influences  dis- 
cussed before. 

c.  Histamine.  Histamine  is  a wrell-known  stimu- 
lator of  gastric  secretion,  but  under  physiological 
conditions  probably  plays  little  or  no  role.  How- 
ever, it  is  produced  in  the  bowel  and  detoxified  in 
the  liver.  In  patients  who  have  had  a portacaval 
shunt  for  cirrhosis,  it  seems  likely  that  histamine 
is  free  to  increase  gastric  secretion.  This  is  the  most 
probable  explanation  for  the  increased  incidence  of 
peptic  ulcer  in  such  patients,  which  in  some  series 
is  a high  as  15  per  cent. 

d.  Genetic  Factors.  The  association  of  a higher 
incidence  of  peptic  ulceration  with  certain  b’ood 
groups,  especially  Group  O.  is  ve’l  known  but  not 
understood.  The  increased  incidence  in  relatives  of 
the  case  of  peptic  ulceration  is  harder  to  blame  on 
the  genetic  pattern  as  social  .economic  and  meo- 

(Continued  on  next  page) 
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tional  factors  may  be  more  responsible.  There  ap- 
pears to  be  a genetic  factor  in  the  syndrome  of 
pluriglandular  adenomatosis,  which  will  be  men- 
tioned later. 

e.  Endocrine  Factors.  The  relationship  of  the 
endocrine  glands  to  peptic  ulceration  is  one  of  the 
more  fascinating  recent  developments  in  the  study 
of  peptic  ulcer  disease.  Of  course  the  most  well- 
known  example  is  the  Zollinger-Ellison  syndrome. 
These  patients  have  a history  of  fulminating  peptic 
ulcer  disease,  which  is  usually  hard  to  control  and 
frequently  associated  with  stomal  ulcerations  and 
even  ulcerations  of  the  lower  duodenum  and  jeju- 
num. These  cases  have  been  shown  to  be  due  to 
tumors  of  the  islet  cells  of  the  pancreas.  The  tu- 
mors have  been  of  the  non-beta  type,  and  sometimes 
can  be  shown  to  be  of  the  alpha  cell  type.  Removal 
of  the  tumor  or  tumors  where  possible  will  cure 
the  ulcer  diathesis.  If  removal  is  impossible,  total 
gastrectomy  is  frequently  required  because  of  the 
very  high  output  of  acid  secretion  in  response  to 
these  tumors.  In  some  series  up  to  62  per  cent  of 
these  tumors  have  been  malignant,  and  in  26  per 
cent  the  tumors  have  been  multiple.  A gastrin-like 
substance  has  been  isolated  from  some  of  these  tu- 
mors which  in  dogs  will  cause  great  increase  in 
gastric  acid  secretion.  Some  of  these  individuals 
also  have  tumors  of  other  endocrine  organs  and 
are  part  of  the  syndrome  known  as  pluriglandular 
adenomatosis.  Twenty-five  per  cent  of  the  patients 
with  this  disease  have  peptic  ulcers.  The  disease  is 
apparently  gentically  determined,  and  adenomas  of 
the  pituitary,  adrenal,  and  pancreas  are  common, 
as  is  parathyroid  hyperplasia. 

Cases  have  been  described  in  which  ulcers  have 
been  associated  with  parathyroid  adenoma  or  hy- 
perplasia and  cured  following  parathyroid  surgery. 
The  pathway  is  poorly  understood.  Some  authors 
believe  that  the  parathyroid  directly  increases  gas- 
tric secretion.  Other  authorities  feel  it  is  the  level 
of  serum  calcium  that  is  the  important  factor. 

The  adrenal  gland  also  appears  to  be  related  to 


peptic  ulcer  disease.  Patients  with  Addison's  disease 
rarely  have  ulcers.  Animal  experiments  that  have 
already  been  mentioned  suggest  that  stress  may  act 
by  the  adrenal  gland.  Cortisone  therapy  is  also 
associated  with  a high  incidence  of  ulcer.  The  ac- 
tual mechanism  again  is  not  clear,  and  some  autho- 
rities prefer  to  believe  that  the  corticosteroids  act 
by  interrupting  mucosal  repairs.  Perhaps  both  me- 
chanisms are  involved. 

The  fact  that  ulcers  are  far  commoner  in  men 
than  in  women  suggests  that  there  is  a gonadal 
factor  involved.  One  explanation  is  that  circulating 
estrogens  have  a protective  effect.  A recent  study 
has  shown  increased  healing  of  duodenal  ulcers  fol- 
lowing stilbestrol  therapy. 

The  argentaffin  system  has  also  been  implicated 
in  some  cases  of  ulcer  disease.  In  patients  with 
metastatic  carcinoid  tumors  there  is  a greatly  in- 
creased incidence  of  peptic  ulcer. 

2.  The  second  big  consideration  in  peptic  ulcer 
etiology  is  change  in  the  mucosal  response  to  gas- 
tric secretion.  This  is  even  less  well  understood  than 
the  factors  increasing  secretion.  Changes  in  the  mu- 
cosa leading  to  alterations  in  the  mucous  barrier, 
as  are  seen  n some  cases  of  chronic  gastritis  asso- 
ciated with  intestinalization  of  the  stomach,  lead 
to  an  increase  in  the  incidence  of  ulcers.  Abnormal- 
ities of  reflexes  such  as  the  inhibition  of  gastric 
secretion  by  the  antrum  and  perhaps  by  the  duode- 
num may  play  a role.  Direct  trauma  to  the  gastric 
mucosa  by  drugs  such  as  aspirin  probably  is  the 
initiating  factor  in  some  cases.  This  probably  ac- 
counts for  the  greater  incidence  of  ulcers  in  patients 
with  rheumatoid  arthritis  treated  with  both  salicy- 
lates and  corticosteroids  as  compared  with  patients 
with  other  collagen  diseases  treated  by  steroids 
alone.  Any  influences  that  decrease  healing  of  su- 
perficial lesions  would  also  tend  to  give  a higher 
incidence  of  ulcer  disease.  This  is  one  of  the  ex- 
planations for  the  increased  incidence  of  ulcers  in 
patients  on  cortisone. 


II.  MEDICAL  MANAGEMENT  OF  PEPTIC  ULCER 

Claude  E.  Forkner,  m.d. 


After  hearing  Dr.  Todd’s  presentation  I am  sure 
you  will  agree  that  some  progress  is  being  made 
in  understanding  the  mechanisms  of  the  patho- 
genesis of  peptic  ulcer.  It  appears  that  some  hor- 
monal or  enzymatic  factors  or  combinations  of  these 
factors  may  be  at  the  heart  of  the  etiology  of  the 
disorder. 

We  are  not  scheduled  to  talk  about  the  diagnosis 
of  peptic  ulcer.  The  diagnostic  tests  are  quite  well 
standardized  and  are  well  known  to  all  of  you.  The 
most  important  evidence  upon  which  one  can  rely 


to  make  the  diagnosis  is  a meticulous  medical  his- 
tory. A good  medical  history  usually  not  only  ex- 
poses the  diagnosis;  but  of  course  it  also  relates 
the  duration,  the  location,  and  the  complications, 
and  provides  a superb  guide  to  treatment  and 
prognosis. 

Having  made  a diagnosis  or  strongly  suspected 
diagnosis  by  the  history  and  physical  examination, 
the  usual  steps  for  confirmation,  delineation,  and 
further  evaluation  are:  fractional  gastric  analysis, 
stools  for  occult  blood,  radiography  to  determ'ne  the 
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size  and  location,  and  perhaps,  in  selected  cases, 
gastroscopy  and  Papanicolaou  studies.  The  response 
to  adequate  treatment  provides  the  final  diagnostic 
confirmation. 

UNKNOWNS  ABOUT  PEPTIC  ULCER 

Physicians  perhaps  more  than  any  other  people 
are  constantly  reminded  of  our  ignorance.  There  is 
hardly  an  important  disease  about  which  we  know 
the  most  important  facts.  Peptic  ulcer  is  no  excep- 
tion. In  order  that  we  retain  humility,  that  most 
important  quality  of  a physician  or  of  a scientist 
(politicians  do  not  belong  here),  I think  we  might 
relate  some  of  the  unknowns  of  peptic  ulcer.  This 
is  meant  to  be  a challenge  rather  than  a rebuke. 
Only  by  knowing  and  fully  recognizing  that  we 
don't  know,  do  we  become  receptive  to  discovery. 

First  of  all  we  do  not  know  what  the  cause  of 
the  usual  peptic  ulcer  is.  Dr.  Todd  has  pointed  out 
to  you  a few  of  the  possible  causes,  but  in  general 
I think  we  can  say  with  confidence  that  no  one 
knows  the  cause  of  chronic  recurrent  peptic  ulcer. 
We  do  not  know  why  there  are  enormous  geographic 
differences  in  the  incidence  of  duodenal  and  gastric 
ulcers.  We  have  very  little  exact  data  concerning 
whether  or  not  peptic  ulcer  is  or  is  not  hereditary. 
We  know  that  the  familial  incidence  of  peptic  ulcer 
in  one  group  of  932  patients  was  42  per  cent,  in- 
cluding 26  sets  of  twins  with  peptic  ulcer. 

Why  is  it  that  persons  with  blood  group  O are 
more  prone  to  have  duodenal  ulcer,  whereas  in  car- 
cinoma of  the  stomach  and  in  pernicious  anemia 
there  is  a higher  incidence  of  blood  group  A?  Why 
is  it  that  patients  who  do  not  have  the  ability  to 
secrete  ABO  blood  group  antigens  into  their  body 
fluids  are  about  45  per  cent  more  likely  to  develop 
duodenal  ulcer  than  are  those  who  do  have  this  .. 
ability? 

Why  is  it  that  gastric  peptic  ulcer  is  3 or  4 times 
and  duodenal  ulcer  10  times  more  common  in  men 
than  in  women?  Before  puberty  and  after  the  meno- 
pause the  difference  are  less.  Why  is  the  course 
of  peptic  ulcer,  in  general,  less  severe  in  men  than 
in  women?  Why  do  the  symptons  of  active  peptic 
ulcer  tend  to  disappear  during  pregnancy? 

Why  does  the  stomach  not  digest  itself?  The 
mechanism  of  action  of  serotonin,  secreted  by  the 
argyrophil  cells,  in  inhibiting  gastric  secretion  is 
unknown.  The  mechanism  of  secretion  of  hydro- 
chloric acid  by  the  parietal  cells  is  largely  unsolved. 

The  role,  if  any,  of  the  salivary  secretions  in 
peptic  ulcer  is  unknown.  One  can  read  a thousand 
erudite  papers  on  peptic  ulcer,  yet  no  one  has  any- 
thing to  say  about  the  structure  or  function  in  pep- 
tic ulcer  of  these  salivary  glands  which  secrete  600 
or  800  ml.  per  day  of  alkaline,  enzymatic,  proteina- 
ceous material  that  bathes  the  stomach  and  duode- 
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num.  Every  other  gland  that  is  embryologically  de- 
rived from  the  foregut  secretes  vital  substances,  but 
the  salivary  glands  are  neglected  and  usually  not 
removed  for  study  at  autopsy.  It  seems  likely  that 
these  anatomically  complicated  glands  produce  both 
an  internal  and  external  secretion.  The  study  of  the 
salivary  glands  and  their  secretions  may  reveal  im- 
portant and  as  yet  unexplored  facts  about  peptic 
ulcer. 

The  role  of  the  secretion  of  Brunner’s  glands 
is  not  known.  Gastric  secretion  in  dogs  with  Heiden- 
hain  pouches  increases  markedly  after  duodenec- 
tomy  and  duodenal  transplantation.  This  suggests 
that  a mechanism  exists  in  the  duodenum  for  de- 
creasing production  of  hydrochloric  acid.  What  is 
this  mechanism? 

The  hormone  gastrin  produced  by  the  mucosa  of 
the  antrum  of  the  stomach  stimulates  gastric  se- 
cretion. Acid  secretion  in  turn  inhibits  the  secretion 
of  gastrin  by  the  antrum  thus  providing  a delicately 
balanced  excitatory  and  inhibitory  mechanism. 
Transplantation  of  the  antrum  to  the  colon  or  duo- 
denum disturbs  this  balance  by  eliminating  the  in- 
hibitory effect  of  acid  resulting  in  an  uncontrolled 
hormonal  increase  of  gastrin.  This  results  in  sus- 
tained hypersecretion  and  gastrojejunal  ulcers.  The 
exact  role  of  secretory  hormonal  inhibiting  substan- 
ces in  regulation  of  gastric  secretion  is  largely  un- 
known. The  mechanism  by  which  acid  prevents  the 
release  of  gastrin  is  unknown. 

Excessive  secretion  of  hydrochloric  acid  in  duo- 
denal ulcer  is  chiefly  neurogenic  in  origin.  Presum- 
ably the  activity  of  the  vagal  mechanism  is  in- 
creased. The  nature  of  this  hyperactivity  is  obscure 
and  the  exact  mechanism  for  vagal  release  of  gas- 
trin is  unknown.  The  relationship  between  stimu- 
lated antral  mobility  and  vagally  induced  release  of 
gastrin  is  not  completely  understood. 

The  existence  or  non-existence  of  an  inhibitory 
pyloric  gland  hormone  remains  controversial.  Gas- 
tric juice  contains  an  inhibitory  factor  for  gastric 
secretion.  This  factor  is  increased  in  patients  with 
achlorhydria.  The  physiologic  significance  of  this 
inhibitory  factor  is  unknown.  There  seems  to  be 
a factor  of  decreased  tissue  resistance  in  peptic 
ulcer.  The  nature  of  this  factor  is  unknown. 

Forgive  me  for  plowing  up  and  exposing  the  roots 
of  our  ignorance  about  peptic  ulcer.  It  is  necessary 
to  do  this  if  we  are  to  think  deeply  about  the  man- 
agement of  the  disorder  and  if  we  are  to  understand 
the  faults  and  the  virtues  of  certain  long  established 
empirical  concepts.  It  must  be  apparent  that  much 
has  been  learned.  With  modern  techniques  for  the 
study  of  hormones,  enzymes,  and  other  physiologic 
processes,  it  appears  that  we  may  be  on  the  brink 
of  new  discoveries  which  may  revolutionize  the  un- 
(iContinued  on  next  page) 
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derstanding  of  the  etiology  and  therapy  of  this 
disorder. 

COMMON  ERRORS  IN  DIAGNOSIS  AND 
TREATMENT 

Just  as  it  is  awkward  and  unatural  for  us  to 
expose  our  ignorance,  so  it  is  also  with  our  errors. 
The  instinct  of  self-preservation  and  the  ever- 
present hope  to  be  respected  and  admired  causes 
people  to  write  and  talk  about  what  we  know  and 
about  our  successes.  These  natural  protective  me- 
chanisms are  designed  to  keep  us  from  becoming 
discouraged  and  despondent.  On  the  other  hand, 
we  know  that  ’‘confession  is  good  for  the  soul." 
and  that  we  learn  more  by  our  mistakes  than  we 
do  by  our  successes.  The  device  of  marking  hidden 
shoals  with  buoys  and  of  warning  of  turns,  grades, 
and  crossings  on  our  highways  prevents  inadvertent 
tragedies.  In  the  practice  of  medicine  we  know 
where  many  of  the  mistakes  are  made  in  diagnosis 
and  therapy.  It  seemed  worthwhile  to  me  to  empha- 
size some  of  these  errors  in  order  that  they  may  be 
avoided. 

1.  The  commonest  and  most  reious  error  com- 
mitted by  physicians  in  the  study  of  peptic  ulcer, 
as  in  the  study  of  many  other  diseases,  is  the  fail- 
ure to  take  the  necessary  time,  patience,  and  care 
in  eliciting  a comprehensive,  meticulous  medical 
history.  Every  able  physician  and  surgeon  knows 
that,  in  the  vast  majority  of  patients,  about  80  per 
cent  of  all  the  data  needed  for  an  accurate  diagno- 
sis and  hence  adequate  treatment  is  derived  from 
what  he  learns  through  appropriate  and  adroit  ques- 
tioning of  the  patient.  The  physical  examination 
provides  another  approximately  10  per  cent.  X- 
rays.  electrocarlograms,  and  various  other  laboratory 
procedures  are  confirmatory  and  add  another  ap- 
proximately 10  per  cent  of  the  necessary  informa- 
tion. The  common  tendency  to  substitute  x-ray  and 
laboratory  studies  for  a good  medical  history  iden- 
tifies the  inadequate  physician.  Everyday  in  every 
part  of  the  country  we  see  this  commonest  of  errors. 
I cannot  emphasize  too  strongly  the  importance  of 
this  most  significant  test  of  all  — the  test  of  the 
physician's  willingness  and  skill  to  elicit  and  record 
an  adequate  medical  history. 

2.  Failure  to  appreciate  that  hypersecretion  of 
hvdrochloric  acid  in  patients  with  duodenal  peptic 
ulcer  is  continuous,  even  in  the  absence  of  the 
usual  stimuli,  and  is  present  not  only  in  the  active 
but  in  the  healed  phases  of  the  disease. 

3.  Failure  to  emphasize  strongly  to  the  patient, 
after  remissions  have  been  achieved  through  medi- 
cal or  surgical  means,  the  necessity  for  continued 
careful  management  for  the  rest  of  his  life. 

4.  The  use  of  anticholinergic  drugs  such  as  bel- 
lodonna.  atropine,  Banthine,®  Pro-Banthine,®  and 
Pathilon®  when  they  are  useless  or  contraindicated, 


as  for  example  in  pyloric  obstruction,  glaucoma, 
and  obstruction  at  tthe  neck  of  the  bladder. 

5.  Failure  to  recognize  promptly  that  massive 
hemorrhage  occurring  under  good  medical  manage- 
ment is  an  indication  for  immediate  surgical  inter- 
vention. 

6.  The  use  of  adrenal  cortical  steroids,  Butazo- 
lidin,®  and  salicylates  indiscriminately  without  re- 
cognition of  their  ulcerogenic  potentialities,  especi- 
ally in  patients  who  have  a history  of  peptic  ulcer. 

7.  Failure  to  differentiate,  within  a appropriate 
period  of  time,  a benign  from  a malignant  gastric 
ulcer. 

THE  PRINCIPLES  OF  TREATMENT 

From  what  has  been  said  by  Dr.  Todd,  and  after 
exposing  the  common  errors  and  the  unknowns  of 
peptic  ulcer,  we  are  in  a position  to  outline  briefly 
the  principles  of  treatment.  These  principles  are 
designed  to  correct  certain  abnormalities.  Before 
proceeding  on  this  course  it  is  important  to  remind 
ourselves  that  there  are  certain  differences  between 
chronic  duodenal  and  chronic  gastric  peptic  ulcer. 
These  differences  relate  to  incidence  (age  and  sex) 
and  to  the  volume  and  degree  of  acidity  of  the  gas- 
tric secretions.  It  may  be  said  in  summary  that: 

1.  Peptic  ulcer  occurs  only  in  those  parts  of 
the  digestive  tract  exposed  to  the  action  of  acid 
gastric  juice.  It  must  not  be  forgotten  that  such 
ulcers  may  occur  in  the  lower  part  of  the  esophagus 
and  in  Meckel's  diverticulum,  the  sight  of  ectopic 
gastric  glands.  Peptic  ulcers  do  not  occur  under 
conditions  of  sustained  complete  achlorhydria  (an- 
acidity)  as  demonstrated  by  the  absence  of  acid  in 
the  gastric  secretions  after  stimulation  with  hista- 
mine. 

2.  The  24  hour  volume  of  gastric  secretions  in 
duodenal  peptic  ulcer  usually  is  large  ( 2. 000ml. ±) 
whereas  in  gastric  duodenal  ulcer  and  in  the  normal 
state  the  volume  is  from  1.200  to  1.500  ml. 

3.  The  acidity  of  the  gastric  secretions  in  duo- 
denal peptic  ulcer  usually  is  excessive,  an  average  of 
60  clinical  units,  or  approximately  120  mEq.  per 
liter.  The  acidity  may  reach  from  3 to  20  times 
normal.  In  some  instances  absolute  hyperacidity 
does  not  occur,  but  relative  hyperacidity  is  present 
in  the  sense  that  the  proteolytic  destructive  effect 
exceeds  the  defensive  capacity.  In  gastric  peptic 
ulcer  the  acidity  is  normal  (average  of  20  to  40 
clinical  units,  approximately  40  mEq.  per  liter),  or 
lower  than  normal.  The  increased  acidity  is  believed 
to  be  neurogenic,  hormonal,  and  physiologic. 

4.  In  duodenal  peptic  ulcer  the  excess  secretion 
of  volume  and  of  acid  is  continuous  even  in  the 
absence  of  the  usual  stimuli,  even  in  the  presence  of 
an  empty  stomach,  and  continues  after  remission 
has  occurred.  The  overnight  secretion  may  be  at 
a high  level.  In  gastric  peptic  ulcer,  as  in  the  normal 
subject,  this  does  not  occur. 


MEDICAL  AND  SURGICAL  MANAGEMENT  OF  PEPTIC  ULCER 


595 


5.  Of  all  chronic  peptic  ulcers  approximately  80 
per  cent  are  duodenal.  Under  certain  circumstances 
this  ratio  is  reversed.  Frequently  there  is  an  associ- 
ation of  the  two  with  the  intermittent  or  simulta- 
neous occurrence  of  peptic  ulcers  in  both  the  duo- 
denum and  the  stomach. 

6.  Gastric  ulcer  as  a rule  occurs  at  a later  age 
(10  years  older)  than  duodenal  ulcer. 

7.  Terms  like  “decreased  tissue  resistance”  or 
“loss  of  cellular  protection”  have  been  used  to  fill 
in  important  gaps  in  our  knowledge.  These  unknown 
factors  undoubtedly  play  a part  in  many  diseases 
including  peptic  ulcer. 

8.  In  peptic  ulcer  there  is  hypermotility  with 
an  increase  in  the  frequency  and  magnitude  of  the 
contractions;  and  there  is  increased  engorgement 
of  the  vessels  of  the  mucosa. 

9.  In  peptic  ulcer,  as  with  many  other  chronic 
disorders,  emotional  factors  may  be  implicated  in 
the  precipitation,  aggravation,  or  prolongation  of 
the  disease  which  may  otherwise  have  remained 
latent.  Such  factors  may  be  resentment,  guilt,  anxi- 
ety, hostility,  and  frustration. 

Treatment  of  the  uncomplicated  idiopathic  peptic 
ulcer,  whether  duodenal  or  gastric,  should  be  di- 
rected at  neutralizing  these  abnormal  factors.  Such 
measures  are  outlined  as  follows: 

I.  General  Health  and  Increased  Natural  Resis- 
tance. A thorough  history  and  physical  examination 
will  almost  always  point  up  several  facets  of  a 
patient's  life  and  medical  status  which,  if  modified, 
can  result  in  general  betterment.  Examples  are:  a) 
Omission  of  medicines  or  unneeded  vitamins  which 
may  be  harmful;  b)  Correction  of  sleeping  habits; 
c)  Providing  a balanced  program  of  living  with 
adequatte  rest,  exercise,  work  and  recreation;  d) 
Providing  a balanced  diet  and  eliminating  harmful 
foods;  e)  Correction  of  obesity  or  of  excessive  loss 
of  weight;  f)  Correction  of  habits  of  excessive  smok- 
ing or  excessees  of  alcohol,  coffee,  and  tea,  and  g) 
Removing  obvious  foci  of  infection  in  tonsils,  teeth, 
gallbladder,  urinary  tract. 

II.  Correction  of  Emotional  Problems.  This  re- 
quires a close  and  intimate  knowledge  of  the  pa- 
tient’s life  situation  as  it  pertains  to  his  family,  job, 
economic  status,  and  education.  A thoughtful,  in- 
terested, unhurried  interest  on  the  part  of  the  physi- 
cian is  extremely  helpful.  The  patient's  clergyman 
may  be  a useful  partner  with  the  physician.  Rarely 
is  there  need  for  a professional  psychiatrist.  Mild 
sedatives  or  simple  tranquilizers  are  useful. 

III.  Neutralize  or  Remove  the  Excess  Acid  Se- 
cretion. This  is  best  done  by  a variety  of  procedures 
carried  out  simultaneously:  a)  Lessen  the  neuro- 
genic stimulus  by  alleviating  the  emotional  prob- 
lems as  in  item  (II)  above;  b)  Frequent  feedings, 
at  least  6 times  daily,  to  absorb,  buffer,  or  neutral- 


ize the  constant  secretion  of  acid.  At  first  this  may 
require  hourly  feedings  of  milk,  cereal,  eggs,  meat, 
or  other  foods  containing  protein.  Cream,  olive  oil, 
or  other  fats  tend  to  slow  down  the  digestive  pro- 
cess and  lessen  the  hypermotility.  It  is  no  so  much 
what  one  eats,  within  reason,  as  how  often  one 
eats  that  is  important,  c)  Occasionally,  because  of 
excessive  nightime  secretion,  gastric  aspiration  late 
at  night  is  useful,  d)  The  administration  of  non- 
absorbable antacids  at  frequent  intervals  midway 
between  the  multiple  feedings.  The  ideal  to  be 
achieved  is  to  have  an  agent  which  can  be  admin- 
istered orally,  will  produce  prolonged  neutralization, 
will  not  interfere  with  the  absorption  of  food,  will 
be  palatable,  will  not  produce  constipation  or  diar- 
rhea, and  will  produce  no  systemic  effects  such  as 
alkalosis.  Numerous  satisfactory  preparations  are 
commercially  available  and  are  relatively  inexpen- 
sive. Among  these  is  a flavored  colloidal  suspension 
of  magnesium  and  aluminum  hydroxides,  sold  under 
the  trade  name  of  Maalox.®  It  is  mildly  laxative, 
as  is  Gelusil,®  which  contains  a mixture  of  magne- 
sium trisilicate  and  aluminum  hydroxide  gel.  Am- 
phojel,®  containing  two  types  of  alumina  gel,  is 
slightly  constipating.  These  and  other  similar  agents 
are  available  in  suspension  or  in  tablets.  Each  tablet 
is  the  equivalent  of  about  5ml.  of  the  suspension. 
The  usual  practice  is  to  administer  about  20  to  30 
ml.  of  the  suspension  or  its  equivalent  in  tablets, 
midway  between  the  6 or  more  feedings.  A judicious 
mixture  can  be  used  depending  upon  whether  diar- 
rhea or  constipation  occurs.  In  the  acute  cases  the 
suspension  is  preferable  to  the  tablets. 

IV.  Eliminate  foods  which  by  virtue  of  their 
physical  roughage  or  gas- producing  qualities,  are 
likely  to  irritate  an  already  ulcerated  area  in  the. 
stomach  or  duodenum.  Such  foods  are  those  con- 
taining rough  cellulose,  such  as  skins,  seeds,  and 
fibers.  Bran  is  to  be  avoided.  Foods  known  to  be 
gas  producers,  such  as  dried  beans,  cabbage,  onions, 
melons,  and  nuts  are  best  eliminated. 

V.  Eliminate  foods  or  drinks  which  are  known 
to  produce  hyperemia  and  irritation  of  the  mucosa 
and  increase  gastric  secretion.  These  are  chiefly 
alcoholic  drinks,  caffein-containing  foods  such  as 
coffee,  tea,  and  cola  drinks  and  highly  seasoned 
food  containing  pepper  and  other  spices. 

VI.  Administration  of  Antis pasmodic  Drugs.  As 
mentioned  elsewhere  the  motility  of  the  stomach 
and  duodenum  is  increased  in  duodenal  peptic  ul- 
cer. This  tends  to  produce  rapid  emptying  of  the 
stomach  with  continued  and  excessive  secretion  of 
hydrochloric  acid  and  pepsin.  These  actions  are  to 
a large  degree  dependent  on  vagal  stimulation.  For 
these  reasons  a partial  “medical  vagotmy”  may  be 
performed  by  the  administration  of  anticholinergic 
drugs.  Such  drugs  are  belladonna  alkaloids  and  the 
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synthetic  anticholinergics.  The  anticholinergic 
drugs  are  less  clearly  indicated  in  gastric  peptic 
ulcer  than  in  duodenal  peptic  ulcer  since  the  in- 
fluence of  vagal  stimulation  on  tthe  stomach  is  less. 
Hence  these  drugs  are  indicated  in  gastric  peptic 
ulcer  only  in  those  cases  having  a demonstrated  high 
level  of  secretion  of  acid  and  rapid  gastric  empty- 
ing. Anticholinergic  drugs,  in  order  to  be  effective, 
must  be  used  in  sufficient  doses  to  produce  drying 
of  the  mouth  and  other  minor  toxic  symptoms.  The 
dosage  may  vary  from  time  to  time.  The  belladonna 
alkaloids,  tincture  of  belladonna  and  atropine,  when 
properly  used  are  of  lasting  value.  One  may  begin 
with  a moderate  dose  such  as  20  drops  of  tincture 
of  belladonna,  or  0.5  mg.  of  atropine  sulfate,  or  50 
mg.  of  methantheline  bromide  (Banthine®),  or  15 
mg.  of  propantheline  bromide  (Pro-Banthine®) , or 
25  mg.  of  tridihexethyl  chloride  (Pathilon®)  given 
by  mouth  before  meals  and  at  bedtime.  The  dose 
may  be  increased  stepwise  each  time  the  drug  is 
given  until  minor  toxic  effects  occur. 

In  this  brief  outline  I have  attempted  to  point 
up  some  of  the  problems  that  relate  to  the  medical 
treatment  of  uncomplicated  peptic  ulcer.  We  know 
that  peptic  ulcer  usually  is  a chronic  recurring  dis- 
ease. that  the  results  of  appropriate  medical  treat- 
ment often  are  spectacular.  Recurrences  are  com- 
mon and  usually  can  be  traced  to  failure  to  con- 
tinue and  to  carry  out  a satisfactory  regimen.  Pep- 
tic ulcer  at  times  fails  to  respond  to  medical  treat- 
ment and  at  times  is  associated  with  serious  com- 
plications demanding  surgical  intervention. 

Performation  with  hemorrhage  is  highly  dramatic, 


and.  in  our  experience,  plication  alone  is  completely 
inadequate  without  further  definitive  surgery.  Only 
one  of  eight  patients  having  plication  alone  had  a 
satisfactory  long  term  result.  Usually  gastric  re- 
section offers  the  only  hope  for  survival.  The  high 
mortality  rate  following  perforation  and  massive 
hemorrhage  (100  per  cent  in  5 patients)  requires 
a search  for  multiple  ulcers  at  the  time  of  plication 
for  perforation.  If  these  are  found,  a primary  sub- 
total gastrectomy  should  be  strongly  considered. 
The  occurrence  of  multiple  combined  complications 
is  a positive  indication  of  advanced,  intractable 
ulcer  disease  requiring  definitive  surgical  treatment, 
usually  gastric  resection,  at  the  earliest  possible 
moment. 
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III.  SURGICAL  MANAGEMENT  OF  PEPTIC  ULCER 

Samuel  W.  Moore,  m.d. 


The  surgical  management  of  peptic  ulcer  is  almost 
completely  concerned  with  complications.  These 
completely  concerned  with  complications.  These 
complications  include:  (1)  perforation.  (2)  obstruc- 
tion, and  (3)  bleeding.  These  may  occur  singly,  or 
the  patient  may  have  two,  or  even  three,  at  the 
same  time.  Needless  to  say.  the  gravity  of  the  situ- 
ation increases  with  the  number  of  complications. 

PERFORATION 

Although  perforation  of  a peptic  ulcer  has  been 
reported  in  a newborn  infant  by  Benbow,2  and 
even  before  birth  by  Lee  and  Wells4  of  Philadelphia, 
it  usually  occurs  between  the  ages  of  25  years  and 
50  years.  In  a series5  which  we  studied  at  Bellevue 
Hospital  consisting  of  101  patients  with  perforation, 
the  youngest  was  18  and  the  oldest  71  years  of  age. 
In  this  series  there  were  97  males  and  4 females. 
As  all  reports  have  shown,  male  far  outnumber  fe- 
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male  patients.  It  has  been  thought  that  Negroes 
did  not  develop  peptic  ulcer.  This  was  disproved  by 
papers  from  New  Orleans  years  ago.  In  the  Belle- 
vue series,  there  were  6 Negro  patients  with  per- 
foration. of  whom  5 were  male  and  one  female. 

In  the  New  York  Hospital  series3  of  114  patients 
with  perforated  ulcer  reported  by  Heuer.  77  per 
cent  were  duodenal  and  23  per  cent  gastric  ulcers. 
At  the  time  of  operation  it  is  often  difficult  to  state 
the  exact  location  of  an  ulcer,  particularly  if  there 
is  a great  deal  of  inflammation.  The  follow-up 
roentgen  ray  studies  frequently  locate  the  ulcer  at 
a site  other  than  that  described  in  the  operative 
note.  One  must  remember  that  the  pyloric  vein  is 
a very  important  anatomical  landmark  in  determi- 
ning whether  an  ulcer  is  in  the  duodenum  or  the 
stomach.  Sometimes  this  is  difficult  to  find  when  the 
ulcer  is  associated  with  inflamation  and  perforation. 

Ulcers  may  perforate  without  previous  symp- 
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toms;  however,  a careful  history  will  usually  elicit 
chronic,  as  well  as  acute,  complaints. 

The  diagnosis  of  perforated  ulcer  is  usually  quite 
simple,  although  it  can  be  very  difficult.  With  a 
history  of  stomach  trouble  or  ulcer  in  the  past, 
there  may  be  several  days  of  increasing  difficulty, 
followed  by  sudden,  excruciating  pain  in  the  abdo- 
men. At  times  the  pain  is  so  sudden  and  sharp  that 
it  may  be  described  as  having  been  ‘‘kicked  in  the 
abdomen.”  There  may  be  paid  in  the  shoulder,  usu- 
ally the  right,  but  sometimes  the  left,  caused  by  the 
effect  of  hydrochloric  acid  on  the  peritoneum  of  the 
diaphragm.  The  pain  then  gradually  spreads 
throughout  the  abdomen. 

On  examination  the  abdomen  is  characteristically 
described  as  board-like,  with  absence  of  liver  dull- 
ness due  to  the  air  under  the  right  diaphragm. 
Tenderness  is  most  marked  in  the  right  upper  quad- 
rant. With  leakage  of  gastric  contents,  guided  by 
the  mesenteric  attachment,  to  the  right  lower  quad- 
rant, the  tenderness  shifts  to  this  area.  Roentgen 
ray  examination  may  show  air  under  the  right  and 
at  times  under  the  left  diaphragm.  It  is  important 
to  remember  that  percussion  and  absence  of  liver 
dullness  are  important  as  diagnostic  signs  and  can 
be  elicited  much  more  promptly  than  roentgen  ray 
examination. 

Appendicitis  remains  the  condition  most  frequent- 
ly confused  with  perforation.  Acute  cholecystitis 
must  always  be  considered,  as  well  as  the  fact  that 
carcinomas  of  the  stomach  also  perforate.  Ulcers 
which  perforate  slowly  into  a solid  viscus,  such  as 
the  liver  or  pancreas,  tend  to  produce  rather  indefi- 
nite symptoms  without  severe  local  tenderness,  but 
with  pain  going  through  to  the  back.  There  is  usu- 
ally leukocytosis,  which  may  be  absent  early  after 
perforation  due  to  shock  and  at  times  the  whiter 
count  may  remain  low.  As  a rule,  it  rises  promptly 
to  a high  level. 

Perforation  of  an  ulcer  into  the  free  peritoneal 
cavity  constitutes  a surgical  emergency.  The  mortal- 
ity rate  increases  with  delay  in  closure  of  the  per- 
foration, rising  in  proportion  to  the  length  of  time 
following  perforation  before  surgery  is  carried  out. 
In  one  series  reported  by  Sallick,9  when  operation 
was  performed  within  6 hours  after  perforation 
the  mortality  rate  was  2 per  cent;  from  6 to  12 
hours,  15  per  cent;  from  12  to  48  hours,  30  per 
cent;  and  over  48  hours,  100  per  cent. 

Simple  closure  of  the  perforation  is  the  preferable 
procedure  for  the  majority  of  operators.  These  pa- 
tients are  poorly  prepared  and  the  least  surgery  is 
the  best  surgery.  The  perforation  is  closed  by  sim- 
ple suture,  usually  with  reinforcement  of  the  suture 
line  by  a small  tab  of  omentum. 

When  a patient  is  a good  risk,  some  surgeons 
prefer  to  do  a gastric  resection.  This  increases  the 


initial  mortality  rate,  but  achieves  better  long-term 
results.  The  long-term  results  following  suture  of 
a perforation  in  peptic  ulcer  show  that  about  50  per 
cent  remain  well  and  about  50  per  cent  have  a re- 
currence of  symptoms.  In  The  New  York  Hospital 
and  Bellevue  series  one-half  the  patients  (in- 
cluding post-operative  deaths)  had  unsatisfactory 
results  following  simple  suture  and,  in  both  groups, 
30  per  cent  required  subsequent  surgery. 

Ulcers  may  re-perforate.  In  one  case  reported  by 
Royster,8  an  ulcer  perforated  five  times.  It  is  in- 
teresting that  the  mortality  rate  in  re-perforations 
seems  to  be  lower  than  in  those  patients  who  per- 
forate for  the  first  time.  This  is  probably  caused 
by  immunization  of  the  peritoneum  to  bacteria  and 
to  adhesions  which  have  sealed  off  the  ulcer.  Gen- 
eralized peritonitis  is  the  most  common  cause  of 
death  following  perforated  ulcer. 

Some  surgeons,  including  Bedford-Turner,1  ad- 
vocate non-operative  treatment  for  perforation, 
such  as  nasal  suction  and  antibiotic  therapy.  This 
may  be  justified  in  late  cases,  in  elderly  people  with 
a potentially  high  mortality  rate,  or  when  a patient 
is  a very  poor  operative  risk.  Otherwise,  we  feel  an 
operation  is  preferable. 

BLEEDING  PEPTIC  ULCER 

At  The  New  York  Hospital  we  have  found  that 
5 per  cent  of  patients  hospitalized  for  peptic  ulcers 
were  admitted  because  of  bleeding  or  began  to 
bleed  while  on  an  ulcer  regime  in  the  hospital.  Our 
experience  also  shows  that  75  per  cent  of  patients 
hemorrhaging  massively  from  the  upper  gastroin- 
testinal tract  are  bleeding  from  peptic  ulcer.  Al- 
though bleeding  from  peptic  ulcer  is  frequent,  it  is 
usually  not  severe  enough  to  threaten  life.  Of  380 
patients  with  bleeding  peptic  ulcer  at  The  New 
York  Hospital,  208  were  treated  and  2nd  discharged 
without  operation. 

The  patient  with  massive  hemorrhage  may  lose 
1,000  to  2,000  ml.  of  blood  and  show  unmistakable 
signs  of  surgical  shock,  and  it  is  in  this  group  that 
fatalities  occur.  Massive  hemorrhage  from  a peptic 
ulcer  usually  gives  rise  to  vomiting  of  blood,  but 
in  all  cases  blood  shows  ud  in  the  stool  sooner  or 
later.  The  treatment  of  mild  bleeding  presents  no 
particular  problem  and  is  handled  by  the  long  es- 
tablished Sippy  regime  of  milk,  cream,  and  antacids. 
It  is  the  patient  who  continues  to  bleed  who  causes 
difficulty.  The  important  factor  is  to  recognize 
massive  bleeding  and  operate  while  the  patient  is 
in  good  condition,  rather  than  postpone  operation 
until  his  condition  is  poor.  When  all  aids,  including 
intravenous  therapy  and  transfusion,  have  been 
tried,  the  patient  and  surgeon  are  at  a great  dis- 
advantage. 


(Continued  on  next  page) 
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The  proper  management  of  a patient  with  bleed- 
ing peptic  ulcer  includes  bed  rest,  narcotics  and 
sedatives,  and  a stomach  tube.  We  prefer  to  delay 
oral  feeding  for  48  hours,  and  then  begin  a Sippy 
regime.  If  there  is  no  additional  bleeding,  roentgen 
ray  examination  may  be  carried  out  in  about  10 
days  and  the  patient  may  then  be  placed  on  a regu- 
lar medical  regime. 

When  the  patient  requires  a maximum  of  500 
ml.  of  blocd  over  8 hours  or  1500  ml.  over  24  hours 
to  maintain  his  blood  pressure,  operation  is  indi- 
cated. Similarly,  operation  should  be  carried  out  if 
the  patient  steps  bleeding  and  begins  again,  or  be- 
gins bleedings  while  in  the  hospital  on  a medical 
regime  for  peptic  ulcer.  If  the  site  of  bleeding  is 
not  determined,  roentgen  ray  examination  on  the 
way  to  the  operating  room  is  useful.  If  no  ulcer  can 
be  demonstrated,  operation  is  postponed. 

The  operation  of  choice  for  bleeding  peptic  ulcer 
is  subtotal  gastric  resection.  The  ulcer  and  all  antral 
mucosa  should  be  removed.  This  ulcer  is  usually 
located  along  the  lesser  curvature  of  the  stomach 
or  on  the  posterior  wall  of  the  duodenum.  At  times 
the  ulcer  cannot  be  excised.  In  difficult  situations 
a tube  in  the  common  bile  duct  will  identify  this 
structure  and  make  dissection  easier.  It  is  most  im- 
portant to  identify  any  pancreatic  ducts,  as  their 
division  may  lead  to  a pancreatic  fistula. 

OBSTRUCTION  DUE  TO  PEPTIC  ULCER 

As  peptic  ulcers  heal  scar  tissue  is  created,  and. 
when  the  ulcer  is  in  the  neighborhood  of  the  pylorus, 
this  contraction  of  scar  tissue  causes  narrowing  and. 
at  times,  obstruction.  This  narrowing  and  edema 
may  cause  food  retention  and  failure  of  the  stomach 
to  empty.  This  is  evidence  by  vomiting  and  the  fail- 
ure of  meals  and  alkalis  to  relieve  symptoms.  Ob- 
s. ruction  should  always  be  suspected  when  the  pa- 
tient vomits  food  eaten  6 to  24  hours  previously. 
A barium  meal  is  by  far  the  best  method  of  demon- 
stating  obstruction.  When  the  barium  remains  in 
the  stomach  after  six  hours,  we  look  upon  this  as 
an  obstructed  stomach. 

Valuable  additional  information  may  be  obtained 
by  aspirating  the  fasting  stomach.  It  is  amazing 
what  one  may  learn  concerning  diseases  of  the  eso- 
phagus. stomach,  or  duodenum  by  means  of  passing 
a small  tube.  It  is  difficult  and.  at  times,  impossible 
to  tell  how  much  the  obstruction  is  due  to  spasm,  or 
edema,  or  both,  and  how  much  to  actual  scar  tis- 


sue. It  is  for  this  reason  that  these  patients  are 
treated  conservatively  for  evaluation  by  small,  fre- 
quent feedings,  and  by  administration  of  alkalis 
and  antispasmodics  such  as  atropine  or  belladonna 
to  relax  the  pyloric  ring.  The  stomach  is  emptied  by 
continuous  suction  or  a twice-daily  gastric  lavage. 
When  dehydration  and  marked  obstruction  are  pres- 
ent. intravenous  fluids  are  used.  When  the  obstruc- 
tion persists  or  recurs,  operation  is  indicated. 

There  are  two  operative  procedures  of  choice. 
Gastroenterostomy  will  give  excellent  results  in  an 
o'.der  patient  with  pyloric  obstruction  and  in  gene- 
rally poor  condition.  In  the  younger,  better  risk 
patient,  gastric  resection  is  preferable,  usually  with 
vagotomy. 

In  reviewing  the  results  of  gastroenterostomy  at 
The  New  York  Hospital.  Heuer3  found  a mortality 
rate  of  5.9  per  cent  and  a 73.6  per  cent  satisfactory 
result,  as  compared  to  a 7.7  per  cent  mortality  rate 
and  an  83  per  cent  satisfactory  result  with  gastric 
resection.  You  will  note  there  is  a higher  mortality 
rate  with  gastric  resection,  but  it  provides  better 
long  term  results. 

MULTIPLE  SIMULTANEOUS  COMPLICATIONS  OF 
PEPTIC  ULCER 

Multiple  simultaneous  complications  of  peptic 
ulcer  may  be  catastrophic.  We  have  become  inter- 
ested in  those  patients  who  suffer  two.  or  even 
three,  of  the  major  complications  of  peptic  ulcer, 
namely,  perforation,  hemorrhage,  or  obstruction.  In 
reviewing  the  literature  one  is  struck  by  the  paucity 
of  reports  of  these  combinations  in  the  same  patient. 
Many  authors  even  state  that  the  perforated  ulcer 
never  bleeds  and  the  bleeding  ulcer  never  perforates. 
In  reviewing  969  admissions  of  775  different  pa- 
tients to  the  surgical  wards  of  The  New  York  Hos- 
pital7 we  have  found  9 per  cent,  or  89  admissions 
representing  82  different  patients,  presenting  a com- 
bination of  two  or  three  complications.  The  remain- 
ing 880  admissions  presented  only  a single  perfora- 
tion. hemorrhage,  or  obstruction.  A large  number  of 
the  deaths  in  the  multiple  entity  group  resulted  not 
from  a catastrophe  of  peptic  ulcer,  but  from  some 
serious  unrelated  disease,  such  as  malignant  tumor 
in  11  cases.  There  were  21  patients  with  severe 
associated  but  unrelated  conditions. 

Multiple  complications  tend  to  occur  in  the  older 
age  group,  and  the  majority  (67  per  cent)  were 
patients  50  to  80  vears  of  age. 


QUESTIONS  FROM  THE  FLOOR 


Q.  Please  comment  on  dietary  management  of 
peptic  ulcer  in  a patient  unable  to  tolerate  milk. 
Also  please  comment  on  reports  that  milk  has  a 
high  protein  content  and  is  therefore  a poor  acid 
inhibitor. 


A.  Dr.  Forkner:  Milk  is  not  at  all  necessary 
in  the  management  of  peptic  ulcer.  It  is  the  fre- 
quency with  wh:ch  the  patient  eats  rather  than 
what  he  eats  (within  reason)  that  is  important.  If 
cows’  milk  is  not  tolerated,  goat  milk  or  soy  bean 
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milk  are  good  substitutes.  Milk  provides  an  ade- 
quate protein,  and  protein  is  a good  neutralizer  for 
acid.  It  does  not  have  the  effect  of  inhibiting  acid 
production.  That  is  best  accomplished  by  inhibiting 
or  preventing  vagal  action  through  anticholinergic 
drugs  or  vagotomy. 

Q.  Is  Sanka®  permissible  and  what  about  aro- 
matic compounds? 

A.  Dr.  Forkner:  In  the  treatment  of  peptic  ul- 
cer moderation  is  the  rule.  Coffee,  tea,  alcohol,  and 
highly  seasoned  foods  tend  to  increase  the  irrita- 
bility of  the  stomach  and  tend  to  increase  secretion 
of  acid.  Sanka®,  weak  Chiinese  tea,  and  Postum® 
are  permissible  when  taken  in  moderation. 

Q.  Have  you  any  opinion  on  the  use  of  olive 
oil  straight,  or  as  an  emulsion,  to  diminish  gastric  se- 
cretion and  especially  to  relieve  night  pain  in  peptic 
(usually  duodenal)  ulcer? 

A.  Dr.  Forkner:  I have  had  no  experience  with 
this.  Oils  do  diminish  secretion.  Dr.  Burgess  (Dr. 
Alex  M.  Burgess  of  Providence)  do  you  have  any 
comments? 

Dr.  Eurgess:  Fifty  years  ago  someone  advocated 
it.  I have  found  no  further  reference  in  the  litera- 
ture. I have  tried  it  a number  of  times  and  have 
found  it  very  helpful. 

Dr.  Forkner:  If  Dr.  Burgess  has  found  it  helpful, 
it  is  helpful. 

Q.  What  type  of  operation  is  recommended  in 
duodenal  ulcer  with  gastric  bleeding? 

A.  Dr.  Moore:  I think  it  is  most  important  to 
remove  the  ulcer,  whether  it  is  in  the  duodenum  or 
stomach.  This  can  best  be  done  with  gastric  re- 
section. When  the  patient  is  young,  in  good  condi- 
tion, or  both,  vagotomy  will  give  additional  protec- 
tion from  a recurrent  ulcer.  When  ulcers  perforate^ 
into  the  pancreas,  the  bleeding  is  usually  from  the 
gastroduodenal  artery.  This  allows  sufficient  room 
below  the  ulcer  to  free  the  duodenum  and  do  a 
satisfactory  closure. 

Q.  Should  all  gastric  ulcers  be  operated  upon? 

A.  Dr.  Moore:  I think  all  gastric  ulcers  should 
be  operatied  upon.  It  is  very  difficult  to  rule  out 
carcinoma,  even  with  a surgical  biopsy  of  the  lesion. 
The  incidence  of  recurrence  is  very  high,  even 
though  the  ulcer  may  heal  with  medical  treatment. 
Even  a malignant  ulcer  may  respond  temporarily  to 
medical  therapy.  When  a diagnosis  is  made,  the  pa- 
tient a suitable  risk,  and  the  surgeon  familiar  and 
properly  equipped,  the  ulcer  can  be  removed,  usu- 
ally by  gastric  resection,  with  a very  low  mortality 
rate  in  elective  operations. 

Q.  What  type  of  operation  do  you  use  for  a 
gastric  ulcer? 

A.  Dr.  Moore:  We  prefer  to  do  a gastric  resec- 
tion and  remove  the  entire  ulcer.  At  times,  if  the 


ulcer  is  very  high  or  difficult  to  remove,  a gastric 
resection  is  done  and  the  ulcer  left  in  place.  In 
such  a case  at  least  four  biopsies  should  be  negative 
for  cancer.  We  much  prefer  to  remove  the  ulcer. 

Q.  If  a massive  hemorrhage  occurs  in  an  ulcer 
that  is  so  low  in  the  duodenum  that  it  cannot  be 
resected,  what  is  your  procedure? 

A.  Dr.  Moore:  Frequently  the  duodenum  can  be 
closed  by  suturing  the  wall  of  the  duodenum  to  the 
pancreas  above  the  ulcer.  This  leaves  the  ulcer  in, 
but  removes  the  gastric  antrum.  Do  not  attempt 
to  remove  the  ulcer  base  from  the  pancreas.  Another 
method  is  to  remove  the  antral  mucosa  and  then 
close  the  pylorus  above  the  ulcer.  In  case  of  active 
bleeding  in  the  base  of  an  ulcer,  some  open  the 
duodenum  and  suture  the  bleeding  vessel.  A better 
method  is  to  ligate  the  vessel  outside  the  lumen  of 
the  duodenum,  but  on  both  sides. 

Q.  Do  you  think  the  nutritional  state  of  the  pa- 
tient should  have  any  bearing  on  the  type  of  re- 
section done  or  the  lack  of  resection? 

A.  Dr.  Moore:  Following  gastric  resection  the 
majority  of  patients  lose  weight,  some  10  to  15 
pounds.  Due  to  a diet  of  milk  and  cream,  many  are 
overweight  before  operation.  Following  operation 
there  may  be  smaller  intake  of  food,  faster  transit 
time  with  loss  of  fat  and  nitrogen,  and  at  times 
dumping.  Usually  the  less  stomach  removed,  the 
less  weight  loss.  It  also  seems  desirable  for  food 
to  pass  through  the  duodenum.  With  this  in  mind, 
a vagotomy  with  50  per  cent  gastric  resection  and 
gastroduodenal  anastomosis  may  be  a better  pro- 
cedure for  the  thin  patient. 
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DERMAQUIZ  ANSWERS 

(See  Page  E86) 

(Left)  Diagnosis:  Keloid  following  boiling  water 
scald  in  infancy. 

(Right)  Diagnosis:  Acne  keloidalis,  a sequela  of 
acnc  vulgaris. 
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Exfoliative  cytology  has  been  demonstrated 
to  be  effective  in  detecting  cancer  of  the  geni- 
tal tract,  especially  occult  carcinoma-in-situ  of  the 
cervix.  This  technique  has  been  fruitful  in  screen- 
ing studies  demonstrated  by  a joint  project  of  the 
Diagnostic  Branch  of  the  National  Cancer  Institute 
and  the  Institute  of  Pathology  of  the  University  of 
Tennessee.  They  reported  the  detection  of  393 
intraepithelial  carcinomas  and  373  invasive  uterine 
cancers  in  108,000  women  of  Memphis  and  Shelby 
County.  Tennessee.1  Half  of  the  cancers  were  found 
in  Negroes.  This  was  not  surprising,  since  a mor- 
bidity survey  for  uterine  cancer  in  this  area  for 
1950  and  1951  revealed  an  incidence  rate  of  80  to 
52  cases  per  1.000  of  Negroes  to  white. 

Stimulated  by  the  experience  in  Tennessee,  the 
Diagnostic  Branch  of  the  National  Cancer  Institute 
has  supported  similar  projects  in  scattered  areas 
of  the  United  States  to  compare  the  occurrence  of 
uterine  cancer  in  population  groups,  as  well  as  other 
statistical  parameters.  Corollary  benefits  of  these 
surveys  were  the  early  detection  of  cancer,  the  de- 
monstration of  the  benefits  of  routine  genital  tract 
cytology  to  physicians  and  women,  and  the  training 
of  cytotechnologists.  These  programs  have  been 
completed  and  the  combined  result  will  be  pub- 
lished elsewhere.  We  wish  to  report  here  the  experi- 
ences of  the  Rhode  Island  project. 

During  a preliminary  period  of  several  months, 
cytology  screeners  were  instructed  and  physicians 
became  acquainted  with  the  scope  of  the  project. 
Approval  and  cooperation  were  obtained  from  the 
Rhode  Island  Medical  Society  and  the  Rhode  Island 
Division  of  the  American  Cancer  Society.  Statewide 


^Supported  by  the  Diagnostic  Branch  of  the  National 
Cancer  Institute.  Dr.  Thomas  H.  Murphy  was  director 
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participation  by  physicians  was  encouraged.  Doc- 
tors were  instructed  to  submit  a vaginal  aspiration 
smear  and  cervical  scraping  on  each  patient  over 
twenty  years  old.  clinically  free  of  genital  tract 
cancer.  Annual  repeat  examinations  were  recom- 
mended. Articles  were  published,  describing  the 
project  and  its  progress.2  3 4 5 

Cytology  smears  were  classified  as  negative,  un- 
satisfactory. atypical,  suspicious,  positive  for  car- 
cinoma-in-situ. positive  for  invasive  carcinoma  of 
cervix,  positive  for  adenocarcinoma,  or  positive  for 
tumor,  type  unclassified.  Code  numbers  were  used 
for  statistical  purposes.  The  classification  “atypi- 
cal'' meant  abnormality  (possibly  inflammatory  and 
probably  not  tumor)  and  usually  was  accompanied 
by  a recommendation  for  repeat  examination  in 
three  to  six  months.  A “suspicious"’  smear  implied 
possible  or  probable  neoplasm,  the  report  usually 
containing  a recommendation  for  immediate  repeat 
smear,  which,  if  persistent,  should  be  followed  by 
biopsy. 

MATERIAL 

From  November  1956  to  mid-March,  1960, 
54.105  women  were  examined,  mostly  in  the  offices 
of  private  physicians  in  the  state.  An  additional  128 
women  with  history  of  diagnosis  of  female  genital 
tract  cancer  were  also  tested,  but  they  have  not 
been  included  in  any  of  the  data  to  be  presented. 

Within  this  period,  the  54,105  women  received 
77.650  tests,  each  test  usually  including  two  types 
of  smears,  taken  during  the  same  visit,  a vaginal 
aspiration  and  a cervical  scraping.  Sometimes,  only 
a vaginal  aspiration  or  a cervical  scraping  was  done. 
Fifty-nine  thousand  seven  hundred  and  forty  of 
the  tests  were  done  as  part  of  the  first  examination 
of  the  women  in  the  study.  These  included  tests 
repeated  because  initial  smears  were  unsatisfactory 
or  abnormal.  The  remaining  17.190  tests  were  done 
on  the  13,704  women  who  had  at  least  one  rescreen- 
ing. A rescreening  has  been  defined  as  a cytology 
test,  or  series  of  tests,  done  at  least  nine  months 
after  the  initial  test. 

Only  one-fourth  of  the  54.105  women  in  the 
study,  or  13,704  women,  had  one  or  more  rescreen- 
ings. Slightly  more  than  50  per  cent  of  the  women 
first  examined  early  in  the  program  were  re-exam- 
ined one  or  more  times  in  contrast  with  30  per  cent 
of  the  women  in  the  latter  half  of  the  program. 


R.  i.  women’s  cancer  cytology  survey 
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The  women  in  the  study  were  predominantly 
white,  were  or  had  been  married,  and  were  parous. 
Their  average  age  was  40.2  years.  Two  per  cent 
(986)  of  them  were  nonwhite,  with  an  average  age 
of  34.3.  Because  of  the  very  small  proportion  of 
nonwhite  women  in  the  study,  no  further  attempt 
will  be  made  to  present  the  data  by  race,  except 
to  point  out  that  there  were  two  positive  diagnoses 
made  during  the  study  among  them,  one  of  carci- 
noma-in-situ  of  the  cervix  and  one  of  invasive  can- 
cer of  the  cervix. 

FINDINGS 

Cytology.  About  91  per  cent  (49,570  women) 
had  negative  cytology  findings  on  first  examination 
(Tablel).  There  were  331  women  with  positive  cy- 
tology. Five  hundred  and  twenty-one  women,  one 
per  cent  of  the  women  tested,  had  suspicious 
smears.  A little  under  six  per  cent  were  atypical. 
One  per  cent  of  the  54,105  women  tested  had  un- 
satisfactory first  examinations. 

As  the  study  progressed,  there  was  a change  in 
the  proportion  of  women  with  cytology  readings  in 
the  various  categories.  The  percentage  of  women 
with  negative  cytology  at  first  examination  in- 
creased from  74  during  late  1956  to  98  in  the  early 
part  of  1960.  Unsatisfactory  cytologic  examinations 
decreased  from  six  per  cent  in  the  first  two  months 
of  the  survey  to  a little  over  one  per  cent  during 
the  remainder  of  the  study.  There  was  also  a de- 
crease in  the  proportion  of  those  with  atypical 
readings.  In  the  more  abnormal  cytologic  groups, 
two  per  cent  of  the  women  from  late  1956  through 
1958  had  suspicious  or  positive  cytology  readings. 
This  changed  to  a little  over  one  per  cent  in  1959 
and  to  0.3  per  cent  in  early  1960. 

Two  hundred  and  ninety-eight  cases  were  demon- 
strated by  tissue  examination  to  have  cancer.  Cy- 
tology examinations  leading  to  the  diagnosis  were 
positive  in  236  cases  and  suspicious  in  46  cases. 
One  hundred  and  eighty  of  the  208  cases  of  car- 
cinoma-in-situ  of  the  cervix  had  positive  smears; 
25  had  suspicious  smears.  One  case  with  negative 


cytology  diagnosed  as  carcinoma-in-situ  during  sec- 
ond examination  had  had  initial  atypical  findings, 
with  a clinical  impression  of  chronic  cervicitis.  The 
other  three  cases  of  carcinoma-in-situ  diagnosed 
during  second  examination  following  positive  cy- 
tology had  been  suspicious,  atypical  to  suspicious, 
and  negative  (pregnant),  respectively,  during  pre- 
vious examination. 

Of  the  48  cases  diagnosed  as  invasive  cancer  of 
the  cervix,  42  had  positive  and  four  suspicious 
cytology  readings.  The  one  case  diagnosed  during 
second  examination  following  positive  cytology  had 
previously  been  classified  as  atypical. 

Twenty-four  of  the  34  cases  of  cancer  of  the  cor- 
pus, all  but  two  of  which  were  adenocarcinomas, 
were  cytologically  suspicious  or  positive.  Ten  cases 
had  positive  smears,  14  suspicious,  three  atypical, 
six  negative,  and  one  unsatisfactory. 

The  eight  diagnoses  of  cancer  of  primary  sites, 
other  than  the  uterus,  included  three  of  the  vagina, 
two  of  the  ovary,  one  of  the  vulva,  and  two  of  the 
sigmoid,  metastatic  to  the  uterus.  The  two  cases  of 
metatatic  cancer  had  atypical  and  suspicious  cy- 
tology, respectively.  One  case  each  of  carcinoma  of 
the  vagina  and  of  the  ovary  yielded  smears  that 
were  suspicious.  The  other  four  cases  had  positive 
cytology. 

Tissue  study  was  performed  in  92  per  cent  of 
the  women  with  positive  cytology  during  first  ex- 
amination, or  in  303  of  the  331  women  (Table  II). 
Cancer  was  demonstrated  in  76  per  cent  of  these 
studies.  Later  cytology  examinations  resulted  in 
seven  additional  positive  reports.  Five  of  the  six 
cases  biopsied  revealed  tumor.  Among  the  309  bi- 
opsies performed  because  of  a positive  cytology  re- 
port on  either  the  initial  or  repeat  examination,  two 
cases  revealed  probable  carcinoma-in-situ  of  the 
cervix  and  37  cases  atypical  hyperplasia.  Eighty- 
eight  per  cent  of  the  cases  with  positive  cytology 
revealed  significant  pathology,  usually  of  the  cer- 
vix. In  the  suspicious  group  diagnosed  on  initial  or 
repeat  examination,  20  per  cent  of  the  women  had 
(Continued  on  next  page) 


TABLE  I 

CYTOLOGY  RESULTS  AMONG  WOMEN 
WITH  FIRST  EXAMINATION  FOR  EACH  YEAR  OF  THE  SURVEY 


Year  of  Positive  Suspicious  Atypical  Negative  Unsatisfactory 

Survey  No.  % No.  % No.  % No.  % No.  % Total 


1955- 

Nov.-Dec. 

3 

1.2 

2 

0.8 

46 

1957 

139 

0.9 

161 

1.1 

1421 

1958 

120 

0.6 

216 

1.2 

1084 

1959 

67 

0.4 

136 

0.8 

494 

1960 

Jan. -Mar. 

2 

0.1 

6 

0.2 

26 

Total 

331 

0.6 

521 

1.0 

3071 

17.8 

191 

74.0 

16 

6.2 

258 

9.5 

13077 

87.2 

193 

1.3 

14,991 

5.9 

16816 

90.9 

269 

1.4 

18,505 

2.8 

16433 

95.3 

119 

0.7 

17,249 

0.8 

3053 

98.4 

15 

0.5 

3,102 

5.7 

49570 

91.6 

612 

1.1 

54,105 

6C2 


tissue  study,  and  of  these,  approximately  36  per 
cent  were  positive  for  cancer. 

Diagnosis  was  made  most  often  by  cold-knife  cone 
biopsy  for  cases  of  carcinoma-in-situ  of  the  cervix, 
by  punch  biopsy  for  cases  of  invasive  cancer  of  the 
cervix,  and  by  curettings  for  cases  of  corpus  cancer. 

There  had  been  no  clinical  suspicion  in  180  (86.5 
per  cent)  of  the  cases  of  carcinoma-in-situ,  in  19 
(39.6  per  cent)  of  the  cases  of  invasive  cervical 
cancer,  and  in  23  (62.6  per  cent)  of  the  cases  of 
cancer  of  the  body  of  the  uterus. 

Most  of  the  women  with  diagnosis  of  uterine  can- 
cer had  had  two  smears  taken,  a vaginal  aspiration 
and  a cervical  scraping,  during  the  initial  test  of 
the  examination  leading  to  diagnosis.  In  general,  the 
cervical  scraping  was  more  effective  than  the  va- 
ginal aspiration  in  indicating  the  need  for  further 
study  because  of  suspicious  or  positive  cytologis 
findings.  This  was  particularly  true  for  165  cases 
of  carcinoma-in-situ  with  satisfactory  initial  read- 
ings for  both  types  of  smears.  In  73  per  cent  of 
these  cases,  both  smears  were  suspicious  or  positive. 
In  75  per  cent  of  the  pairs  of  smears,  the  vaginal 
aspiration  was  suspicious  or  positive;  in  94  per  cent, 
the  cervical  scraping  was  classified  thus.  From  the 
small  number  of  cases  available,  neither  type  of 
smear  could  be  demonstrated  to  be  more  effective 
than  the  other  in  detecting  invasive  cancer  of  the 
cervix  or  cancer  of  the  corpus.  The  combination  of 
smears  seemed  preferable  to  either  single  smear. 

Atypical  hyperplasia  or  dysplasia  of  the  cervix 
had  been  diagnosed  by  tissue  study  in  59  women, 
56  of  whom  had  suspicious  or  positive  cytology. 
The  ether  three  were  atypical.  In  27  of  these  cases, 

TABLE  II 

POSITIVE  TISSUE  STUDIES  FOLLOWING 
SUSPICIOUS  OR  POSITIVE  CYTOLOGY 

FINDINGS 

No.  Tissue  Study  Positive  Tissue 


Cytology  Worn-  Per  Per 

Finding  en  No.  Cent  No.  Cent 


First  Examination 

Suspicious 

521 

117 

22.5 

46 

39.3 

Positive  for 
ca-in-situ 

219 

201 

91.8 

141 

70.1 

Positive  with 
questionable  invasion 

65 

62 

95.4 

56 

90.3 

Positive  for 
invasive  ca 

47 

40 

85.1 

34 

85.0 

Total  positive 

331 

303 

91.5 

231 

76.2 

Later  Examinations 

Suspicious 

72 

11 

15.3 

0 

— 

Total  positive 

7 

6 

85.7 

5 

83.3 
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the  atypical  hyperplasia  was  extremely  severe,  al- 
most approximating  carcinoma-in-situ. 

DISCUSSION 

Age  is  a factor  related  to  the  occurrence  of  the 
various  lesions.  On  the  average,  there  was  an  in- 
crease in  age  with  severity  of  the  lesion.  The  average 
age  of  the  cases  of  atypical  hyperplasia  was  37.4 
years  and  of  the  cases  of  carcinoma-in-situ  of  the 
cervix,  40.4,  a difference  of  three  years.  The  dif- 
ference in  average  age  between  the  carcinomas-in- 
situ  and  the  invasive  cancers  of  the  cervix  diagnosed 
during  the  survey  was  almost  11  years  (40.4  and 
51.1  years,  respectively) . The  peak-age  incidence 
of  carcinoma-in-situ  (30-39)  was  similar  to  the 
Shelby  Countv-Memphis  project  (30-34)  but  some- 
what higher  for  invasive  cancer  of  the  cervix  (50-54 
veisus  40-49).  Those  with  cancer  of  the  body  of  the 
uterus  compared  with  invasive  cervical  cancer  were 
eight  years  older  on  the  average. 

There  were  no  cases  of  any  of  these  lesions  found 
among  women  under  20  years  of  age.  Ten  cases  of 
atypical  hyperplasia,  26  of  carcinoma-in-situ,  but 
none  of  invasive  cancer  were  diagnosed  in  women 
20  to  30  years  old. 

Since  the  women  in  the  study  were  predominantly 
married  or  had  been  married,  the  cases  of  tumor 
occurred  mainly  in  this  group.  Xinety-six  per  cent 
of  the  cervical  cancers,  in-situ  and  invasive  com- 
bined. were  diagnosed  among  the  married.  Eighty- 
eight  per  cent  of  the  fundal  cancers  were  from  the 
married  group.  Among  the  single  or  never-married 
vcmen,  there  were  five  cases  of  carcinoma-in-situ 
and  five  of  invasive  cancer  of  the  cervix,  as  well 
as  four  of  cancer  of  the  fundus. 

The  majority  of  the  cases  were  also  found  among 
parous  women.  However,  there  was  some  indication 
from  the  data,  of  a tendency,  usually  small,  for 
nulliparous  women  in  this  survey  to  be  diagnosed 
a little  more  often  as  having  these  lesions  than  their 
representation  in  the  population  examined.  Xo  in- 
formation is  available  regarding  relationship  to 
sexual  promiscuity.  Ten  per  cent  of  the  women 
examined  and  ever  married  were  nulliparous.  Among 
the  cases,  12  per  cent  with  atypical  hyperplasia,  11 
per  cent  with  carcinoma-in-situ,  and  16  per  cent 
with  invasive  cancer  of  the  cervix  were  nulliiparous. 
The  situaton  was  much  different  with  cancer  of  the 
c^r^us.  Twenty-seven  per  cent  of  these  cases  were 
null 'parous. 

Suspicious  cytology  had  been  found  in  22  and 
positive  cytology  in  five  of  the  1,850  women  preg- 
nant at  the  time  of  first  examination.  There  were 
no  suspicious  or  positive  smears  among  the  189 
vv-'m’n  pregnant  during  later  examinations.  Among 
the  five  positives,  three  were  diagnosed  as  having 
carcinoma-in-situ  of  the  cervix  and  the  other  two 
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were  being  followed.  They  had  entered  the  study 
late  in  the  survey  period. 

Because  of  the  large  number  of  Catholic  women 
in  the  study,  as  well  as  of  Protestant  women,  and 
of  a sizeable  group  of  Jewish  women,  there  was  a 
good  opportunity  to  compare  these  three  religious 
groups  with  respect  to  the  occurrence  of  the  uterine 
lesions  under  consideration.  One  hundred  and  sev- 
enty-one of  the  290  positive  diagnoses  (59  per  cent) 
of  uterine  lesions  were  found  among  Catholic  wom- 
en, 100  (34  per  cent)  among  Protestants,  and  five 
(2  per  cent)  among  the  Jewish  women.  These  three 
groups  formed  59,  34,  and  6 per  cent,  respectively, 
of  the  examined  population.  Except  for  the  under 
representation  of  the  diagnosed  cases  among  the 
Jewish  women,  which  could  have  been  anticipated, 
there  seemed  to  be  no  difference  between  the  Catho- 
lic and  the  Protestant  cases  in  the  number  diag- 
nosed. Rare  as  these  cervical  lesions  are  reputed  to 
be  among  Jewish  women,  there  were  three  cases  of 
in-situ  and  one  of  invasive  cervical  carcinoma  diag- 
nosed among  them. 

The  ratio  in  this  survey  of  cases  of  pre-invasive 
cancer  to  invasive  cancer  of  the  cervix  was  4.3  to  1. 
The  occurrence  rate  at  first  examination  for  pre- 
invasive  cancer  was  3.77  per  1,000  women  examined 
and  for  invasive  cancer  0.87  per  1,000.  The  occur- 
rence rate  for  pre-invasive  cancer  is  similar  to  the 
Memphis  and  Shelby  County  project  (3.6  per 
1.000),  but  the  rate  for  invasive  cancer  is  con- 
siderably lower  (3.1  per  1,000).  The  similar  oc- 
currence rate  for  carcinoma-in-situ  was  surpris- 
ing since  a higher  rate  was  expected  in  the  pre- 
dominantly colored  group  in  the  Tennessee  pro- 
ject. One  can  only  surmise  the  reason  for  the 
lower  incidence  of  invasive  cancer  of  the  cervix. 
Since  the  Rhode  Island  group  was  probably 
in  a h'gher  economic  bracket,  they  may  have  had 
more  adequate  medical  care,  resulting  in  earlier 
biopsy  and  detection  of  cancer  of  the  cervix  and 
elimination  from  this  survey.  Physicians  were  in- 
structed not  to  submit  smears  from  clinically  sus- 
picious lesions.  The  prevalence  rate  in  this  project 
is  only  of  the  women  examined  with  unsuspected 
disease.  Therefore,  no  inference  can  be  drawn  of 
the  incidence  of  invasive  cancer  of  the  cervix  in  the 
entire  female  population  of  Rhode  Island. 

Repeat  screening  examinations  were  attempted 
to  evaluate  the  number  of  cancers  that  were  missed 
on  the  first  smear  test.  Thirty  to  50  per  cent  of  the 
women  had  a second  examination.  All  but  five  of  the 
cancers  were  detected  bv  the  first  examination. 

With  increasing  experience  by  physicians  in  mak- 
ing the  smears  and  the  cytotechnologists  examining 
them,  there  was  a progressive  decrease  in  unsatis- 
factory smears  and  atypical  readings. 

The  cytologic  detection  of  cervical  cancer  was  more 
accurate  than  of  endometrial  cancer.  Eightv-nine 


per  cent  of  carcinomas-in-situ  and  87  per  cent  of 
invasive  cancers  of  the  cervix  had  positive  cytology, 
in  contrast  with  30  per  cent  of  the  cancers  of  the 
corpus. 

The  combination  of  positive  and  suspicious  cy- 
tology reports  resulted  in  the  detection  of  98  per 
cent  of  carcinomas-in-situ  of  the  cervix,  95  per  cent 
of  invasive  carcinomas  of  the  cervix,  and  73  per 
cent  of  cancers  of  the  corpus. 

The  poor  detection  rate  of  cancer  of  the  endo- 
metrium has  been  generally  a problem  for  cytolo- 
gists.  Reagan®  has  improved  his  detection  rate  for 
endometrial  cancer  from  73  per  cent  to  92  per  cent 
by  use  of  the  endometrial  aspiration  smear  in  place 
of  vaginal  aspiration,  von  Haam7  similarly  has  re- 
commended endometrial  or  endocervical  aspiration, 
citing  cn  86  per  cent  correct  positive  diagnosis  with 
this  method  in  contrast  with  65  per  cent  by  vaginal 
aspiration  and  cervical  scraping. 

Evaluation  of  the  accuracy  of  cytology  diagnosis 
is  derived  from  the  tissue  diagnosis  and  careful  fol- 
low-up. The  reliability  of  the  diagnosis  of  carci- 
noma-in-situ  of  the  cervix  plays  a vital  role  in  these 
assessments.  The  histopathologic  diagnosis  of  car- 
cinoma-in-situ of  the  cervix  is  fraught  with  diffi- 
culties. The  lesion  is  frequently  focal,  grossly  not 
visible,  and  requires  extensive  sampling  of  the  cer- 
vix. Cone  biopsy  with  step-serial  sections  has  proved 
effective.  Being  superficial,  intraepithelial  carcino- 
ma of  the  cervix  may  be  easily  dislodged  and  lost 
if  the  tissue  is  roughly  handled  at  surgery  or  on 
pathology  examination.  Careful  technique  in  the 
biopsy  and  in  processing  are  of  vital  importance  in 
successfully  demonstrating  the  lesion.  At  times,  it 
is  difficult  to  distinguish  between  carcinoma-in-situ 
and  atypical  hyperplasia.  In  this  survey,  the  diag- 
nosis of  carcinoma-in-situ  was  made  only  after 
unanimous  agreement  by  three  pathologists.  In  lieu 
of  this,  the  lesion  was  classified  as  atypical  hyper- 
plasia. 

This  project  has  successfully  obtained  several 
goa's:  It  has  demonstrated  the  high  incidence  of 
clinically  unsuspected  carcinoma-in-situ  of  the  cer- 
vix in  Rhode  Island,  comparable  to  the  observations 
in  Tennessee.  Cytology  screeners  have  been  trained, 
thereby  enabling  the  staffing  and  establishment  of 
an  increased  number  of  hospital  cytologv  laborato- 
ries in  Rhode  Island,  from  eight  in  1956  to  11  in 
1964.  The  number  of  tests  has  increased  from  2.000 
in  1951  to  52.000  in  1964.  This  striking  growth  is 
a demonstration  of  the  confidence  of  physicians  and 
women  in  this  valuable  examination  for  cancer. 

SUMMARY 

The  Rhode  Island  Women's  Cancer  Cytology 
Survey  has  completed  a three-and-one-half-vear 
project  (November  1956  to  March  1960),  screen- 
ing cytology  smears  of  the  genital  tract  in  54,105 

(Concluded  on  Page  628) 
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Upon  completion  of  the  Rhode  Island  Women's 
Cancer  Cytology  Survey,  the  Department  of  Path- 
ology of  the  Rhode  Island  Hospital  established  a 
cytology  laboratory  which  furnishes  kits  and  ex- 
amines specimens  mailed  from  doctors'  offices. 
Smears  of  the  vaginal  aspiration  and  cervical  scrap- 
ing are  submitted  from  each  patient.  There  is  a 
nominal  fee  of  three  dollars.  This  report  evaluates 
the  diagnostic  accuracy  of  the  laboratory  and  com- 
pares the  results  with  those  of  the  survey.  (A  sepa- 
rate cytology  laboratory  handles  various  types  of 
cytology  specimens,  chiefly  from  clinics  and  in- 
patients. Its  results  are  not  included  in  this  report.) 

There  were  63,030  cytology  examinations,  in- 
cluding repeat  tests,  in  the  period  from  March  15, 
1960  to  December  31,  1963.  Most  examinations  in- 
cluded a vaginal  and  cervical  smear.  The  exact  num- 
ber of  patients  is  not  known,  since  the  repeat  tests 
were  not  identified  except  in  cases  of  abnormal  cy- 
tology. Approximately  45.000  patients  were  ex- 
amined. 

We  continued  to  use  the  classification  of  smears 
of  the  Rhode  Island  Women's  Cancer  Cytology  Sur- 
vey. Occassionallv,  smears  contained  abnormal  en- 
dometrial cells  difficult  to  classify.  In  such  cases, 
the  cytology  report  indicated  the  presence  of  endo- 
metrial pathology,  possibly  adenocarcinoma,  polyp, 
or  dysplasia  of  the  endometrium  and  suggested  en- 
dometrial biopsy. 

Tissue  study  revealed  cancer  in  210  cases;  129 
of  carcinoma-in-situ.  29  of  invasive  cancer  of  the 
cervix.  43  of  adenocarcinoma  of  the  body  of  the 
uterus  and  9 of  cancer  of  other  sites. 

There  wrere  184  cases  with  positive  cytology  of 
which  168  (91  per  cent)  were  biopsied.  Two  hun- 
dred and  five  women  had  suspicious  cytology;  120 
(58  per  cent)  were  biopsied.  Most  of  the  cases  with 
positive  cytology  proved  to  have  cancer,  148  of  168 
cases  (88  per  cent)  as  did  a sizable  number  of  the 
suspicious  cases,  62  of  120  cases  (52  per  cent). 

Table  I demonstrates  the  classification  of  positive 
cytology  diagnoses  and  correlation  with  biopsy. 


Ninety-nine  cases  of  112  classified  cytologically 
as  carcinoma-in-situ  of  the  cervix  were  biopsiied 
and  92  were  demonstrated  to  have  tumor,  compris- 
ing 87  carcinomas-in-situ  and  5 invasive  carcinomas 
of  cervix.  Percentage  accuracy  of  positive  cytology 
diagnosis  was  95  and  of  tumor  classification  95. 

Biopsies  were  performed  in  24  of  25  cases  diag- 
nosed cytologically  as  positive  for  invasive  carci- 
noma. Cancer  was  found  in  21  cases,  of  which  19 
were  invasive  carcinoma  and  2 carcinoma-in-situ. 
One  case  of  a known  epidermoid  carcinoma  was 
confirmed  cytologically  and  is  not  included  in  the 
calculations.  Accuracy  of  positive  cytology  diag- 
nosis was  88  per  cent,  and  of  tumor  classification 
90  per  cent. 

Thirty-five  smears  were  positive  for  adenocar- 
cinoma of  the  endometrium  and  all  cases  wrere  bi- 
opsied. Twenty-seven  biopsies  were  positive  for  tu- 
mor: 20  cases  of  adenocarcinoma  of  the  endome- 
trium. 2 adenocarcinomas  of  the  endocervix,  2 ade- 
nocarcinomas of  the  ovary,  1 case  of  carcinoma-in- 
situ  of  the  cervix  and  2 of  invasive  carcinoma.  Ac- 
curacy of  positive  cytology  diagnosis  was  77  per 
cent,  and  of  tumor  classification  74  per  cent. 

Biopsies  were  performed  on  all  3 cases  cytologi- 
cally classified  as  adenocarcinoma  of  the  endocervix. 
Two  proved  to  be  tumor,  with  one  each  of  adeno- 
carcinoma of  the  endometrium  and  carcinoma-in- 
situ  of  the  cervix.  The  number  of  cases  is  too  small 
to  evaluate  percentage  accuracy. 

Of  the  miscellaneous  group,  there  were  9 cases 
with  positive  smears  and  7 biopsie'  Six  malignan- 
cies w'ere  demonstrated.  These  consisted  of  2 adeno- 
carcinomas of  the  endometrium,  1 adenocarcinoma 
of  the  endocervix,  1 carciuoma-in-situ  of  the  cervix, 
1 anaplastic  carcinoma  of  the  cervix,  and  1 of  the 
ovary. 

Table  II  demonstrates  the  classification  of  sus- 
picious cytology  diagnosis  and  correlation  with  the 
biop;y.  Tissue  study  was  performed  in  58  per  cent 
of  the  women  with  suspicious  cytology.  120  of 
205  women.  Tumor  was  demonstrated  in  62  of  the 
biopsies  (52  per  cent  of  the  cases). 

Forty-six  cases  out  of  77  classified  cytologically  as 
suspicious  of  carcinoma-in-situ  of  the  cervix  wrere 
biopsied  and  34  were  demonstrated  to  have  tumor, 
all  of  which  were  carcinoma-in-situ.  Biopsy  of  a 
single  case  diagnosed  cvtologically  as  suspicious  of 
(Concluded  on  Page  606) 
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CORRELATION  OF  POSITIVE  CYTOLOGY  WITH  BIOPSY 


CYTOLOGY 

CLASSIFICATION 

NO  of 
WOMEN 

TISSUE 

STUDIES 

Performed 

POSITIVE 

TISSUE 

CLASSIFICATION 
OF  BIOPSY  SPECIMENS 

NO  SURGERY 

£ * 

INVASIVE  CA  of  CX 

ADENO-CA  of  END O MET 

ADENO-CA  of  ENDO  CX. 

ADENO-CA.  of  OVARY 

ANAPLASTIC  CA 

ATYP.  HYPERPLASIA 
of  CERVIX 

NEGATIVE  TISSUE 

/NAD.  BIOPSY 

POSITIVE 

FOR 

1 

NO. 

% 

NO 

% 

2 - 

CARCINOMA 
IN  - S ITU  of 
CERVIX 

1 1 2 

99 

68% 

92 

93  7. 

0 7 

5 

5 

2 

13 

INVASIVE  CA. 
of  CERVIX 

25 

24 

96% 

21 

875*. 

2 

19 

1 

2 

1 

ADENO-CA  of 
ENDOMETRIUM 

35 

35 

100% 

27 

77% 

1 

2 

20 

2 

2 

8 

ADENO-CA 

ENDOCERVI 

of 

x 

3 

3 

100/. 

2 

66  64 

1 

1 

1 

M ISC 
TUMORS 

UNDIFF 

5 

4 

80*/. 

3 

75  7. 

1 

1 

1 

1 

UNCLASS. 

4 

3 

75% 

3 

1007. 

1 

2 

1 

TOTALS 

104  • 

168 

91% 

148 

88% 

92 

26 

23 

J 

2 

2 

/ 

IT 

2 

16 

*5  CASES  WERE  NOT  INCLUDED,  (PATIENTS  HAD  MALIGNANCY  WHEN  SMEARS  WERE  SUBMITTED.) 

TABLE  I 

CORRELATION  OF  SUSPICIOUS  CYTOLOGY  WITH  BIOPSY 


CYTOLOGY 

CLASSIFICATION 

NO.  of 
WOMEN 

TISSUE 

STUDIES 

Performed 

POSITIVE 

TISSUE 

CLASSIFICATION  of  BIOPSY  SPECIMENS 

NO 

SURGERY 

CA  IN- SITU 
of  CERVIX 

INVASIVE  CA  of  CX 

ADENO-CA  of  ENDOMET 

ADENO-CA  of  ENDO  CX 

ADENO-CA.  of  OVARY 

ATYP  HYPERPLASIA  of 
ENDOMETRIUM 

BASAL  CELL 
HYPERACTIVITY 

>4 

1 <0 

r 

ENDO-  ME  TRIAL 
DYSPLASIA 

>4 

* 

Uj 

'■J 

■ 

O 

Q 

$ 

-4 

* 

£ £ 

* i 

■ a 

r 

Lj 

ENDO-  METRITIS 

FIBROID 

IN  AD  BIOPSY 

£ 

5 

* 

k! 

> 

SUSPICIOUS 

OF 

1 

NO 

7. 

NO 

V. 

CARCINOMA 
1 N - SITU  of 
CERVIX 

77 

46 

60% 

34 

74% 

34 

2 

2 

8 

3 1 

INVASIVE  CA 
of  CERVIX 

1 

1 

100% 

1 

100% 

1 

ADENO-CA  of 
ENDOMETRIUM 

20 

18 

90% 

9 

50% 

9 

1 

3 

5 

2 

ADENO-CA  of 
ENDOCERVIX 

3 

1 

33  34 

1 

100% 

1 

2 

ENDOMETRIAL 

PATHOLOGY 

8 1 

46 

57% 

ft 

12 

257. 

II 

1 

3 

1 

- 

10 

1 

1 

4 

13 

33 

MISC.  ** 
DIAGNOSIS 

2 3 

8 

35% 

5 

62  5 1 

2 

2 

1 

• 

1 

• 

19 

TOTALS 

203 

120 

58\ 

62 

52’/. 

37 

3 

20 

2 

5 

/ 

/ 

2 

/ 

to 

/ 

/ 

!0 

26 

83 

• IN  ADDITION  TO  12  TUMORS,  17  INSTANCES  OF  BENIGN  PATHOLOGY  WERE  FOUND.  (AS  INDICATED  ON  CHART  ) 
SUSPICIOUS  CELLS  PRESENT,  (SUSPICIOUS  ENDOMETRIAL  AND  SUSPICIOUS  SOUAMOUS  CELLS.) 

TABLE  II 
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GENITAL  TRACT  CYTOLOGY 

(Concluded  from  Page  604) 

invasive  carcinoma  of  the  cervix  confirmed  the  sus- 
picion. There  were  20  cytologic  diagnoses  of  "suspi- 
cious of  adenocarcinoma"  of  the  endometrium,  18 
of  which  were  biopsied.  Nine  of  the  15  satisfactory 
biopsies  revealed  adenocarcinoma  of  the  endometri- 
um. Of  the  large  group  of  cases  diagnosed  cytologi- 
callv  as  suspicious  of  endometrial  pathology,  46 
biopsies  were  performed.  Pathology  was  found  in 
29  cases,  consisting  of  1 1 cases  of  adenocarcinoma 
of  the  endometrium,  1 adenocarcinoma  of  the  ovary, 
10  endometrial  polyps,  3 cases  of  atypical  hyper- 
plasia of  the  endometrium.  1 endocervical  dysplasia, 

1 endometrial  dysplasia.  1 endometritis,  and  1 leio- 
myoma of  the  uterus. 

Into  the  miscellaneous  group  have  gone  23  cy- 
tology diagnoses,  including  ‘"suspicious  cells  pres- 
ent.’’ ‘"suspicious  squamous  cells  present,”  or  even 
just  "‘suspicious."  Eight  biopsies  were  performed, 
demonstrating  5 tumors;  2 were  carcinomas-in-s:tu. 

2 invasive  carcinomas  of  the  cervix,  and  1 adeno- 
carcinoma of  the  ovary.  Two  biopsies  showed  benign 
changes  diagnosed  by  tissue  examination  as  extreme 
basal  cell  hyperactivity  and  1 endocervical  polyp. 

DISCUSSION 

There  has  been  a marked  improvement  in  the 
accuracy  of  cytologic  diagnosis  of  tumor  compared 
with  the  Rhode  Island  Women’s  Cancer  Cytology 
Survey.  Eighty-eight  per  cent  of  the  cases  with 
positive  cytology  were  confirmed  in  contrast  with 
76  per  cent  in  the  project.  The  increased  accuracy 
is  ascribed  to  the  progressive  experience  cf  screeners 
and  supervisors.  This  laboratory  has  screened 
140,680  smears  in  approximately  seven  years.  The 
number  of  screeners  averaged  eight  during  the  cy- 
tology survey  in  contrast  with  four  during  the  pe- 
riod presently  reported,  von  Haam1  has  reported  87 
per  cent  accuracy  in  cytology  diagnosis  of  malig- 
nancy of  the  female  gental  tract,  comparable  to  our 
experience. 

Twelve  per  cent  of  the  cases  with  positive  cy- 
tology failed  to  reveal  tumor  on  biopsy.  These  must 
be  considered  false  positives.  The  larger  number 
were  false  positive  diagnoses  of  adenocarcinoma  of 
the  endometrium.  Some  of  the  false  positives  are 
the  results  of  cellular  atypicality  due  to  inflamma- 
tion. In  a few  cases,  the  biopsy  may  not  be  repre- 
sentative, or  in  the  case  of  carcinoma-in-situ  of  the 
cervix,  the  small  lesion  may  have  been  lost.  Since 
the  aim  of  the  cytology  examination  is  the  early 
detection  of  cancer  before  symptons,  the  occasional 
false  positive  is  considered  desirable  in  order  to  en- 
sure avoidance  of  missing  an  early  lesion. 

There  were  rare  cases  of  false  negative  smears. 
Fortunately,  these  were  too  few  to  tabu'ate.  Most 
were  cases  of  adenocarcinoma  of  the  endometrium. 


Review  of  these  cases  and  subsequent  experience 
has  demonstrated  that  some  smears  contain  abnor- 
mal endometrial  cells  which  are  not  diagnostic  of 
tumor  but  suggest  some  form  of  endometrial  pathol- 
ogy. We  have,  therefore,  adopted  the  classification 
of  "abnormal  endometrial  cells.”  Biopsy  has  con- 
firmed this  observation  in  over  50  per  cent  of  these 
cases. 

Cytology  diagnoses  of  cancer  of  the  cervix  have 
cont’nued  to  be  more  accurate  than  cancer  of  the 
endometrium.  Both  Reagan2  and  von  Haam'  have 
recommended  aspiration  smears  of  the  endometrium 
to  improve  the  detection  rate  of  cancer  at  this  site. 
According  to  Frost,3  the  aspi-ation  is  painful,  mak- 
ing the  office  procedure  difficult.  More  experience 
will  be  needed  before  this  technique  is  recommended 
for  general  use  in  this  community.  Perhaps  gyne- 
co’ogists  initially  should  try  the  procedure.  It  is 
essential  that  the  slide  be  labelled  “endometrial" 
for  proper  identification  and  evaluation. 

SUMMARY 

The  cytology  laboratory  established  at  the  Rhode 
Island  Hospital  for  the  Rhode  Island  Women’s  Can- 
cer Cytology  Survey  continued  to  function  upon 
completion  of  the  survey.  A nominal  fee  of  S3. 00  is 
charged  for  cervical  and  vaginal  smears.  Smears 
are  received  from  doctors'  offices  in  all  parts  of 
Rhode  Island.  There  were  63.030  cytology  exami- 
nations, including  repeat  smears  from  March  15. 
1960  to  December  31.  1963.  Pos’tive  cytology  was 
recognized  in  184  cases.  One  hundred  and  sixty- 
eight  (91  per  cent)  were  biopsied.  and  cancer  was 
demonstrated  in  148  (88  per  cent). 

The  diagnostic  accuracy  of  the  laboratory  has 
improved  progessively  with  experience  and  is  com- 
parable to  that  of  other  large,  well-established  cv- 
tolcgy  laboratories. 
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SCIENTIFIC  MEETING 

Rhode  Island  Thoracic  Society 

Medical  section  of  the  Rhode  Island 

Tuberculosis  and  Health  Association 
TUESDAY,  DECEMBER  7 

8:00  P.M. 

George  Building  Auditorium,  Rhode 
Island  Hospital 
Subject: 

Physiology  of  Assisted  and  Controlled 

Ventilation  with  Clinical  Application 
of  Newest  Machines 
Meyer  Saklad,  M.D. 


natomy  of 
dw  Back  Pain  #1 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 

In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 

w/  Wallace  Laboratories,  Cranbury,  N.J. 
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LEAD  INTOXICATION  IN  CHILDREN:  A CURRENT  PROBLEM 
IN  PROVIDENCE,  RHODE  ISLAND 

Appearance  of  19  Cases  of  Lead  Poisoning  in  Children  in  Two  Year 
Period  Constitutes  Epidemic 

Jay  Orson,  m.d.  and  J.  Brian  May,  m.d. 


The  Authors.  Jay  Orson,  M.D.,  Assistant  Physician, 
Department  of  Pediatrics,  Rhode  Island  and  Miriam 
Hospitals.  /.  Brian  May,  M.D.,  Senior  Resident,  De- 
partment of  Pediatrics,  Rhode  Island  Hospital. 


INTRODUCTION 

The  recent  recognition  of  two  patients  dy- 
ing from  acute  lead  intoxication  has  prompt- 
ed the  authors  to  review  an  experience  with  acute 
and  chronic  lead  intoxication  at  Rhode  Island. 
Miriam,  and  Charles  V.  Chapin  Hospitals  covering 
approximately  14  months.  During  this  time  there 
have  been  13  cases  with  2 deaths.  Because  of  the 
large  number  of  verified  cases,  the  occurrence  of 
two  preventable  deaths,  and  the  possible  subsequent 
permanent  neurologic  residua  in  undiagnosed  pa- 
tients, the  authors  believe  that  this  entity,  which 
has  reached  epidemic  proportions  in  certain  eco- 
nomiic  strata  and  locations  in  Providence,  should 
be  reported.  Two  cases  are  presented  in  detail,  and 
the  total  experience  is  tabulated. 

CASE  REPORTS 

Case  I.  C.Y.L.,  No.  743347.  This  2 6/12  year 
old  girl  presented  in  July,  1965,  at  R.I.H.  Accident 
Room  with  a history  of  three  days  of  vomiting, 
irritability,  and  lethargy.  Before  the  onset  of  her 
present  illness,  the  patient  had  been  in  good  health. 
There  had  been  no  diarrhea,  history  of  trauma,  or 
polyuria.  There  had  been  no  known  ingestion  of 
toxic  substances.  On  the  day  prior  to  admission, 
the  patient  had  received  antiemetics  and  had 
stopped  vomiting;  however,  she  remained  lethargic. 
The  past  medical  history  was  unremarkable,  and 
the  family  history  revealed  a grandmother  who  had 
had  diabetes  mellitus. 

On  physical  examination,  the  patient  was  afebrile, 
irritable,  and  very  lethargic.  She  responded  to  dis- 
turbances with  a harsh  cry.  The  temperature  was 
99 c F.,  pulse  60,  blood  pressure  90/40.  Physical 
examination  showed  the  pupils  to  be  widely  dilated 
with  minimal  reaction  to  light.  The  patient  did  not 
follow  a light.  The  optic  disc  on  the  right  was  hazy. 
The  ears  and  throat  were  within  normal  limits.  The 
neck  was  supple,  and  there  was  no  lymphadenopa- 
thy.  The  heart  rate  was  regular  at  60,  and  there 
were  no  murmurs.  The  lungs  were  clear  to  auscul- 
tation. The  abdomen  was  soft  with  no  organome- 
galy or  tenderness.  Neurologic  examination  revealed 
the  child  to  be  semicomatose,  although  she  moved. 
Her  extremities  were  flaccid.  The  skin  was  dry  with 


very  poor  turgor,  and  the  eyeballs  were  soft  to  pal- 
pation. 

Laboratory  Data:  Urinalysis:  — PH  6.  protein 
negative,  sugar  4-)-,  acetone  3/-.  Blood  sugar  was 
120  mg.  per  cent.  Hemogram:  — Hgb.  7.5  gm.  per 
cent,  Hct.  28  per  cent,  white  blood  count  2,200  with 
73  neutrophils,  20  lymphocytes,  and  7 monocytes. 
10-15  per  cent  basophilic  stippling  was  noted.  On 
further  questioning  of  the  parents,  it  was  learned 
that  the  child  had  chewed  on  windowsills.  Subse- 
quent x-ray  investigation  showed  a few  flecks  of 
metallic  material  in  the  colon.  The  chest  was  clear. 
X-ray  examination  of  the  skull  showed  the  cranial 
sutures  to  be  widened.  Intravenous  fluid  therapy 
was  started  on  admission.  Lumbar  puncture  revealed 
a pressure  of  over  600mm  of  water.  There  were  no 
cells  in  the  spinal  fluid.  Spinal  fluid  protein  was  174 
mg.  per  cent. 

Hospital  Course:  Initially,  she  received  intra- 
venous urea,  but  because  of  continuing  deteriora- 
tion, decompressive  craniotomy  was  performed. 
Steroids,  intravenous  Yersenate.  and  intramuscular 
British  Anti-Lewisite  were  added  to  the  therapy. 
Intravenous  fluids  were  given  cautiously;  however, 
the  patient  had  a downhill  course,  required  mechan- 
ical respiratory  support,  and  died  on  her  second 
hospital  day.  Post-transfusion  blood  drawn  for  lead 
level  was  subsequently  reported  as  0.23  mg.  per  100 
gm.  of  hemoglobin.  Adequate  urine  volumes  for 
urinary  lead  studies  were  never  obtained. 

Case  2.  M.C.,  No.  743306.  This  2-year-old  girl 
presented  at  R.I.H.  Accident  Room  in  July,  1965, 
with  a chief  complaint  of  “throwing-up  off  and  on 
of  4 weeks'  duration.”  Present  Illness:  Four  weeks 
prior  to  admission,  the  patient  began  to  vomit  all 
food  after  eating,  and  this  had  continued  until  the 
time  of  admission.  Mother  also  noted  that  at  about 
this  same  time  the  child  was  found  sitting  in  the 
hall,  eating  plaster  and  paint.  The  vomiting  had 
continued,  usually  with  each  meal,  and  there  was 
a resultant  “8  pound  weight  loss.”  In  the  two  weeks 
prior  to  admission,  the  child  had  become  increas- 
ingly irritable,  and  she  became  ataxic.  History  of 
pica  began  at  least  three  months  prior  to  admission. 

On  physical  examination,  the  patient  present  id 
as  a thin,  dehydrated,  Negro  girl  who  was  quite 
sleepy.  Pulse  was  100,  respirations  were  20,  and  the 
temperature  was  99.6  F.  Examination  of  the  head, 
'(Continued  on  Page  610) 
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eyes,  ears,  nose  and  throat  was  normal.  There  was 
no  papilledema.  The  chest  was  clear.  The  heart  had 
a regular  rate,  and  there  were  no  significant  mur- 
murs. The  abdomen  was  within  normal  limits.  Neu- 
rologic exam  showed  an  irritable,  somnolent,  le- 
thargic 2-year-old  child;  cranial  nerves  were  intact. 
There  was  good  sensation  and  good  muscle  tone. 
The  deep  tendon  reflexes  were  somewhat  hypoac- 
tive.  and  the  child  was  unsteady  on  her  feet. 

Laboratory  Data : Urinalysis:  — Sp.  Gr.  1.007, 
PH  6.  protein  and  sugar  negative,  acetone  1+. 
Hemogram:  Hgb.  6.6  gm.  per  cent.  Hct.  24  per  cent, 
white  blood  count  12,800  with  62  neutrophils,  27 
lymphocytes,  and  10  monocytes.  10-15  per  cent 
basophilic  stippling  wras  noted.  Flat  plate  x-ray 
study  of  the  abdomen  showed  a considerable  amount 
of  radio-opaque  material  throughout  the  colon. 
X-ray  studies  of  the  long  bones  showed  a dense 
transverse  line  noted  over  the  distal  metaphysics  of 
both  femurs  and  the  proximal  metaphysics  of  both 
tibia  and  fibulae.  Lumbar  puncture  showed  an  ini- 
tial pressure  of  210  mm.  A baseline  24  hour  urine 
for  lead  showed  3200  micrograms  per  liter.  The 
patient  was  placed  on  intramuscular  Versenate  the- 
rapy. There  were  no  signs  of  increased  intracranial 
pressure,  and  the  patient  during  therapy  continued 
to  improve  dramatically. 


TABLE  1 
CLINICAL  DATA 


Patient 

Hx  of 

Age  Race  pica 

M onth  of 

presentation  Symptoms 

Outcome 

1 

2J4 

W None 

Aug. 

Vomiting,  le- 
thargy, ataxia 

Improved 

2 

I/2 

W Yes 

Sept. 

Ingestion  of  al- 
cohol with  rash 

Improved 

3a 

4 

W Yes 

Mar. 

Vomiting,  mus- 
cle ache 

No  Rx 

3b  4/ 

Dec. 

Iirritability 

Improved 

4 

5/2 

X Yes 

July 

Lethargy,  ataxia 
irritability  ab- 
dominal pain 

Improved 

5 

3 

X Yes 

July 

Vomiting,  malaise 

Improved 

6 

4 

W Yes 

Aug. 

Somnolence,  be- 
havior change 
anorexia 

Improved 

7 

2/2 

X Yes 

Nov. 

Convulsions,  coma 

Dead 

8 

2 

W Xone 

May 

None,  found  on 
x-ray  of  leg 
for  pain 

Improved 

9 

2 

W Yes 

July 

Dehydration,  le- 
thargy, convulsion 

Dead 

10 

3 

X Yes 

June 

Vomiting,  le- 
thargy, ataxia, 
6th  nerve  palsy 

Improved 

11 

9 

X Yes 

July 

Iirritability, 

ataxia 

Improved 

12 

2 

X Yes 

July 

vomiting,  ataxia, 
irritable 

Improved 

13 

3/2 

X Yes 

June 

Nausea,  vomiting 

Improved 

DISCUSSION 

The  thirteen  patients  admitted  to  the  hospitals 
between  August  1963  and  early  July  1965  are  in- 
cluded in  this  study.  The  details  of  clinical  and 
laboratory  findings  are  tabulated  in  tables  I and  II. 

Ages  ranged  from  iy2  to  A]/2  years.  Six  of  thir- 
teen patients  were  white,  and  all  but  one  patient 
came  from  an  economically  depressed  region  of  the 
city  characterized  by  substandard  housing.  There 
was  a definite  history  of  pica  in  all  but  two  pa- 
tients; however,  this  was  rarely  volunteered  by  the 
parents.  Plaster  was  a favorite  source,  but  one  pa- 
tient was  seen  eating  paint  from  a can.  Five  of  the 
thirteen  patients  presented  in  July  and  ten  of  the 
thirten  in  the  summer  months,  a point  well-docu- 
mented in  the  literature.1 

Symptomatology  was  vague.  The  presenting  com- 
plaint almost  uniformly  was  vomiting.  The  two 
deaths  were  in  severely  dehydrated  and  obtunded 
children.  A history  of  ataxia  was  common,  but  rarely 
volunteered  spontaneously.  Irritability  and  somno- 
lence were  commonly  volunteered  by  the  parents. 

An  important  factor  in  diagnosis  is  an  initial 
awareness  of  the  condition.  Eight  of  thirteen  pa- 
tients wrere  not  anemic.  A search  for  basophilic 
stippling  had  to  be  specifically  requested  before  it 
was  noted.  Heavy  metal  lines  or  radio-opaqued 
flakes  in  the  gut  were  seen  on  all  patients  (see  Fig- 
ures 1 and  2).  Glycosuria  and  proteinuria  were  not 
common,  except  in  the  more  severely  effected  chil- 
dren. Urine  coproporphyrin  test  was  negative  in  a 
number  of  patients;  however,  a review  of  the  labo- 
ratory techniques  showed  that  this  was  probably 
related  to  the  age  of  the  urine  specimen  when  the 
fluorescent  test  was  done.  Fresh  urine  is  a necessity. 

Blood  and  urine  lead  levels  can  be  misleading. 
Patient  Xo.  3 is  a case  in  point.  Original  admission 
studies  showed  normal  blood  and  urinary  lead  lev- 
els. The  patient  was  subsequently  readmitted.  A 
Versenate  load  test*  and  routine  24-hour  urine  tests 
were  elevated.  There  was  marked  symptomatic  im- 
provement after  Versenate  therapy. 

On  lumbar  puncture,  pressure  was  elevated  in 
the  more  severely  affected  children,  but  withdrawal 
of  fluid  did  rot  relieve  symptoms.  Protein  was  defi- 
nitely elevated  in  only  two  patients.  Lumbar  punc- 
ture was  not  a routine  procedure. 

TREATMENT 

As  with  all  intoxications,  the  main  point  in  the- 
rapy is  total  and  permanent  removal  of  the  patient 
from  the  offend'ng  tcxin.1  2 3 Continued  pica  is  to 

*Versenate  Load  Test:  Control  24  hour  urine.  Patient 
given  Edathamil  (EDTA)  20%  with  procaine.  75 
mg./kg.  in  three  doses,  8 hrs.  apart.  Levels  of  0.500 
tng./L.  administration  of  ERTA  considered  diagnos- 
tic. Ref : Whitaker,  J.  A.  et  al : Edathamil  Calcium 
Disodium  (Versenate®)  Diagnostic  Test  for  Lead 
Poisoning,  Pediatrics  29 :384,  1962 
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be  expected,  so  that  a move  of  the  household  is 
almost  mandatory  unless  all  lead-containing  mate- 
rials can  be  removed  from  the  environment. 

Therapy  is  Versenate®,  administered  either  in- 
travenously or  intramuscularly  in  doses  of  75 
mg./kg.  per  day,  after  lead  has  been  removed  from 
the  bowel  by  enemas  and  cathartics.2  Recent  reports 
in  the  literature  have  suggested  that  better  results 
may  be  obtained  in  acute  symptomatic  encephalo- 
pathy if  BAL  is  given  in  a dose  of  4 mg./kg.  intra- 
muscularly every  4 hours  prior  to  the  administration 
of  Versenate®. 

Lowering  of  markedly  increased  intracranial  pres- 
sure can  be  attempted  by  various  methods.  In  gen- 
eral, urea,  mannitol,  steroids  and  hypothermia  have 
been  the  most  widely  used.  Surgical  decompression 
is  now  considered  a desperation  measure.  The  prog- 
nosis is  poor  in  the  presence  of  markedly  increased 
intracranial  pressure.3 

For  the  child  not  acutely  ill  but  showing  labora- 
tory evidence  of  lead  poisoning,  therapy  consists 
of  one  or  more  courses  of  Versenate®  therapy.  We 
feel  that  the  positive  Versenate®  load  tests  is  an 
indication  for  a continued  course  of  Versenate® 
therapy. 

Five  days  of  Versenate®  therapy  and  a rest  pe- 
riod of  5 to  7 days  is  followed  bv  repeat  Versenate® 
load  test.  If  the  test  is  again  positive,  a repeat  course 
of  therapy  is  given.  In  our  series  at  least  2 courses 
of  therapy  have  been  necessary  in  4 patients  (30 
per  cent). 

SUMMARY  AND  CONCLUSIONS 

Thirteen  children  with  lead  intoxication  have 
been  seen  in  three  Providence  hospitals  in  the  past 
year.  Two  have  died,  and  an  unknown  number  of 
the  remainder  will  evidence  some  degree  of  perma- 
nent brain  damage.  A diagnosis  should  be  suspected 
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and  sought  for  in  any  child  with  a history  of  pica 
or  with  non-specific  symptoms  of  central  nervous 
system  or  gastrointestinal  disorders.  On  several 
patients,  routine  determination  of  lead  levels  in 
blood  and  urine  were  not  elevated,  but  Versenate® 
load  testing  conclusively  demonstrated  chronic  lead 
intoxication.  Therapy  in  these  children  produced 
obvious  improvement. 

We  are  grateful  to  Dr.  B.  Feinberg  and  J.  Farley 
for  permission  to  include  their  private  patients  into 
this  series. 

ADDENDUM 

Since  submission  of  this  paper,  six  additional 
patients  with  lead  intoxication  have  been  seen,  five 
in  the  Rhode  Island  Hospital  and  one  in  The  Miri- 
am Hospital. 
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TABLE  II 

LABORATORY  DATA 


Hg 

Patient  gms% 

Basophilic 

Stippling 

Urine 

s/p** 

Urine 

Coproporphyrin 

iBlood  Lead 
mg/100  gm.  hgb. 

Urine 

mg/L. 

Lead**** 

Pressure*** 

'Spinal  Fluid 
Protein* 

1 

9.9 

rare 

0/0 

0 

ND 

0.08/0.44 

ND 

32 

2 

11.0 

rare 

0/0 

0 

ND 

ND 

ND 

ND 

3a 

10.5 

rare 

0/0 

0 

0.02 

0.04 

normal 

32 

3b 

9.9 

none 

0/0 

0 

0 

0.28/2.4 

? elevated 

20 

4 

10.6 

none 

0/0 

ND 

ND 

0.04/1.0 

ND 

ND 

5 

11.8 

none 

0/0 

ND 

ND 

0/1.32 

ND 

ND 

6 

12.3 

rare 

0/0 

ND 

ND 

0/0.8 

ND 

ND 

7 

13 

+ 

4+/4-f 

+ 

ND 

ND 

470 

49 

8 

11.4 

none 

0/0 

0 

0 

0.44/0.8 

ND 

NI) 

9 

7.5 

-j- 

4+/0 

ND 

0.23 

ND 

over  600 

174 

10 

9.3 

+ 

0/0 

0.116 

1.36/4.6 

? elevated 

20 

11 

9.7 

+/0 

+ 

0.0/0.52 

4.52.7.2 

? elevated 

55 

12 

6.6 

+ 

0/0 

0 

0.36 

3.2 

210 

ND 

13 

6.6 

+/2+ 

0 

0.103 

1.24/2.08 

130 

174 

ND — Not  Done 
* — mg% 

**  — sugar  and  protein 

***  — m m of  water 

**** — 24°  control/after  versenate 
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RESPONSIBILITIES  OF  LOCAL,  STATE  AND  FEDERAL  AGENCIES 
IN  CONTROL  OF  INSTITUTIONALLY  ACQUIRED  INFECTIONS* 

A Close  Working  Arrangement  Between  Local  Health  Officials  and  the 
Hospital  Staff  Is  Necessary  in  the  Control  of  Hospital  Infections 

E.  Franklin  Hall,  m.d.,  m.p.h. 
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INTRODUCTION 

Seven  years  ago  in  Atlanta  the  first  of  a series 
of  national  meetings  was  held  on  ‘"Hospital- 
Acquired  Staphylococcal  Disease."  This  was  in  1958 
at  which  time  all  who  were  concerned  with  the  prob- 
lem net  only  became  alarmed  at  the  tremendous 
dangers  of  the  staphylococcal  disease  crisis,  but 
also  became  abruptly  aware  of  the  implications 
which  concerned  the  community  as  well  as  the  hos- 
pital populations.  Five  years  later,  in  1963,  the 
University  of  Minnesota  School  of  Public  Health, 
held  the  second  nationwide  meeting  of  this  type. 
The  third  and  last  of  these  meetings  to  date  was 
held  at  the  University  of  Michigan  in  March  of 
1965.  I am  sure  that  as  the  interest  continues  to 
increase,  there  will  be  further  meetings  which  will 
keep  focus  on  this  important  public  health  prob- 
lem. 

James  L.  Goddard  .Assistant  Surgeon  General 
and  Chief,  Communicable  Disease  Center  in  At- 
lanta. has  aptly  stated.  ‘ Depending  on  exactly  how 
you  define  "Hospital'  and  whose  statistics  you  use. 
there  are  about  8.000-9.000  ‘hospitals'  in  the  United 
States.  About  25  million  people  will  be  admitted 
to  general  hospitals  this  year  for  an  average  short- 
term stay  of  nearly  eight  days.”1  Another  factor 
which  Goddard  has  pointed  out,  which  I feel  is 
pertinent  to  this  subject  before  I discuss  responsi- 
bilities, is  the  fact  that,  after  cardiovascular  dis- 
eases and  cancer,  infectious  diseases  and  their  se- 
quelae are  the  next  most  important  cause  of  death 
from  disease  in  this  country.2  Latest  figures  from 
the  National  Health  Survey  indicate  that  among 
all  infections  there  are  over  300  million  episodes  of 
infectious  disease  in  this  country  each  year  which 
are  severe  enough  to  require  a physician's  attention 
or  to  interfere  with  normal  activities.  Some  studies 
done  by  the  Communicable  Disease  Center  indicate 
that  there  is  an  overall  infection  rate  of  hospital- 
acquired  infections  of  about  ten  per  cent,  including 
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both  medical  and  post-operative  infections  for  all 
patients.  This  means  simply,  that  over  two  million 
of  our  25  million  annual  short-term  in-patients  are 
infected  or  are  becoming  infected  during  their  hos- 
pital stay. 

With  statistics  such  as  this,  it  is  no  wonder  that 
the  medical  profession,  hospital  workers,  and  pub- 
lic health  people  are  concerned  and  deeply  involved 
in  the  attempt  to  control  these  infections  — not 
only  the  staphylococcal  infections  which  have  been 
rampant  for  so  long,  but  all  the  other  infections 
which  are  acquired  in  hospitals  and  other  institu- 
tions. Some  of  these  infections  include  gram-nega- 
tive bacterial  infections  such  as  E.  coli,  Aerobacter 
aerogenes,  Proteus,  and  Pseudomonas.  Salmonella 
derby  and  others  of  this  group  continue  to  be  prob- 
lems in  many  areas.  Meningitis,  diphtheria,  whoop- 
ing cough,  streptocaccal  infections,  serum  hepatitis, 
and  many  respiratory  infections  occur.  Bacterial 
food  poisoning  outbreaks  can  occur  in  the  hospitals 
as  well  as  any  other  public  or  private  food  service 
establishment. 

I mention  a few  of  these  briefly  merely  to  em- 
phas:ze  the  magnitude  of  the  problem,  the  broad 
range  of  control  necessary,  and  the  wide  variety 
of  people  necessary  to  implement  this  control.  Sev- 
eral groups  and  organizations  are  vital  concerned, 
and  the  key  words  are  cooperation  and  coordina- 
tion of  efforts.  I cannot  think  of  any  health  prob- 
lem facing  us  today  which  requires  more  constant 
surveillance  and  more  continuous  education  than 
the  one  of  institutionally  acquired  infections  — no 
problem  that  demands  more  rigid  enforcement  and 
alert  communications  between  people  in  an  attempt 
to  control  to  some  degree  a problem  that  will  al- 
ways be  with  us  — perhaps  in  direct  proportion  to 
the  amount  of  human  errors  made  and  in  inverse 
proportion  to  the  number  of  safeguards  not  used. 
It  is  my  feeling  that  the  responsibility  for  control 
of  these  infections  has  many  facets,  and  this  re- 
sponsibility will  vary  to  some  degree  when  the  set 
of  circumstances  surrounding  each  individual  out- 
break of  infection  varies.  The  assistance  needed 
for  control  may  vary  with  specific  situations  which 
vary,  but  generally  speaking  there  are  many  rou- 
tine controls  which  can  be  relegated  to  the  cate- 
gories of  local,  state,  and  federal  agencies.  This 
(Continued  on  Page  614) 
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INFECTION  CONTROL 

(Continued  from  Page  612) 

is  especially  true  in  the  area  of  prevention,  which 
which  is  the  most  important  method  of  control 
which  can  be  utilized. 

LOCAL  RESPONSIBILITY 

Before  outlining  briefly  the  responsibilities  of  the 
local  health  department  in  hospital-acquired  infec- 
tion control,  let  me  state  that  I concur  heartily 
with  one  authority  who  states,  '‘It  is  primarily  the 
responsiblity  of  each  hospital  staff  to  prevent  epi- 
demic among  its  patients."3  Naturally,  the  local 
health  department  becomes  involved  immediately, 
since  all  local  medical  health  officers  should,  with 
no  exceptions,  be  members  of  the  consultant  staff 
of  the  community  hospital  or  hospitals,  if  there  is 
more  than  one.  This  is  one  of  the  major  respon- 
sibilities of  the  local  health  officer,  and  he  should 
also  be  a member  of  the  public  health  committee  of 
the  local  medical  society.  This  is  a dual  method  of 
opening  the  door  to  the  establishment  of  rapport 
between  the  local  health  officer  and  the  physicians 
of  the  community.  In  turn,  this  makes  it  possible 
for  the  local  health  department  to  offer  its  re- 
sources in  consultation,  advice,  information,  inspec- 
tional  services,  and  all  the  other  services  available 
from  a local  health  agency  which  relate  in  any  way 
to  the  control  of  hospital  infections. 

One  of  the  best  recognized  methods  today  to 
maintain  continuous  control  of  hospital  infections 
is  the  injections  committee.  Many  of  the  larger 
and  better  organized  hospitals  have  these  commit- 
tees already,  some  more  active  than  others.  It  is 
the  responsibility  of  the  local  health  officer, 
through  every  means  at  his  command,  to  initiate  the 
formation  of  such  committees  in  those  hospitals 
which  do  not  have  them,  and  it  would  be  most 
advantageous  for  obvious  reasons  if  he  were  an 
active  member.  These  committees,  although  medical 
staff  committees,  should  also  include  as  well  as 
physicians  representatives  from  hospital  administra- 
tion, nursing  service,  laboratory,  records  service, 
maintenance  service,  food  service,  and  when  possi 
b’e  representatives  of  community  health  organiza- 
tions. since  the  problem  is  not  confined  to  the  hos- 
pital itself. 

I feel  strongly  that  the  qualified  public  health 
sanitarian  could  contribute  a great  deal  to  such  an 
infections  committee.  It  has  been  my  experience 
in  several  states  in  which  I have  worked  as  local 
health  officer  that  most  hospitals  are  neglected 
from  the  environmental  health  standpoint.  This  is 
especially  true  of  many  of  the  smaller  hospitals, 
where  it  appears  that  most  of  the  aseptic  techniques 
are  confined  to  the  surgical  and  obstetrical  sections. 
Goddard  states.  '‘The  role  that  the  hospital  environ- 
ment can  take  in  the  transmission  of  hospital  in- 


fections is  indisputable.  We  do  not  know  the 
relative  importance  of  the  environment  versus  per- 
sonal spread  of  infections  in  hospitals,  but  we  do 
know  that  the  very  air  itself  in  hospitals,  as  well 
as  literally  dozens  of  environmental  objects  or 
things,  fomites  if  you  will,  have  been  at  one  time  or 
another  incriminated  in  cross  infection."4  I would 
agree  again  with  Goddard,  who  feels  that  sanitation 
where  people  are  sick  is  at  least  as  important  as 
sanitation  in  restaurants,  or  dairies,  or  swimming 
pools.  Time  will  not  permit  my  going  into  detail 
as  to  the  functions  of  the  hospital  infections  com- 
mittee other  than  to  say  that  it  has  two  primary 
objectives:  to  establish  controls  against  infections 
and  to  develop  technics  for  discovering  infections. 
This  would  involve  routine  review  of  existing  prac- 
tices within  the  hospital,  including  food  handling 
procedures,  waste  disposal,  laundry  practices,  traf- 
fic control,  housekeeping  methods,  air-conditioning 
and  ventilation  and  sterilization  technics.5  Patient 
isolation  techniques  should  also  be  reviewed.  It 
should  appraise  the  use  of  antibiotics  in  the  hos- 
pital. The  Joint  Commission  on  the  Accreditation 
of  Hospitals  has  found  in  its  surveys  that  the  infec- 
tion rate  in  most  hospitals  where  antibiotics  are 
routinely  ordered  is  higher  than  in  those  where  they 
are  not.6  In  addition  to  the  local  agency  responsi- 
bilities already  mentioned,  there  are  outbreaks  of 
infections  which  require  other  than  consultant  serv- 
ices from  the  local  health  department.  These  are  the 
direct  services  which  may  be  required  by  the  local 
health  officer  and  public  health  nurses  such  as 
epidemiological  investigations  of  specific  epidemics 
which  do  not  necessarily  require  the  services  of  a 
state  or  federal  epidemiologist.  There  are  also  rou- 
tine inspections  of  specific  parts  of  the  hospital 
facilities,  other  than  those  needed  by  the  local  san- 
itarian. A good  example  is  New  York  State  which 
requires  the  local  health  officer  to  inspect  the  ma- 
ternity unit,  newborn  nursery,  and  formula  room 
once  yearly.  In  passing  on  responsibilities  to  the 
state  agency.  I feel  that  we  should  bear  in  mind 
that  it  is  always  necessary  to  remember  the  multi- 
disciplinary approach  as  well  as  the  multigroup  and 
multiagency  approach.  Hospital-acquired  infections 
are  problems  in  which  there  is  no  jealousy  between 
agencies  and  certainly  no  thought  of  loss  of  identity 
of  any  agency.  It  is  essential  that  all  work  together 
in  a joint  effort  appropriate  to  the  situation. 

STATE  RESPONSIBILITY 

The  responsibilities  of  state  agencies  are  more 
clearly  defined  than  those  of  the  local  ones.  In 
every  state  a department  of  government  or  admin- 
istrative agency  is  authorized  by  law  to  be  responsi- 
ble for  the  public  health  in  general.  This  varies 
slightly  from  state  to  state.  As  an  example,  in 
Rhode  Island  the  Director  of  Health,  appointed  by 
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the  Governor,  is  charged  by  the  legislature  to  ad- 
minister those  statutes  which  pertain  to  the  public 
health  under  Title  23,  Chapter  I,  Section  I,  General 
Laws  of  Rhode  Island,  1956,  to  wit:  The  Depart- 
ment of  Health  shall  take  cognizance  of  the  inter- 
ests of  life  and  health  among  the  citizens  of  the 
state:  shall  make  investigations  into  the  causes  of 
disease,  the  prevalence  of  epidemics  and  endemics 
among  the  people,  the  sources  of  mortality,  the  ef- 
fect of  localities,  employments  and  other  conditions 
and  circumstances  on  the  public  health;  and  do  all 
in  its  power  to  ascertain  the  causes  and  the  best 
means  for  the  prevention  of  disease  of  every  kind 
in  the  state. 

In  a similar  way  and  more  specifically,  a state 
agency  has  the  responsibility  for  establishing  regu- 
lations which  must  be  met  by  a hospital  in  order  that 
it  be  eligible  for  a license  to  operate  and  to  main- 
tain its  licensed  status.  A considerable  portion  of 
the  regulations  in  most  states  seems  to  have  appli- 
cation to  injection  control ? Licensure  by  a state 
agency,  certification  by  the  American  Hospital  As- 
sociation, and  accreditation  by  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  vary  from  state 
to  state  as  do  so  many  other  health  programs,  and 
we  find,  without  delving  too  deeply,  that  the  picture 
is  not  exactly  alike  in  any  two  states  in  our  nation. 

Of  the  several  states  with  which  I have  some 
familiarity,  Michigan  is  a good  example  of  a state 
with  an  active  hospital  program  which  utilizes  va- 
rious types  of  staff  to  fit  the  situation  best.  To  il- 
lustrate further,  Michigan  does  not  have  a licensing 
law  which  is  generally  applied  to  all  aspects  of  all 
hospitals.  The  rules  and  minimum  standards  es- 
tablished by  the  Michigan  State  Department  of 
Health  do  apply  to  the  maternity  units  of  all  hos- 
pitals; but  they  apply  to  the  entire  hospital  only 
if  it  obtains  Hill-Burton  funds  for  construction,  or 
if  it  requests  reimbursement  for  the  care  of  patients 
receiving  categorical  assistance  under  tthe  federal 
grant-in-aid  programs.  Under  the  standards  for  the 
operation  of  hospitals  promulgated  in  1954  for  the 
hospital  certification  program,  there  are  one  hun- 
dred rules  that  apply  to  the  entire  hospital  from 
general  building  sanitation  to  administrative  rec- 
ords. However,  if  a hospital  wishes  to  obtain  a li- 
cense for  a maternity  department,  it  must  observe, 
in  addition  to  these  one  hundred  rules,  another 
eighty  rules  in  order  to  become  certified. 

These  rules  and  regulations  are  enforced  on  a 
cooperative  basis  in  Michigan  with  some  of  the 
inspection  duties  delegated  from  the  State  Depart- 
ment of  Health  to  local  health  departments  where 
the  local  units  have  the  personnel  and  are  willing 
to  do  it.  For  example,  in  1960  local  health  depart- 
ment sanitarians  were  inspecting  hospitals  in  thirty- 
three  counties;  state  sanitary  engineers  were  doing 


the  job  with  assistance  from  local  sanitarians  in  31 
counties;  and  in  the  remainder  of  the  counties,  state 
personnel  were  doing  the  entire  job.  As  with  every- 
thing else,  these  numbers  vary  from  year  to  year, 
and  each  year  the  Michigan  State  Department  of 
Health  carries  out  training  programs  for  local  sani- 
tarians in  order  to  make  more  assistance  from  the 
local  health  departments  available.8 

As  with  all  levels  of  health  agencies,  a major 
part  of  the  state  health  agency  responsibility  is 
consultation  on  various  hospital  problems  as  they 
arise, and  especially  those  dealing  with  hospital- 
acquired  or  hospital-associated  infections.  The  best 
example  I can  offer  of  state  agency  responsibility 
which  illustrates  nicely  the  local  health  department 
responsibility  as  well  as  local  hospital  responsibility 
is  an  experience  which  happened  to  me  several  years 
ago  while  I was  a county  health  officer.  To  be  brief, 
there  were  three  deaths  on  the  pediatric  ward  of 
our  local  hospital  within  a five  day  span  due  to  a 
pathogenic  E.  coli  epidemic  among  twelve  children 
ranging  in  age  between  three  months  and  seven 
years.  Although  we  were  not  called  into  the  situation 
by  the  pediatric  committee  (there  was  no  infections 
committee)  until  quite  late  in  the  epidemic  and 
after  three  deaths  had  occurred,  we  were  able  to 
institute  emergency  procedures  and  prevent  the  in- 
fection from  spreading  into  the  newborn  nursery. 
I requested  aid  from  the  state  health  department 
and  almost  immediately  received  a physician  epi- 
demiologist who  did  a complete  epidemiological  in- 
vestigation and  tracked  down  all  cross  infections  in 
the  hospital  and  traced  the  original  infection  to  the 
community.  With  the  assistance  and  cooperation  of 
the  laboratory,  hospital  administration,  hospital  per- 
sonnel, and  the  medical  staff,  we  were  fortunate 
enough  to  have  averted  further  deaths  and  to  have 
brought  the  epidemic  under  control.  This  was  in- 
deed an  example  of  the  multi-agency  as  well  as  the 
multidiscipline  approach.  This  experience  gives  still 
another  example  of  an  unmet  need.  It  is  the  respon- 
sibility of  public  health  officials  to  help  physicians 
understand  that  official  health  agency  represents* 
tives  and  the  medical  profession  are  working  toward 
the  same  goals.  Good  public  relations  are  essential 
in  order  that  misunderstandings  do  not  deprive  the 
official  health  agency  representatives  of  the  oppor- 
tunity to  use  t’f.Jr  ability  and  to  apply  their  knowl- 
edge toward  a common  goal. 

The  state  agencies  should  assume  the  responsibil- 
ity for  training  local  health  and  medical  staff  per- 
sonnel. Thcv  should  conduct  special  studies  and  do 
any  research  needed  to  keep  the  local  level  people 
informed  and  motivated  toward  thhe  solution  of 
this  problem.  The  National  Conference  on  Public 
Health  Training  in  1963  reported  to  the  Surgeon 
(iContinued  on  next  page) 
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General  that  the  primary  responsibility  of  State 
governments  lies  in  the  area  of  in-service  training 
where  programs  can  be  more  adequately  tailored 
to  local  needs.9 

Although  not  feasible  for  most  of  the  smaller 
hospitals,  a few  of  the  larger  city  hospitals  have 
developed  specialized  and  unique  methods  for  de- 
creasing the  hospital-  acquired  infections.  An  exl 
ample  is  Brooklyn’s  pilot  program  for  hospital  epi- 
demiologists. The  public  health  committee  of  Kings 
County  Medical  Society  in  Brooklyn  and  the  Xew 
York  City  Health  Department  agreed  to  the  ap- 
pointment of  epidemiologists  in  general  hospitals. 
In  this  pilot  program  sixteen  general  hospitals  ap- 
pointed a member  of  the  attending  staff  to  serve 
as  hospital  epidemiologist  while  retaining  his  cus- 
tomary affiliation  with  another  department  of  the 
hospital.  He  was  compensated  at  the  rate  of  a regu- 
lar field  epidemiologist  in  the  health  department. 
The  advantages  of  this  type  of  program,  aside  from 
immediate  investigations  of  outbreaks,  is  that  pre- 
ventative medicine  and  epidemiology  are  incorpo- 
rated into  the  intern  and  residency  programs,  and 
there  is  much  improved  disease  reporting. 

FEDERAL  RESPONSIBILITY 

The  responsibility  of  the  federal  health  agencies 
in  relation  to  this  problem,  aside  from  their  control 
of  infections  in  the  federal  hospitals,  is  to  provide 
assistance  to  states.  This  assistance  can  be  given  in 
a variety  of  ways,  including  investigations,  both 
intramural  and  extramural,  surveillance,  demonstra- 
tions, consultation,  training,  reference  laboratory 
services,  and  epidemic  and  disaster  aid.10  The  Na- 
tional Conference  on  Public  Health  Training  in 
1963  concluded  that  it  is  highly  appropriate  for 
Federal  resources  to  be  used  to  support  the  higher 
levels  of  education  and  training  essential  for  prepa- 
ration of  leadership  personnel,  without  which  other 
public  health  activities  cannot  reach  full  fruition. 
There  is  a large  area  in  which  responsibilities  are 
shared  by  the  Federal  and  state  governments,  with 
respect  to  administration  and  support  of  public 
health  training.  Accordingly,  programs  in  continu- 
ation education,  residency  training,  and  field  train- 
ing should  and  do  receive  support  from  both  sources. 
In  many  situations,  programs  which  are  supported 
primarily  with  Federal  funds  are  augmented  through 
the  contribution  of  teaching  time  and  administra- 
tive services  by  professional  personnel  working  in 
state  and  local  health  organizations.11 

When  a local  health  department  or  hospital  de- 
sires assistance  in  dealing  with  an  outbreak  of  a 
hospital-acquired  infection,  assistance  can  be  re- 
quested from  the  State  Department  of  Health, 
which  in  turn,  can  request  assistance,  if  needed, 
from  the  Communicable  Disease  Center  through  one 
of  the  nine  Regional  Offices  of  the  Public  Health 
Service.  Many  state  health  departments,  as  in 


Rhode  Island,  have  Communicable  Disease  Center 
epidemiologists  assigned  to  them  on  a full  time 
basis  to  assist  in  the  prevention  and  control  of  all 
communicable  diseases,  and  especially  those  infec- 
tions which  occur  in  institutions.  This  group  has 
assumed  increasing  importance  in  Federal  program 
activities. 

CONCLUSION 

Infections  in  hospitals  will  always  be  a problem. 
It  is  essential  to  keep  these  infections  at  an  absolute 
minimum.  This  can  be  done  only  through  continu- 
ous education  and  re-education  of  all  hospital  per- 
sonnel in  methods  of  control  and  in  the  need  for 
strict  discipline  at  all  times. 
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EDOLOGY 

Endemic  Goiter  and  Iodine  Malnutrition  in  Iraq 

Studies  of  the  adult  hospital  population  at  Mosul, 
Iraq,  showed  a 5591  prevalence  of  goiter.  In  schools  in 
the  same  town,  the  prevalence  was  98%  for  girls  and 
64%  for  boys  of  the  ages  from  11  to  18.  At  Tel  Afar, 
where  girls  were  examined,  the  incidence  was  72%. 
The  water  supply  at  Tell  Afar  came  from  springs  in 
the  area  and  the  iodine  content  of  this  water  was  al- 
most six  times  greater  than  that  of  the  river  water  at 
Mosul.  Studies  of  urinary  iodine  levels  in  adolescent 
girls  indicate  that  the  main  cause  of  the  endemic  goiter 
is  iodine  malnutrition. 

. . . Caughey,  J.  E.,  and  Follis,  R.  H. 

Jr.:  Lancet  1 :1032,  (May  15)  1965 


ONE  SENTENCE  ESSAY 
Editing  a scientific  journal  is  a life  of  drudg- 
ery, occasionally  relieved  by  the  expression  of 
latent  sadism  when  it  is  possible  to  excise  a 
split  infinitive  or  amputate  an  unrelated  par- 
ticiple. 

. . . Extracted  from  “In  England  Now:  Run- 
ning Commentary  by  Peripatetic  Corre- 
spondents.” Lancet  1:864  (April  17)  1965. 
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THE  ALEX.  M.  BURGESS  ANNUAL  LECTURESHIP 


At  a dinner  on  the  evening  of  September  24, 
1965,  which  closed  the  First  Intern  and  Resident 
Alumni  Convocation  and  Fifth  Annual  Research 
Day  at  The  Miriam  Hospital,  Doctor  Alex.  M.  Bur- 
gess was  honored  by  announcement  of  the  estab- 
lishment of  a lectureship  in  his  name  by  the  trus- 
tees, medical  staff,  and  intern  and  resident  alumni 
of  the  hospital.  The  citation  recognized  his  ‘‘life- 
time of  service  and  wise  counsel  to  his  state  and 
community  as  physician,  teacher,  medical  educator, 
and  humane  and  generous  champion  of  the  op- 
pressed,” and  ‘‘his  devoted  service  and  contributions 
to  The  Miriam  Hospital  as  its  Director  of  Medical 
Education  and  long  time  Chief  of  the  Department 
of  Medicine.''  Doctor  Burgess,  now  in  his  eighty- 
first  year,  can  be  largely  credited  with  creating  the 
concept  of  directors  of  medical  education  in  com- 
munity hospitals  not  having  university  affiliation. 

We  wish  with  a proprietary  sense  of  pride  to  con- 


gratulate Doctor  Burgess  upon  receipt  of  this  latest 
of  many  honors.  He  has  been  for  almost  as  long  as 
he  can  remember  a member  of  the  Publications 
Committee  of  this  JOURNAL  and  in  recent  years 
Chairman  of  that  Committee  and  Senior  Editor. 

The  establishment  of  this  annual  lectureship  is 
the  latest  in  a growing  series  of  endowed  or  finan- 
cially supported  named  medical  lectureships  and 
clinics  in  Rhode  Island  honoring  prominent  and 
educationally  productiive  Rhode  Island  physicians. 
Among  them  are  the  Isaac  Gerber.  Nathan  Riven, 
Murray  S.  Danforth,  and  Arthur  H.  Ruggles  lec- 
tureships, the  John  F.  Kenney  and  Maurice  Kay 
Clinic  Days,  and  the  J.  Murray  Beardsley  visiting 
chiefship. 

This  is  a fruitful  and  appropriate  way  to  honor 
our  medical  teachers.  We  are  happy  for  our  own 
Alex.  M.  Burgess,  and  hope  it  is  but  one  of  many 
similar  honors  to  him  and  to  others  having  his  out- 
standing qualities. 


DOS  SANTOS  — FATHER  AND  SON 


The  recent  visit  of  Professor  J.  Cid  dos  Santos 
of  Portugal  to  the  LTnited  States,  his  first,  has 
turned  the  spot-light  upon  a remarkable  pair  of 
Portuguese  physicians,  Reynaldo  dos  Santos  and 
his  son  J.  Cid.  Between  them  they  have  come  very 
close  to  creating  the  modern  specialty  of  peripheral 
vascular  surgery.  In  the  mid  1920's  E.  Moniz,  a 
Portuguese  neurologist  (who  had  started  his  career 
as  an  ophthalmologist),  conceived  the  idea  of  visu- 
alizing the  cerebral  vessels  by  injecting  into  them 
a radiopaque  material.  In  his  first  experiment  he 
injected  sodium  iodide  into  the  exposed  carotid  ar- 
tery. The  experiment  in  a sense  was  successful  (the 
cerebral  vessels  were  visualized  for  the  first  time), 
but  the  patient  died  (as  a result  of  the  procedure). 
A surgical  colleague  at  the  University  of  Lisbon, 
Reynaldo  dos  Santos,  had  heard  of  experiments  in 
Germany  with  a radiopaque  material  called  Thoro- 
trast.  He  suggested  that  this  material  might  be 
safer,  and  it  was  later  used  successfully  by  Moniz 
in  cerebral  angiography.  He  can  be  considered  the 
inventor  of  this  procedure  which  he  described  in 
several  papers  in  1933.  dos  Santos  in  the  meantime 


tried  his  hand  at  injection  of  other  peripheral  ves- 
sels and  reported  his  first  successful  visualization  of 
the  arteries  of  the  extremities  and  of  the  aorta  and 
its  branches  in  1929.  Professor  J.  Cid  dos  Santos, 
currently  chief  surgeon  at  the  University  of  Lisbon, 
recalls  those  heady  days  in  which  he  as  a young  man 
was  a participant. 

The  younger  dos  Santos,  conceiving  through  his 
study  of  these  early  arteriograms  the  idea  of  re- 
storing circulation  in  thrombotic  vessels,  began  his 
classical  surgical  investigations  into  the  feasibility 
of  removing  arterial  obstructions.  The  result  of  his 
studies  in  throboendarterectomy  were  published  in 
1949.  With  father  and  son  having  thus  established 
the  feasibility  of  arteriography  and  thromboendar- 
terectomv,  it  can  be  claimed  with  some  justification 
that  they  almost  alone  are  responsible  for  estab- 
lishing the  feasibility  of  the  modern  surgical  treat- 
ment of  peripheral  arterial  disease,  dos  Santos,  a 
practical  man.  has  a realistic  appreciation  that  much 
yet  remains  to  be  done  in  this  field. 

On  the  human  side  it  is  of  interest  to  learn  that 
(Continued  on  next  page) 
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Doctor  dos  Santos  (as  he  prefers  to  be  called)  is 
well  aware  that  a large  number  of  Rhode  Island 
residents  are  of  Portuguese  descent,  dos  Santos 
senior,  still  hale  and  hearty  at  the  age  of  84,  has 
established  a reputation  in  a field  outside  of  medi- 
cine, a feat  so  common  among  prominent  physicians. 
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He  has  written  and  published  two  important  books 
on  Portuguese  art.  both  of  which,  incidentally,  can 
be  found  in  the  library  of  the  Rhode  Island  School 
of  Design.  The  first,  on  Portugues  architecture, 
sculpture,  and  painting,  was  published  in  1938, 
while  the  second,  on  the  Portuguese  primitive  paint- 
ers of  1450-1550,  appeared  in  1940. 


AN  EPIDEMIC  OF  LEAD  POISONING  IN  PROVIDENCE 


Elsewhere  in  this  issue  is  an  important  paper 
concerning  the  occurrence  of  lead  poisoning  in  the 
City  of  Providence.  It  is  appalling  that  this  un- 
necessary disease  should  exist  in  almost  epidemic 
proportions  at  this  time.  Substandard  housing  and 
ignorance  on  the  part  of  the  parents  are  the  basic 
causes. 


We  would  stress  that  physicians  who  see  children 
with  vague  gastrointestinal  or  central  nervous  sys- 
tem symptoms  should  be  alert  to  this  very  real  pos- 
sibility. Careful  history,  followed  by  laboratory  eval- 
uation, including  if  necessary  the  Versenate®  load 
test,  must  be  obtained  if  we  are  to  diminish  the 
incidence  of  death  and  brain  damage  from  this 
preventable  disease. 


MOUNT  HYGEIA 


A recent  newspaper  story  reporting  that  the  re- 
storation of  the  Solomon  Drowne  house  in  Foster, 
Rhode  Island,  has  been  achieved  is  gratifying  in- 
deed, and  should  be  especially  so  to  Rhode  Island 
physicians.  As  aptly  stated  in  the  account  by  A. 
Russell  Didsbury  in  the  Providence  Sunday  Journal 
of  October  3,  the  house  was  “Entangled  not  only  in 
the  overgrowth  of  some  of  the  60  trees  and  bushes 
said  to  have  been  planted  originally  by  Dr.  Drowne 
but  also  in  the  legal  snares  involving  49  heirs.  . . 
The  edifice,  now  owned  by  a single  heir  free  and 
clear,  has  been  restored  at  considerable  expense  to 
a close  approximation  of  its  original  appearance. 

Solomon  Drowne,  born  in  Providence  in  1753, 
after  studying  with  Doctor  William  Bowen  of  his 
native  town  received  his  degree  in  medicine  at  the 
College  in  Philadelphia.  After  serving  extensively 
as  an  Army  surgeon  in  the  Revolutionary  War,  he 
practiced  briefly  in  Providence,  but  then  traveled 
to  Europe  to  attend  lectures  and  visit  clinics  in 
London  and  Paris.  While  abroad  he  became  inti- 
mate with  Thomas  Jefferson  and  Benjamin  Frank- 
lin. After  attempting  practice  in  Ohio,  Virginia,  and 
Pennsylvania,  he  returned  to  his  native  state  in 
1801.  He  bought  the  property  in  Foster  atop  a hill 
which  he  named  Mount  Hygeia  and  he  built  a 
charming  home  to  live  out  his  days  in  a healthful 
and  sylvan  setting  immersed  in  nature  and  the 
rural  life  of  which  he  was  so  fond.  On  the  grounds 
of  his  lovely  new  home  he  developed  the  first  bo- 
tanical garden  in  the  state.  His  collection  acquired 
fame  and  attracted  visitors  from  great  distances. 

Drowne  was  Professor  of  Materia  Medica  and  Bo- 
tany at  the  Medical  School  in  Brown  University 
during  all  of  its  brief  history  from  1811  to  1827. 
He  established  on  the  college  grounds  a botanical 


garden,  which  was  a source  of  considerable  pride 
to  him.  He  was  somewhat  of  a dreamer,  better  fit- 
ted it  is  said,  for  a life  of  contemplation  and  study, 
rather  than  the  routine  practice  of  medicine.  It  was 
recalled  that  while  on  his  way  to  the  home  of  a sick 
patient,  if  he  recognized  an  interesting  botanical 
specimen  he  would  stop  and  perhaps  idle  away  the 
whole  day  in  the  fields  or  woods,  forgetting  com- 
pletely his  original  goal.  He  took  to  task  the  Cor- 
poration of  Brown  Lmiversity  for  the  low  salaries 
paid  to  its  professors.  He  wistfully  called  their  at- 
tention to  the  princely  salary  ($500  annually)  paid 
to  a professor  at  Harvard,  not  to  lecture,  but  ‘’mere- 
ly as  curator  of  the  Garden  at  Cambridge  — a very 
pleasant  business.”  In  1834,  in  his  eighty-first  year, 
he  passed  away,  leaving  no  will,  which  was  the 
proximate  cause  for  the  near  loss  of  this  treasure. 

Unfortunately  most  of  the  flooring  and  bannis- 
ters, and  other  interior  trim  had  been  removed  or 
stolen.  The  fine  furniture,  books,  manuscripts,  rare 
prints,  parchments,  and  medical  and  botanical 
equipment  have  long  since  been  removed  from  the 
house.  The  fireplaces  and  mantels  have  been  re- 
stored. The  exterior  has  resumed  its  old  classical 
symmetry  and  charm.  Many  of  his  papers,  lectures, 
notes  and  letters,  and  the  bulk  of  his  personal  li- 
brary are  now  fortunately  in  the  possession  of  the 
Brown  University  Library. 

With  his  personal  papers  and  library  now  pre- 
served and  Mount  Hygeia  restored,  much  that  was 
Solomon  Drowne,  M.D.  has  been  saved  for  pos- 
terity. We  can  be  grateful  to  Mr.  William  T.  Leete, 
present  owner  of  Mount  Hygeia  and  a direct  descen- 
dant of  Solomon  Drowne,  for  his  part  in  salvaging 
this  portion  of  the  cultural  heritage  of  all  Rhode 
Island  and  Rhode  Island  Medicine  in  particular. 


following 

infection 


’^ESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
nilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
I patient  with  a severe  infection,  and  many  others  undergoing  physio- 
) c stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B 1 (as  Thiamine  Mononit  rate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bt  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B , 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake  Adults.  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder  ' 

jars  of  30  (one  month's  supply) 
(three  months'  supply) 

and  100 

E'ERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 
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HOUSE  OF  DELEGATES 
OF  THE 

RHODE  ISLAND  MEDICAL  SOCIETY 


Report  of  Meeting  Held  on  September  20,  1965 


A meeting  of  the  House  of  Delegates  of  the  Rhode 
Island  Medical  Society  was  held  at  the  Medical 
Library,  Providence,  on  Wednesday.  September  22. 
1965.  The  meeting  was  called  to  order  by  the  Presi- 
dent, Dr.  William  A.  Reid,  at  8:15  p.m.  The  fol- 
lowing delegates  were  in  attendance: 

Paul  A.  Botelho.  M.D..  Joseph  E.  Wittig,  M.D., 
John  E.  Murphy,  M.D.,  John  M.  Yesey,  M.D., 
Charles  B.  Round.  M.D..  Reginald  H.  Boucher. 
M.D.,  Robert  C.  Hayes.  M.D.,  Harold  A.  Wood- 
come,  M.D.,  Freeman  B.  Agnelli.  M.D.,  James  A. 
McGrath.  M.D..  Leonard  Staudinger,  M.D.,  Wil- 
liam A.  Reid.  M.D.,  Walter  J.  Dufresne,  M.D., 
Harry  E.  Darrah,  M.D..  Michael  DiMaio,  M.D., 
John  A.  Dillon.  M.D..  John  C.  Ham.  M.D..  John 
T.  Barrett.  M.D.,  Irving  A.  Beck,  M.D.,  Bertram 
H.  Buxton.  M.D..  Wilfred  I.  Carney,  M.D.,  Joseph 
Caruolo,  M.D..  Xathan  Chaset.  M.D.,  Henry  B. 
Fletcher.  M.D..  Warren  W.  Francis,  M.D..  Frank 
Fratantuono,  M.D.,  John  F.  W.  Gilman,  M.D., 
Seebert  J.  Goldowsky.  M.D.,  Stanley  Grzebien. 
M.D..  Herbert  F.  Hager.  M.D.,  James  Hardiman, 
M.D..  Walter  E.  Hayes,  M.D.,  Joseph  Lambiase, 
M.D.,  Robert  Y.  Lewis,  M.D..  Thomas  Littleton, 
M.D.,  William  J.  MacDonald,  M.D.,  Peter  Ma- 
thieu.  M.D.,  Gustavo  A.  Motta,  M.D.,  Raul  Xo- 
darse,  M.D..  Edwin  B.  O'Reilly,  M.D.,  Arnold  Por- 
ter. M.D..  Ralph  Richardson,  M.D.,  Carl  S.  Saw- 
yer, M.D.,  Stanley  D.  Simon,  M.D.,  John  Tur- 
ner. II.  M.D.,  Edwin  Yieira,  M.D.,  Elihu  S.  Wing, 
Jr.,  M.D.,  Arthur  E.  Hardy,  M.D.,  and  Edmund 
T.  Hackman,  M.D. 

Also  present  were  Drs.  Bias  Moreno,  Chairman 
of  the  Committee  on  Diabetes,  William  L.  Leet, 
E.  H.  Dahlquist.  Chairman  of  the  Blood  Bank 
Committee.  Francis  B.  Sargent,  Chairman  of  the 
Mediation  Committee,  and  John  E.  Farrell,  Sc.D., 
Executive  Secretary. 

Delegates  absent  were:  Philomen  Ciarla,  M.D., 
Charles  Dotterer,  M.D..  Earl  F.  Kelly,  M.D.,  Earl 
J.  Mara,  M.D..  Joseph  Ruisi,  M.D.,  Roger  Berard, 
M.D.,  Roger  Fontaine.  M.D..  Joseph  Cannon,  M.D., 
J.  Robert  Bowen.  M.D.,  William  McDonnell,  M.D., 
James  B.  Moran.  M.D.,  and  William  S.  Xerone, 
M.D. 

REPORT  OF  THE  SECRETARY 

Dr.  Michael  DiMaio.  Secretary,  noted  that  his 
report  was  included  in  the  delegates'  handbook,  and 
he  invited  comments  and  inquiries  on  it. 


Action:  A motion  was  made,  seconded  and 

voted  that  the  report  of  the  Secretary,  as  presented, 
be  approved  and  placed  on  file. 

REPORT  OF  THE  TREASURER 

Dr.  John  A.  Dillon.  Treasurer,  noted  that  his  re- 
port was  included  in  detail  in  the  handbook,  and 
he  discussed  some  of  its  major  issues,  calling  atten- 
tion to  the  continued  depletion  of  operating  reserve 
due  to  the  increased  activities  of  the  Society,  which 
pcsed  the  question  of  a dues  raise  or  possible  utili- 
zation of  invested  funds  in  the  near  future. 

Action:  A motion  was  made,  seconded  and  voted 
to  approve  the  report  of  the  Treasurer  as  submit- 
ted. 

RECOMMENDATIONS  FROM  THE  COUNCIL 

The  Secretary  noted  that  three  recommendations 
from  the  Council  were  included  in  the  handbook. 

1)  Action:  A motion  was  made,  seconded  and 
voted  that  the  House  authorize  the  President  to 
appoint  a committee  to  develop  an  intensive  pro- 
gram for  younger  members  of  the  Society  in  parti- 
cular on  future  patterns  of  medicine. 

2)  Action:  A motion  w7as  made,  seconded  and 
voted  that  Dr.  Alfred  L.  Potter  be  elected  for  a 
three  year  term,  until  1968,  as  a Trustee  of  the 
Benevolence  Fund. 

3 ) The  recommendation  regarding  an  increase 
in  the  annual  dues  to  $80  for  active  members,  and 
$40  for  members  in  the  first  year  of  practice,  ef- 
fective for  1966,  said  assessment  to  include  support 
of  the  Benevolence  Fund  and  the  Medical  Journal, 
and  the  increasing  expense  for  efficient  operation 
of  the  Society's  activities  wras  discussed  by  members 
of  the  House. 

a)  Action:  A motion  w-as  made  to  adopt  the 

recommendation  as  submitted  by  the  Council.  The 
motion  was  seconded. 

b)  An  amendment  was  proposed  that  the  con- 
tribution to  the  Benevolence  Fund  may  not  exceed 
$4.00  of  each  member’s  dues  a year.  The  amend- 
ment was  seconded. 

c)  An  amendment  was  proposed  that  the  an- 
nual dues  for  1966  be  $70.  The  amendment  was 
seconded. 

A standing  vote  resulted  in  defeat  of  the  amend- 
ment limiting  the  contribution  to  the  Benevolence 
Fund. 

A standing  vote  defeated  the  amendment  to  pro- 
vide that  the  annual  dues  be  $70  in  1966. 

(Continued  on  Page  622) 


Butazolidin  alka 

Each  capsule  contains: 

Butazolidin,  brand  of 
phenylbutazone  100  mg. 

dried  aluminum, 
hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 

in  painful 
shoulder 


3eigy 


ierapeutic  Effects 

ie  acute  phase  of  subdeltoid  bursitis, 
ndinitis  and  associated  periarticular 
lammation  usually  responds  promptly  and 
amatically  to  phenylbutazone.  Pain  and 
iderness  may  be  relieved  within  24-48 
urs  and  mobility  of  the  affected  arm 
ickly  restored.  Full  recovery  is  frequently 
I nieved  within  7-10  days  so  that  therapy  is 
inerally  of  short  duration.  Calcific  deposits 
not  specifically  affected  by  treatment, 

I:  their  presence  does  not  appear  to  retard 
«nptomatic  improvement. 

i anylbutazone  has  not  replaced  physio- 
t rapy,  x-ray  treatment,  or  local  injections 
Siydrocortisone  in  the  more  chronic  condi- 
|is,  but  it  may  advantageously  be  com- 
t ad  with  these  measures. 

C Vindications 

E'ma,  danger  of  cardiac  decompensation; 
h ory  or  symptoms  of  peptic  ulcer;  renal, 

'i  atic  or  cardiac  damage;  history  of  drug 
a rgy;  history  of  blood  dyscrasia.  Because 
o ie  increased  possibility  of  toxic  reac- 

• s,  the  drug  should  not  be  given  when  the 
l»  ent  is  senile,  or  when  other  potent  chem- 
*:rapeutic  agents  are  given  concurrently. 

ie  doses  of  Butazolidin  alka  are  con- 
■f^dicated  in  patients  with  glaucoma. 

h :autions 

re  prescr  ibing,  the  physician  should 

* in  a detailed  history  and  perform  a com- 
* ! physical  and  laboratory  examination, 


including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  reten- 
tion) ; skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made.  The 
drug  should  be  used  with  greater  care  in 
the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplas- 
tic anemia  are  also  possible  side  effects. 
Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice,  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 


reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage 

Initially,  give  400  mg.  daily  (one  capsule 
q.i.d),  reducing  this,  if  possible,  when  a 
favorable  therapeutic  effect  has  been 
obtained.  If  after  one  week  there  has  been 
no  response,  discontinue  the  drug.  Buta- 
zolidin alka  contains  antacids  and  an  anti- 
spasmodic  to  minimize  gastric  upset. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  adverse  reactions, 
and  contraindications  as  contained  in  the 
complete  prescribing  information. 

Also  available: 

Butazolidin® 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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(Continued  from  Page  620) 

The  motion  on  the  Council  recommendation  was 
adopted. 

Standards  of  Practice  Governing  Lawyers  and 
Doctors 

The  President  noted  that  the  handbook  contained 
the  proposed  standards  of  practice  governing  rela- 
tions between  lawyers  and  physicians  which  had 
been  drafted  by  a joint  committee  of  the  Society 
and  the  Rhcde  Island  Ear  Association. 

Doctor  Goldowsky  submitted  the  following 
amendments: 

Amend  Part  (a)  Section  1 as  follows:  (Correc- 
tions in  Italics) 

1 ) The  physicians  upon  proper  authorization 
shall  promptly  furnish  the  attorney  with  a complete 
medical  report,  and  shall  realize  that  delays  in 
providing  medical  information  may  prejudice  the 
opportunity  of  the  patient  to  either  settle  his  claim 
or  suit,  may  delay  the  trial  of  a case,  or  may  cause 
additional  expense  or  the  loss  of  important  testi- 
mony. 

Amend  Part  (b)  Section  1.  in  the  second  para- 
graph to  read  “.  . . concerning  the  matters  about 
which  . . 

Amend  Part  (c)  as  follows: 

When  the  doctor  has  not  been  fully  paid  by  the 
patient,  either  for  his  regular  professional  services 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treat- 
ment of  nervous  and  emotional  disorders  as  we)  as 
long  term  geriatric  problems. 

Physica  neurological  psychiatric  and  psychological 
examinations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and 
conveniently  located  institution. 

L.  A.  Senseman  M.D.,  F.A.P.A..  Medical  Director 
Edwin  Dunlop,  M-.D.  Michael  G.  Touloumtzis,  M.A. 
Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 
P.  Wendel  Johnson,  Ph.D.  Therba  Johnston,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays) 
9-12  A.M.,  and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


or  for  his  time  as  a witness  or  both,  the  lawyer  shall 
request  the  permission  of  the  patient  to  pay  the 
doctor  directly  for  such  services  out  of  any  money 
which  the  lawyer  may  recover  on  behalf  of  such 
patient. 

Amend  the  second  paragraph  of  Part  (d)  to  read: 

The  public  airing  of  any  complaint  or  criticism 
by  a member  of  one  profession  against  the  other 
profession  or  any  of  its  members  is  to  be  deplored. 
Such  complaints  or  criticism,  including  complaints 
of  the  violation  of  the  principles  of  this  Code,  shall 
be  referred  by  the  complaining  doctor  or  lawyer 
through  his  own  association  to  the  appropriate  as- 
sociation of  the  other  profession:  and  all  such  com- 
plaints or  criticism  shall  be  promptly  and  adequate- 
ly processed  by  the  association  receiving  them. 

Action : A motion  was  made  and  seconded  to 

adopt  the  Code  with  the  amendments  proposed  by 
Doctor  Goldowsky. 

Action : A motion  was  made  to  table  the  Code 

as  reported  by  the  Medical-Legal  Committee.  The 
motion  was  seconded.  The  motion  was  defeated. 

Action : A motion  was  made  to  refer  the  Code 

to  legal  counsel  of  the  Society  for  an  opinion  of  the 
Standards  as  proposed,  and  a subsequent  report  to 
the  House  of  Delegates.  The  motion  was  seconded. 
The  motion  was  defeated. 

Action : The  original  motion  was  adopted. 

HEALTH  FACILITIES  ASSOCIATION 

The  President  noted  that  the  bylaws  for  the  new 
state  Health  Facilities  Association  had  been  in- 
cluded in  the  handbook.  He  reported  this  presen- 
tation was  included  for  the  information  of  the  mem- 
bers of  the  House. 

AMA  COMMUNICATIONS  ON  FEDERAL 
LEGISLATION 

The  President  called  to  the  attention  of  the  House 
that  two  communications  reporting  on  federal  legis- 
lation. as  issued  by  the  American  Medical  Associa- 
tion. were  included  iin  the  handbook  for  the  infor- 
mation of  the  House. 

He  also  reported  briefly  on  the  plans  for  the 
special  AMA  House  of  Delegates  meeting  on  Octo- 
ber 2 and  3.  and  the  AMA  Conference  on  Medi- 
care scheduled  for  October  1.  at  which  the  Society 
would  have  a sizable  representation,  including  dele- 
gates from  the  distriict  societies,  as  noted  in  the 
report  of  the  Secretary. 

REPORT  OF  MEDIATION  COMMITTEE 

Dr.  Francis  B.  Sargent.  Chairman  of  the  Media- 
tion Committee,  gave  an  oral  report  in  which  he 
reviewed  the  plans  developed  with  the  legal  pro- 
fession in  Tucson.  Arizona,  and  in  Philadelphia. 
Pa.  for  screening  alleged  medical  malpractice  cases. 
He  expressed  the  opinion  that  the  handling  of  the 
problems  by  his  Committee  was  a better  method 
than  those  reported  elsewhere. 
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Action-.  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Mediation  Committee  be  ac- 
cepted, and  that  the  recommendation  that  it  con- 
tinue its  present  procedures  in  the  handling  of  al- 
leged malpractice  cases  be  approved. 

BLOOD  BANK  COMMiTTEE 

Dr.  E.  H.  Dahlquist,  Chairman  of  the  Blood  Bank 
Committee,  gave  an  oral  report  regarding  the  intro- 
duction into  Rhode  Island  of  a commercial  blood 
bank  operating  under  the  name  of  the  Interstate 
Elood  Bank.  This  agency  plans  to  purchase  and 
process  blood  for  shipment  cut  of  the  state.  The 
problems  facing  the  voluntary  blood  donor  pro- 
grams, and  the  blood  banks  were  reviewed.  Dr. 
Irving  Beck  discussed  his  contacts  with  the  Inter- 
state Blood  Bank. 

Action:  A motion  was  made,  seconded  and  voted 

to  accept  the  report  of  the  Chairman  of  the  Blood 
Bank  Committee,  as  presented,  for  information  pur- 
poses. 

CHILD-SCHOOL  HEALTH  COMMITTEE 

The  President  noted  that  the  report  of  the  Child- 
School  Health  Committe  was  included  in  the  hand- 
book. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  be  received  and  placed  on  file. 

DIABETES  COMMiTTEE 

Dr.  Bias  Moreno,  Chairman  of  the  Diabetes  Com- 
mittee, gave  an  oral  report  cn  the  re-organization  of 
his  Committee,  the  plans  for  the  annual  diabetes 
detection  week,  and  for  the  Diabetes  Fair. 

He  made  two  requests  for  the  Committee:  1) 
that  it  be  given  an  appropriation  of  $650  for  this 
y:ar’s  activities  and  towards  the  purchase  of  bill- 
boa  d posters  that  would  be  used  in  subsequent 
years;  and  2)  that  the  Committee  be  authorized  to 
accept  voluntary  contributions  to  aid  it  in  its  wTork, 
including  contributions  that  might  be  made  on  the 
day  of  the  Diabetes  Fair  by  those  participating  in 
the  Fa:r. 

Ac  ion:  A motion  was  made,  seconded  and  voted 
to  accept  the  report  of  the  Diabetes  Committee, 
and  to  approve  of  the  two  requests  made  to  the 
Society  by  the  Committee. 

DISASTER  COMMITTEE 

The  report  of  the  Chairman  of  the  Disaster  Com- 
mittee wTas  included  in  the  handbook  for  the  in- 
formation of  the  House. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Chairman  of  the  Disaster 
Committee  be  received  and  placed  on  file. 

MEDICAL  ASPECTS  OF  SPORTS 

The  President  noted  that  the  report  of  the  Com- 
mittee on  the  Medical  Aspects  of  Sports  was  in- 
cluded in  the  handbook. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  be  received  and  placed  on  file. 


MEDICAL  ECONOMICS  COMMITTEE 

Dr.  Stanley  D.  Simon,  Chairman  of  the  Medical 
Economics  Committee,  read  the  highlights  of  his 
report,  copy  of  which  wms  included  in  the  handbook. 

1 here  wms  extended  discussion  of  various  phases 
of  the  issues  present  in  the  report. 

Action:  A mot'en  was  made,  seconded  and  voted 
that  recommendation  #1,  relating  to  participation 
in  the  federal  health  insurance  program  be  adopted. 

Action:  A motion  was  made,  seconded  and  voted 
that  recommendation  #2,  relating  to  Quality  Medi- 
cal Care,  be  adopted. 

Action:  A motion  wras  made,  seconded  and  voted 
that  recommendation  #3,  Use  of  Public  or  Private 
Organizations  Representing  Providers,  be  amended 
to  read  after  deletion  of  the  word  Rcco?nmrndation: 

‘‘It  is  the  sense  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  that  the  Rhode  Is- 
land Medical  Society  shall  be  the  Administrative 
Agent,  with  the  Rhcde  Island  Medical  Society  Phy- 
sicians Service  cooperating  as  the  fiscal  intermediary 
in  any  contract  developed  with  the  Secretary  of 
Health,  Education  or  Welfare  relative  to  Part  1-B 
(Supplementary  Medical  Insurance  fer  the  Aged) 
of  the  new  law  relating  to  Heath  Insurance  for  the 
Aged  and  Medical  Assistance.” 

Action:  A motion  was  made,  second  and  voted 

that  recommendation  #4,  relating  to  Payment  for 
Physicians’  Services,  be  adopted. 

(Continued  on  next  page) 


NEW . . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Renewable  To  Age  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  Medical  Society’s 
Underlying  Group  Plan. 


Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  $225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payab'e  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purchase  mail-order  insurance  to  have  the 
BEST  in  Disability  Insurance!  We  have  yet  to  see  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 


For  further  information,  send  us  your  name,  address, 
and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmple  1-4833 
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PHYSICIANS  SERVICE 

The  President  noted  that  the  approved  reports 
of  the  Board  of  Directors'  meetings  of  Physicians 
Service  held  since  the  previous  meeting  of  the  House 
were  included  in  the  handbook  for  the  information 
of  the  delegates. 

Dr.  Arnold  Porter,  President  of  Physicians  Serv- 
ice. reported  on  actions  taken,  particularly  relative 
to  bylaw  cr.anges  and  claims  committee  reorgani- 
zation. at  the  meeting  of  the  Board  on  Septem- 
ber 20. 

PHYSICIANS  AND  INSURANCE  CARRIERS 

WORKMEN'S  COMPENSATION  COMMITTEE 

The  report  of  the  Committee  of  Physicians  and 
Insurance  Carriers  on  Workmen's  Compensation 
issues  was  included  in  the  handbook  for  the  meet- 
ing. There  was  discussion  of  the  report. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report,  as  submitted,  be  received  and 
placed  on  file. 

PROVIDENCE  CITY  EMPLOYEES 
HOSPITALIZATION  PROGRAM 

The  report  of  the  Committee  appointed  to  study 
the  issues  involved  in  the  health  benefits  program 
of  the  employees  of  the  City  of  Providence  was  in- 
cluded in  the  handbook.  Dr.  S.  J.  Goldowsky  stated 
that  the  work  of  the  Committee  was  completed  and 
the  Committee  should  be  discharged. 


Photos  posed  by  professional  models 


Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Providence  City  Employees 
Health  Benefits  Committee  be  received  and  placed 
on  file,  and  that  the  Committee  be  discharged  with 
commendation. 

SOCIAL  WELFARE 

Dr.  Peter  Mathieu,  Chairman  of  the  Social  Wel- 
fare Committee,  stated  that  he  had  nothing  to  add 
to  the  report  included  in  the  handbook. 

Action:  A motion  was  made,  seconded  and  voted 
to  receive  and  approve  the  report  of  the  Commit- 
tee on  Social  Welfare  as  presented. 

ADJOURNMENT 

The  meeting  of  the  House  was  adjourned  at 
11:30  p.m. 

Respectifully  submitted: 

Michael  DiMaio,  M.D. 

Secretary 

REPORT  OF  THE  SECRETARY 

Since  the  last  meeting  of  the  House  of  Delegates 
the  Council  has  held  two  meetings.  The  following 
were  among  the  matters  acted  upon: 

1.  The  Council  noted  with  sorrow  the  great  loss 
of  Dr.  Samuel  Adelson  of  Newport  who  had  con- 
tributed greatly  to  the  progress  of  the  Society  and 
had  been  a member  of  the  Council  at  the  time  of 
his  death. 


than  any  other 
vitamin  A product 
when  indicated  in 

ACNE 
dry  skin 

keratosis  follicularis 
ichthyosis 

pityriasis  rubra  pilaris 
night  blindness 

metaplasia  of  mucous  membranes 
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2.  The  Council  noted  with  approval  the  communi- 
cations directed  by  the  President  for  the  Society 
to  the  Rhode  Island  Congressional  delegation  on 
the  Medicare  legislation. 

3.  The  Council  received  approval  from  legal  coun- 
sel for  the  inclusion  in  the  mailing  of  annual  dues 
a communication  seeking  voluntary  contributions  to 
the  Rhode  Island  Medical  Politiacl  Action  Com- 
mittee. 

4.  The  President  was  authorized  to  appoint  rep- 
resentatives to  meet  with  members  of  the  AMA 
Department  of  Medicine  and  Religion  to  discuss 
the  work  of  state  society  committee,  and  to  have 
such  representatives  report  back  to  the  Council 
with  recommendations. 

5.  The  President  was  authorized  to  name  the  del- 
egates at  large  to  the  Council  of  the  New  England 
State  Medical  Societies.  (Drs.  F.  B.  Agnelli  and 
R.  J.  Kraemer  appointed). 

6.  The  Standards  of  Practice  Governing  Lawyers 
and  Doctors,  as  drafted  by  a joint  committee  of  the 
two  associations,  and  approved  by  the  Executive 
Committee  of  the  Bar  Association,  were  approved, 
and  they  are  submitted  to  the  House. 

7.  The  printing  of  the  by-laws  of  the  Society,  as 
amended  through  1965,  was  approved  for  distribu- 
tion to  the  membership. 

8.  The  Council  authorized  both  the  President  and 


the  President-Elect  to  attend  the  annual  and  clini- 
cal sessions  of  the  American  Medical  Association, 
with  their  travel  expenses  to  be  paid  by  the  Society. 

9.  A proposal  for  a Rhode  Island  Diabetes  Associ- 
ation under  physician  sponsorship  and  control  was 
approved. 

10.  Dr.  Herbert  Eanger  was  asked  by  the  Council 
to  prepare  a statement  for  the  R.I.  Medical  Journal 
regarding  the  classification  and  accreditation  of 
private  medical  laboratories  in  the  state. 

11.  Dr.  Francis  B.  Sargent,  Chairman  of  the  Me- 
diation Committee,  was  authorized  to  attend,  and 
to  select  another  member  of  his  committee  to  join 
with  him,  the  National  Congress  of  Medical  Ethics 
and  Professionalism  to  be  held  in  Chicago  under 
AMA  sponsorship. 

12.  The  President  and  the  President-Elect  were 
authorized  to  attend  as  the  Society’s  delegates  the 
AMA  Conference  of  state  society  officers,  and  the 
PR  Institute  in  Chicago  in  August. 

13.  Approval  was  given  the  proposal  of  the  Com- 
mittee on  Scientific  Work  and  Annual  Meeting  to 
have  the  1966  meeting  at  the  Providence  Sheraton 
Biltmore,  without  technical  exhibits,  and  for  the 
Society  to  subsidize  the  cost  of  the  meeting  in  so 
far  as  may  be  necessary. 

14.  The  Council  received,  but  neither  approved  or 

(Continued  on  next  page) 


physically  — colloid  finely  dispersed  aqueous  vitamin  A 

particles  pass  through  the  intestinal  barrier  more  easily 
and  may  reach  affected  local  area  more  readily  through . . . 

faster,  more  complete  absorption 


physiologically  — provides  physiologically  active 

isomers  of  the  natural  vitamin  A complex  for. . . 

comprehensive  results 


the  original  aqueous, 
natural  vitamin  A capsules 

aquasol.A 

capsules 


two  potencies: 

25.000  U.S.P.  Units 

50.000  U.S.P.  Units 

water-solubilized  natural  vitamin  A 
per  capsule 


gastronomically  — with  allergenic  factors 

removed  and  free  from  “fishy”  taste,  Aquasol  A is. 

well  tolerated  and  burpless 


Bottles  of  100  and  500  capsules. 


Samples  and  literature  upon  request. 

u.  s.  vitamin  & 
pharmaceutical  corp. 

Arlington-Funk  Laboratories,  division 
800  Second  Ave.,  New  York,  N.  Y.  10017 
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disapproved,  a report  of  its  sub-committee  on  the 
Studv  of  the  Memorial  Hospital  Accident  Room. 

15.  The  Council  expressed  its  opinion,  on  request, 
that  the  better  name  for  the  League  for  the  Hard 
of  Hearing  would  be  Hearing  and  Speech  Center 
of  Rhode  Island. 

16.  The  President  and  the  Executive  Secretary 
were  authorized  to  confer  with  the  State  Director 
of  Health  and  or  the  Governor  to  seek  separate 
Advisory  Councils  for  the  Health  Facilities  Act 
program  and  for  the  Licensure  of  Hospitals,  and 
to  have  physician  representation  on  both. 

17.  The  appointment  by  the  President  of  Dr. 
Jeannette  E.  Vidal  of  West  Warwick  as  Trustee  at 
Large  of  the  Board  of  Trustees  of  the  Medical  Li- 
brary, for  the  year  1966,  was  approved. 

18.  The  Council  voted  that  the  Society  should 
pay  one  half  the  travel  expense  of  one  representa- 
tive from  each  of  the  component  district  medical 
associations  to  a special  meeting  sponsored  by  the 
AM  A,  to  be  held  in  Chicago  on  October  1,  and  to 
a special  meeting  of  the  AMA  House  of  Delegates 
the  ensuing  two  days,  for  a discussion  of  the  fede- 
ral amendments  to  the  Social  Security  Law  (Medi- 
care), with  the  understanding  that  the  district  asso- 
ciation, or  the  physician  accepting  the  assignment 
to  Chicago,  pay  the  other  half  of  the  travel  expense 
involved. 

19.  Dr.  Harry  E.  Darrah  was  recommended  to 
the  Board  of  Directors  of  Physicians  Service  to  fill 
the  unexpired  term  (until  the  1966  Annual  Meet- 
ing) of  the  late  Dr.  Samuel  Adelson. 

20.  The  President  was  authorized  to  name  a nom- 
inating committee  to  submit  to  the  Council  which 
subsequently  would  report  to  the  House  of  Dele- 
gates in  January,  a single  slate  of  physician  nomi- 
nees for  the  Board  of  Directors  of  Physicians  Serv- 
ice. 

21.  Dr.  John  B.  Lawlor  was  appointed  as  the  Sd- 
cietv's  official  representative  to  the  AMA  National 
Conference  on  Disaster  Planning  to  be  held  in  Chi- 
cago in  November. 

22.  The  Board  of  Trustees  was  authorized  to 
make  improvements  and  repairs  to  the  Medical  Li- 
brary, utilizing  bequests  made  to  the  Society  by 
the  "late  librarian.  Miss  Grace  E.  Dickerman.  and 
by  the  late  Dr.  Samuel  Adelson  of  Newport. 

23.  The  rcommendation  of  the  Trustees  of  the 
Medical  Library  that  the  Reading  Room  of  the 
Library  be  named  the  Grace  E.  Dickerman  Room, 
in  honor  and  memory  of  the  late  librarian,  and  that 
a suitable  plaque  be  placed  in  the  room  noting  such 
designation,  was  approved. 

24.  Approval  was  given  for  an  appropriation  up  to 
SI 50  to  publicize  and  sponsor  for  interested  mem- 
bers of  the  Society  and  the  Auxiliary  a course  in 
practical  politics  under  the  direction  of  the  Greater 
Providence  Chamber  of  Commerce. 


25.  Dr.  William  A.  Reid.  President  of  the  Society, 
was  commended  for  his  excellent  presenation  on  the 
radio  program  “Cpen  Line." 

26.  The  appointment  by  the  President  of  Dr.  John 
H.  Gordon  of  Pawtucket  to  complete  the  unexV red 
term  of  the  late  Dr.  Samuel  Adelson  on  the  Media- 
tion Committee  was  approved. 

27.  The  action  of  the  President  in  naming  Drs. 
Frank  Fratantuono  and  A.  Lloyd  Lagerquist  as  the 
Society's  representatives  to  an  AMA  meeting  at 
Boston  to  consider  problems  of  home  nursing  care 
wra;  approved. 

Michael  DiMaio.  M.D. 

Secretary 

REPORT  OF  THE  TREASURER 
AGENCY  ACCOUNT 

Attached  as  part  of  this  report  is  the  statement 
of  the  Trust  Officer  of  the  Industrial  National  Bank 
relative  to  the  “pooled  fund"  of  investments  of  the 
Society,  as  of  July  30,  1965.  (Copy  is  on  file  at 
the  Executive  Office  fer  any  members  interested 
in  it.) 

In  his  report  of  an  appraisal  of  the  fund.  Mr.  C. 
L.  Setchell,  Trust  Officer,  has  written  to  me  that 
“since  the  review  of  April  30th,  the  stock  market 
has  suffered  a mederate  sell  of  and  has  recovered  a 
part  of  the  decline.  The  unit  value  of  July  30th 
show7s  a decline  of  68.2  cents  to  a value  of  $19,145. 
a drop  of  3.5%  in  the  quarter.  This  change  is  about 
in  line  with  other  accounts  invested  in  a similar 
manner.  The  return  on  the  invested  capital  rose 
from  3.35%  to  3.51%.” 

Mr.  Setchell  also  reported  that  “wre  have  ex- 
amined the  individual  issues  in  the  account  and  we 
remain  of  the  opinion  the  holdings  are  suitable  for 
an  account  of  this  nature;  therefore,  wTe  are  sug- 
gesting no  changes  in  the  investments." 

BEQUESTS 

The  daily  newspap:r  reported  that  Doctor  Adel- 
son had  provided  in  his  will  for  a bequest  of  $1,000 
for  the  benefit  of  the  Rhode  Island  Medical  Society 
Library. 

Miss  Grace  Dickerman  provided  in  her  will  for 
a bequest  which  I am  informed  will  approximate 
several  thousand  dollars  for  the  improvement  of 
the  Library. 

ANNUAL  MEETING 

The  1965  Annual  Meeting  receipts,  for  exhibit 
space  at  the  Marvel  Gymnasium  and  for  the  An- 
nual Dinner  at  the  Sheraton  Biltmore,  amounted  to 
$9,214.  Expenses,  exclusive  of  rdministrative  and 
clerical  staff  work  throughout  the  year  on  the  pro- 
ject, amount  to  $8,678.46.  The  balance  of  $535.54 
is  credited  to  the  general  operating  fund. 

BUDGET  FOR  1966 

The  by-laws  provide  that  the  Treasurer  shall 

(Continued  on  Page  628) 
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at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge  thus  acquired  might  come  clues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

$$MERCK  SHARP  & DOHME  Division  of  Merck  4 Co..  Inc.,  West  Point.  Pa. 

where  today’s  theory  is  tomorrow's  therapy 
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CANCER  CYTOLOGY  SURVEY 

(Concluded  from  Page  603) 

women.  Seventy-seven  thousand  six  hundred  and 
fifty  tests  were  performed,  each  test  usually  includ- 
ing a vaginal  aspiration  and  cervical  scraping.  Can- 
cer was  detected  in  298  cases,  208  of  carcinoma-in- 
situ.  48  of  invasive  cancer  of  the  cervix.  34  of  can- 
cer of  the  body  of  the  uterus  and  eight  of  cancer  of 
other  sites.  The  occurrence  rate  of  pre-invasive  can- 
cer at  first  examination  was  3.77  per  1.000  women 
examined,  and  of  invasive  cancer,  0.87  per  1.000. 

Tissue  study  was  performed  in  92  per  cent  of 
women  with  positive  cytology  during  first  examina- 
tion; cancer  was  demonstrated  in  76  per  cent.  There 
were  two  cases  of  probable  carcinoma-in-situ  and 
37  cases  of  atypical  hyperplasia.  Five  more  cases 
of  carcinoma-in-situ  were  detected  by  repeat  cy- 
tology examinations.  Eighty-eight  per  cent  of  the 
cases  with  positive  cytology  revealed  significant 
pathology,  usually  of  the  cervix. 

Cytologic  detection  of  cervical  cancer  wras  more 
accurate  than  of  endometrial  cancer.  Eighty-nine 
per  cent  of  carcinomas-in-situ  and  87  per  cent  of 
invasive  cancers  of  the  cervix  had  positive  cytology 
in  contrast  with  only  30  per  cent  of  cancers  of  the 
corpus.  The  combination  of  positive  and  suspicious 
cytology  reports  resulted  in  the  detection  of  98  per 
cent  of  carcinomas-in-situ.  95  per  cent  of  invasive 
carcinomas  and  73  per  cent  of  cancers  of  the  corpus. 
The  results  are  comparable  to  the  Memphis  and 
Shelby  County.  Tennessee  project. 
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TREASURER’S  REPORT 

(Continued  from  Page  626) 

submit  a proposed  budget  in  September  for  the  op- 
eration of  the  Society  in  the  ensuing  calendar  year. 
This  task  is  undertaken  on  the  basis  of  past  ex- 


periences, and  in  particular  the  operations  during 
the  previous  complete  year,  and  during  the  current 
year  to  this  date.  Every  effort  is  made  to  make 
fair  and  accurate  estimates  of  costs,  but  in  our 
present  changing  economy  we  are  faced  with  new 
problems  each  year  that  cannot  always  be  antici- 
pated. For  example.  Blue  Cross  and  insurance  rates 
increase,  the  cost  of  utilities,  books,  repairs,  postage, 
and  equipment  increase.  We  are  now  subject  to 
state  and  federal  unemployment  taxes,  and  in- 
creased taxes  for  Social  Security.  The  Medical 
Journal  has  to  be  supported  from  operating  funds 
since  advertising  is  not  sufficient  to  cover  its  costs. 

The  increased  activity  of  the  federal  government 
in  medical  care  has  involved  more  and  more  time 
of  our  officers  and  delegates,  and  major  committee 
chairmen  who  must  take  time  from  their  daily  prac- 
tice to  attend  meetings  out  of  state  that  are  vital 
to  the  welfare  of  the  Profession,  and  for  which  the 
Society  must  bear  the  basic  travel  expenses.  The 
future  promises  additional  challenges  that  will  un- 
doubtedly tax  our  limited  financial  resources  to 
operate  the  efficient  organization  that  we  do. 

One  tenth  of  our  membership  is  exempt  from 
the  payment  of  annual  dues  for  the  following  rea- 


sons: 

Age  exemption  72 

Retired,  or  inactive  7 

Engaged  in  postgraduate  study  8 
In  military  service  3 

Illness  or  disability  7 

Special  exemption  2 

Total  99 


Thus  our  anticipated  income  from  dues  is  esti- 
mated in  the  amount  of  $57,420.  Income  from  in- 
vestments and  savings  dividends,  and  miscellaneous 
receipts  (i.e.  book  sale,  AMA  dues  collection  fee. 
travel  refunds,  Council  dinner  payments,  etc.)  pro- 
vide an  additional  estimated  $6,600.  The  generous 
support  of  the  Providence  Medical  Association,  the 
Medical  Bureau,  and  Physicians  Service  for  the  use 
of  the  building,  the  secretarial  and  executive  staff, 
and  towards  journals  and  other  expenses  enables 
us  to  come  close  to  the  “break  even,”  point,  but  in 
recent  years  unexpected  expenses  have  annually  de- 
pleted cur  cash  reserve. 

As  our  professional  audits  show,  we  started  1963 
with  a cash  operating  reserve  of  $13,623.  Our  in- 
come that  year  was  $533  less  than  our  expenses.  In 
1964  our  operating  expenses  were  $1,664  more  than 
our  total  income,  and  we  again  used  reserve  funds 
to  meet  the  deficit. 

We  finished  1964  with  a cash  reserve  of  $11.- 
426.95.  of  which  $2,000  represented  a bequest  from 
the  late  Doctor  Wilcox  which  is  designated  towards 
the  cost  of  printing  the  history  of  the  Society  and 
(Concluded  on  Page  636) 
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The  T^ain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’^Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning— May  be  habit  forming),  Phenacetin  gr.  2Vz, 
Aspirin  gr.  31/2,  Caffeine  gr.  Vz. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y1 
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DISTRICT  MEDICAL  SOCIETY  MEETING 


The  quarterly  meeting  of  the  Washington  County 
Medical  Society  was  held  at  the  Dunes  Club,  Nar- 
raganset,  Rhode  Island,  on  July  14,  1965. 

The  meeting  was  called  to  order  by  Doctor  J.  J. 
Walsh,  First  Vice  President,  at  11:35  a.m. 

Doctor  Agnelli  made  a motion  to  accept  the  min- 
utes of  the  previous  meeting  as  printed,  which  was 
seconded  by  Doctor  O'Brien,  and  passed. 

COMMUNICATIONS 

The  application  of  Dr.  Robert  L.  Conrad  for 
membership  in  the  Washington  County  Medical 
Society  was  read  and  referred  to  the  Credential 
Committee.  Doctor  McGrath  made  a motion  that 
the  application  should  be  presented  to  the  Creden- 
tial Committee  members  today,  if  possible,  to  fa- 
cilitate faster  action. 

The  application  of  Doctor  Joseph  O'Neil  for 
membership  in  the  Washington  County  Medical 
Society  was  read  for  the  second  time  and  after  a 
seconding  motion  was  voted  in  as  a member. 

COMMITTEE  REPORTS 

Doctor  Agnelli,  from  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society,  reported  there 
were  no  significant  actions.  In  the  absence  of  Doctor 
Richard  Kraemer.  there  was  no  report  on  the  meet- 
ing of  the  Council  of  the  Rhode  Island  Medical 
Societv  given. 

OLD  BUSINESS 

None. 

NEW  BUSINESS 

Doctor  Agnelli  made  a motion  to  donate  to  the 
Mental  Health  Clinic.  Doctor  Nathans  made  an 
amendment,  seconded  by  Doctor  Celestino,  to  table 
this  question  until  the  treasurer  who  was  unable 
to  attend  the  present  meeting,  is  able  to  give  an 
account  of  the  Society’s  financial  standing.  The 
question  was  put  to  a vote  and  it  was  voted  that 
Washington  County  Medical  Society  donate  to  the 


Doctors'  Offices  — Westerly 

2 and  3 room  Professional  Offices 
15  Grove  Ave.  (Near  shopping  center) 


Liberal  rentals  . . . Ample  parking  area 

Will  remodel  to  suit  tenant 

Write:  Box  205,  Westerly,  R.  I. 
Call:  348-8190 


Mental  Health  Clinic  two  hundred  dollars,  as  soon 
as  the  amount  is  available. 

A recent  request  for  an  anti-discrimination  decla- 
ration by  the  physicians  from  the  State  Agency  was 
discussed  and  it  was  decided  that  Doctor  Joseph  E. 
Cannon,  Director  of  the  Department  of  Health,  will 
be  contacted  for  further  information  on  the  subject. 

GUEST  SPEAKER 

Mr.  J.  Lewis  Eddy,  Director  of  Physicians  Serv- 
ice Claims  Department,  discussed  recent  changes 
and  modifications  in  the  Blue  Cross  and  Physicians 
Service  plans. 

MEMBERS  RECORDED  PRESENT 

Doctors  Agnelli,  Capalbo,  Celestino,  Eckel,  Far- 
rell, Freye,  Gale,  Gibson,  Goldberg,  Hathaway, 
Johnston,  Jones,  Maclver,  Manganaro,  Menzies, 
Morrone,  McGrath,  Nathans,  O'Brien,  Palaia,  Py- 
sariw,  Robinson,  Ruisi,  Siegmund,  Spicer,  Tully, 
Visgilio,  Walsh,  Wood,  O’Neill. 

SEMINAR 

on 

Immuno  - Prophylaxis 

RHODE  ISLAND  HOSPITAL 
George  Building  Auditorium 

WEDNESDAY,  JANUARY  12,  1966 
9:00  A.M. -12  Noon 

PANELS  on 

1.  Present  Status  of  Diseases  for  which  we 
have  Immunizing  Agents. 

2.  Use  and  Abuse  of  Immune  Globulins  (with 
special  reference  to  Hepatitis,  Rubella,  re- 
current infections  and  prophylaxis  in  pre- 
matures). 

3.  Current  Concepts  of  Smallpox  Vaccination. 
(When,  how  often,  management  of  compli- 
cations, and  use  of  Vaccinia  Immune  Glob- 
ulin. 

4.  What’s  New  on  the  Horizon  (with  special 
reference  to  Rubella,  Cold  Vaccines,  and 
the  new  Rhino-Virus,  etc.). 

5.  Present  Status  of  Polio  Immunization. 

6.  Questions  and  Answers. 

Nationally  known  authorities  will  be  the 

participating  panelists 

Sponsored  by  the  Department  of  Pediatrics, 
Rhode  Island  Hospital,  in  cooperation  with  the 
Communicable  Disease  Center  of  the  U.  S. 
Public  Health  Service,  the  Rhode  Island  Depart- 
ment of  Health,  and  the  Rhode  Island  Chapter 

of  the  American  Academy  of  Pediatrics. 

Banice  Feinberg,  M.D. 
Physician-Chief 
Department  of  Pediatrics 
ALL  PHYSICIANS  INVITED 
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phinoxv** 
^ PENICILLIN 

PEDIATRIC 
^125  mg- 
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V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 
penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 

Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  nig.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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BOOK  REVIEWS 


FROM  AUSCULTATION  TO  PHONOCARDIO- 
GRAPHY by  Aldo  A.  Luisada,  M.D.  With  the 
Collaboration  of  D.  M.  MacCanon,  Ph.D.;  L. 
M.  Rosa,  M.D.;  P.  M.  Shah,  M.D.,  and  R.  Zal- 
ter,  M.D.  The  C.  V.  Mosby  Company,  Saint 
Louis,  1965.  $17.75. 

Luisada  and  associates  have  written  a compre- 
hensive, authoritative,  and  highly  personal  account 
of  the  vibratory  phenomena  of  the  chest  and  heart 
resulting  from  a 25  year  experience.  It  is  well 
known  that  the  auditory  system  of  a man  is  not 
ideally  suited  for  cardiac  auscultation.  Luisada  be- 
lieves that  phonocardiography  no  longer  should  be 
restricted  to  the  clinically  audible  vibrations,  but, 
because  of  present  day  concepts  and  instrumenta- 
tion, can  and  should  cover  the  complete  spectrum 
of  vibrational  activity  of  the  heart.  Used  in  this 
way,  phonocardiography  can  make  a valuable  con- 
tribution to  clinical  cardiology. 

The  text  is  divided  into  four  sections  with  chap- 
ter subdivisions:  Physiology  of  Heart  Sounds  and 
Murmurs;  Auscultation;  Technical  Aspects  of  Pho- 
nocardiography; and  Clinical  Phonocardiography. 
Most  chapters  are  replete  with  phonocardiographic 
illustrations,  quotations  from  an  extensive  biblio- 
graphy, physiologic  interpretation,  and,  interesting- 
ly, the  Luisada  point  of  view. 

The  intelligent  use  of  the  stethoscope  requires  an 
understanding  of  the  physiology  of  the  cardiac  cycle, 
of  the  characteristics  of  the  auditory  system,  and 
knowledge  of  mechanisms  of  sound  production  and 
of  instrument  design.  These  four  aspects  have  been 
brought  together  under  one  cover.  The  chapter  on 
‘'Areas  of  Auscultation"  will  be  particularly  helpful 
to  the  student.  Diagrams  are  presented  indicating 
the  projection  of  auscultatory  areas  onto  the  chest 
according  to  the  newer  concepts  of  cardiac  patho- 
physiology. 

PTnder  the  section  on  Technical  Aspects,  there 
are  chapters  on  the  components  (microphone,  am- 
plifier. filter,  galvanometer,  and  recorder)  of  a pho- 
nocardiograph  system,  on  drug-induced  and  respira- 
tory-induced changes  of  cardiodvnamics,  and  a 
chapter  devoted  to  standard  techniques  for  taking 
and  recording  of  phonocardiograms. 

Although  the  information  presented  in  the  clinical 
section  is  well-known,  the  correlation  of  clinical 
findings,  pathophysiologic  data  derived  from  cardiac 
catheterization  techniques,  and  phonocardiographic 
patterns  make  enlightening  reading.  This  section 


wall  be  helpful  to  students  and  clinicians  alike. 

Unfortunately  the  book  is  marred  by  the  occa- 
sional mislabeling  of  diagrams,  omission  of  zeros, 
and  misplacing  of  decimal  points.  The  term  milli- 
seconds should  be  used  throughout,  as  the  alternat- 
ing of  seconds  and  milli-seconds  leads  to  confusion. 
In  addition  the  short  chapter  on  ‘‘Heart  Sounds  of 
Mammalians”  appears  to  be  irrelevant  to  human 
phonocardiography  and  probably  could  be  omitted. 

This  book  will  be  welcomed  by  those  cardiologists 
plagued  with  problems  of  phonocardiographic  in- 
terpretation. In  the  not  too  distant  future,  when 
the  amplifying  stethoscope  will  be  the  instrument 
of  choice  for  cardiac  auscultation,  Luisada’s  text 
will  become  an  indispensable  aid  in  the  use  of  this 
electronic  instrument. 

Robert  D.  Corwin,  m.d. 

IMPROVING  QUALITY  AND  THE  COST  OF 
MEDICAL  CARE 

The  difficulty  of  measuring  quality  improvement 
is  especially  important.  An  automobile  tire  runs 
more  miles,  a battery  lasts  more  hours,  new  drugs 
and  improved  care  shorten  the  stay  in  a hospital 
for  a given  illnes,  an  industrial  electric  motor  lasts 
longer  and  does  more  work  per  pound  or  cubic  inch 
of  space  — these  and  thousands  of  other  similar 
developments  are  crucial,  but  very  hard  to  measure. 
* * * 

Measuring  price  changes  poses  formidable  prob- 
lems. How  does  the  price  of  the  car  you  bought 
this  year,  considering  the  trade-in  and  the  added 
features,  compare  with  that  of  the  last  car  you 
bought?  What  do  you  do  about  new  products,  such 
as  color  television  or  electric  carving  knives?  How 
do  you  measure  the  cost  of  medical  services  with 
the  tremendous  advance  in  medical  care  that  has 
taken  place? 

. . . Inflation:  Fact  vs.  Fiction,  extracted  from 
Business  in  Brief  (Julv-August  1965),  Published  by 
The  Chase  Manhattan  Bank. 

OPHTHALMOLOGY.  Principles  and  Concepts  by 
Frank  W.  Newell,  M.D.  The  C.  V.  Mosby  Com- 
panv,  St.  Louis,  1965.  $12.25. 
OPHTHALMOLOGY  — Principles  and  Con- 
cepts — appears  to  meet  the  requirements  set  forth 
in  the  preface.  It  gives  a table  of  contents  which 
simplifies  the  approach  to  the  study  of  eyes. 

(Continued  on  Page  634) 
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Doctor ! 


Here's  A 
New  Car 
Leasing  Service 
With  Special 
Advantages 
for  Physicians  A 


Convenience  — Peace  of  Mind  — You 
will  always  have  a car  when  you  lease 
with  us.  We  will  loan  you  a new  car 
when  your  regular  leased  car  is  getting 
maintenance  or  repair  service.  And 
maintenance  is  provided  free  under 
your  lease.  That’s  not  all.  Your  new, 
1965  car  comes  complete  with  registra- 
tion. plates  and  insurance  ($100,000/ 
$300,000).  Your  only  expense  is  gas. 

Tax  Advantages  — completely  tax 
deductible  for  professional  use.  Other 
advantages  too.  Let  us  explain  details 
to  you  personally. 

Frees  Capital  — Need  funds  for  equip- 
ment, new  office  space?  No  capital 
investment  needed  when  you  lease 
from  us.  Monthly  payments  are  low. 

Widest  Model  Selection  — Any  Buick, 
Cadillac,  Chevrolet,  Oldsmobile,  Pon- 
tiac, Any  Ford  or  Chrysler  product. 
Even  more  . . . you  can  select  any  other 
make  and  model  car.  Immediate  availa- 
bility. 

For  more  information  phone,  or  have  a 
representative  call  on  you.  Or,  visit  us 
yourself.  See  our  wide  selection  of  cars 
and  get  full  details  at  the  same  time. 

■■’Testimonials  from  doctors  already  leasing 
from  us  are  available  for  your  inspection. 


ELII0TT 

l&ateA  CaA4,  //vc. 


635  Elmwood  Avenue,  Providence 
Phone:  467-6610 
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Designers  & Suppliers  of  Offices 

150  Dorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 


HEALTH  HAVENS 

NURSING  HOME 


CONVENIENTLY  SERVING 
GREATER  PROVIDENCE,  PAWTUCKET, 
CRANSTON,  EAST  PROVIDENCE  and 
EAST  BAY  COMMUNITIES 

ETHICAL,  PROFESSIONAL  SERVICE 

Registered  Nurses  Always 
Dietician  Supervised  Food  Services 
Nationally  Accredited 

100  WAMPANOAG  TRAIL 
EAST  PROVIDENCE,  R.  I. 

438-4275 


BOOK  REVIEWS 

(Continued  from  Page  632) 

This  book  is  acceptable  in  size,  shape,  and  reada- 
bility with  an  agreeable  number  of  illustrations  for 
emphasizing  important  aids  in  the  integration  of 
ophthalmic  information.  It  is  felt  that  all  in  all  this 
collection  of  scientific  data  may  inspire  more  dedi- 
cated workers  to  further  the  development  of  modern 
ophthalmology. 

F.  Charles  Hanson,  m.d. 

HALLUX  VALGUS,  ALLIED  DEFORMITIES 
OF  THE  FOREFOOT  AND  METARSALGIA 
by  H.  Kelikian,  M.D.  W.  B.  Saunders  Company, 
Philadelphia,  1965.  $19.50. 

The  author  has  compiled  an  encyclopedic  mono- 
graph on  a subject  that  most  surgeons  in  their  in- 
dividual practices  have  considered  simple.  The  ex- 
tensive historical  bibliography  emphasizes  the  fact 
that  the  subject  is  not  so  simple  and  causes  one  to 
reappraise  some  time-honored  concepts  of  etiology 
and  management  of  foot  problems. 

Admittedly  prejudiced  in  favor  of  surgical  man- 
agement, the  author  meticulously  describes  the  va- 
rious procedures  available  to  date.  The  excellent  il- 
lustrations help  to  make  it  quite  readable  and  pro- 
vide an  excellent  reference  source. 

Henry  M.  Litchman,  m.d. 

THE  LIVER  AND  PORTAL  HYPERTENSION 
by  C.  Gardner  Child,  3rd,  M.D.  Vol.  I in  the 
Series  ‘‘Major  Problems  in  Clinical  Surgery” 
Edited  by  J.  Englebert  Dunphy,  M.D.  W.  B. 
Saunders  Company,  Philadelphia,  1964.  $8.50. 
This  is  the  first  volume  of  a series  entitled  “Ma- 
jor Problems  in  Clinical  Surgery.”  These  books  are 
published  four  times  yearly  and  tend  to  deal  with 
a specific  subject. 

Doctor  Child  and  his  collaborators  have  presented 
an  excellent  text  dealing  not  only  with  portal  hyper- 
tension but  also  with  other  aspects  of  liver  disease. 
The  discussion  of  portal  hypertension  is  very  com- 
prehensive. and  all  aspects  of  the  condition  are  pre- 
sented from  symptomatology  and  diagnosis  to  sur- 
gical management.  Doctor  Child  has  been  one  of 
th?  pioneers  in  this  field  and  presents  his  own  re- 
sults along  with  an  excellent  review  of  surgical  li- 
terature. 

Other  chapters  are  equally  good.  Some  have  been 
written  by  non-surgeons  and  give  excellent  insight 
into  protein  metabolism  and  various  aspects  of  he- 
patic failures.  An  excellent  discussion  is  also  pro- 
vided on  the  management  of  ascites  and  of  hepatic 
enc°phalopathy.  If  subsequent  volumes  are  as  in- 
formative as  is  this  one,  this  series  will  be  a valuable 
contribution  to  surgical  literature. 

Martin  E Felder,  m.d. 
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CHRISTOPHER’S  TEXTBOOK  OF  SURGERY 
by  Loyal  Davis,  M.D.  W.  B.  Saunders  Company, 
Philadelphia,  1964.  $18.50. 

The  eighth  edition  of  this  popular  textbook  has 
been  completely  revised.  New  chapters  have  been 
added  to  cover  the  ever-expanding  field  of  surgery. 
Old  chapters  have  been  completely  rewritten,  and 
several  new  contributors  provide  up-to-date  cov- 
erage related  to  their  special  interests. 

To  mention  all  of  the  outstanding  points  of  this 
book  would  require  far  too  much  space.  However, 
the  chapters  on  Shock  and  on  Surgical  Metabolism, 
and  the  discussions  of  the  Basic  Sciences  are  excel- 
lent. Also  outstanding  are  the  sections  on  the  Head 
and  Neck.  The  section  on  the  Cardiovascular  Sys- 
tem has  been  expanded  to  keep  up  with  recent  de- 
velopments. 

This  textbook  continues  to  maintain  its  position 
as  one  of  the  most  comprehensive.  While  written 
basically  for  medical  students,  tthe  coverage  is  so 
comprehensive  that  it  can  be  used  as  a frequent  text 
for  the  practicing  surgeon. 

Martin  E.  Felder,  m.d. 

SURGERY  OF  THE  BILIARY  PASSAGES  AND 
THE  PANCREAS  by  Walter  Hess,  M.D.  Trans- 
lated from  the  German  bv  Heinrich  Lamm.  D. 
Van  Nostrand  Company,  Inc.,  Princeton,  New 
Jersey,  1965.  $25.00. 

As  indicated  in  the  title,  this  book  covers  all 
facets  of  surgery  of  the  biliary  passages  and  the 
pancreas.  Anatomy,  physiology,  pathology,  diagno- 
sis, diagnostic  procedures,  operative  technique,  pre- 
and  post  operative  care,  and  indications  for  opera- 
tion are  thoroughly  discussed  and  beautifully  illus- 
trated. T believe  that  this  book  will  be  considered  a 
basic  surgical  text. 

Warren  W.  Francis,  m.d. 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


THE 

PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
"perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It's  been  that  way  with  us 
since  1881. 


A ^ 


DAIRY  Inc. 


151  Brow  Street 
East  Providence,  Rhode  Island 

Dali  GEneva  8-4450 
The  “Home  Service”  Dairy 
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Wherever  you  go, 
forget  your  telephone 
calls.  We  II  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


‘•BUT 

MAESTRO 


all  those  people  out  there! 
I’m  seared!”  The  young 
soprano,  waiting  for  the 
curtain  to  rise  on  her  New 
York  debut,  trembled. 
“Now,  now,  my  dear,” 
soothed  the  great  impre- 
sario, “never  mind  all  those 
people.  I shall  be  in  the 
back  row.  Just  walk  out 
there  and  sing  to  me! 
Keep  cool!” 

Ah,  she  thought,  that  was 
it!  Cool  — like  Warwick 
Club  Pale  Dry  Ginger  Ale, 
available  in  the  full  32- 
ounce  quart  bottle!  It  sings 
in  the  glass  . . . 


TREASURER'S  REPORT 

(Concluded  from  Page  628) 

each  of  the  component  district  societies,  a work 
that  is  to  be  completed  this  fall.  I anticipate  that 
we  will  finish  1965  with  a cash  balance  of  $5,000 
to  $7,000.  due  to  Journal  ad  losses  and  increased 
operating  expenses. 

The  most  recent  study  of  state  medical  associa- 
tion dues  was  done  by  the  Illinois  State  Medical 
Society  last  May.  and  at  the  request  of  the  Council 
I have  included  this  report  for  the  information  of 
the  House. 

Respectfully  submitted: 

John  A.  Dillon.  M.D. 

T reasurer 


REPORTS  OF  COMMITTEES  TO  THE 
HOUSE  OF  DELEGATES  WILL  HE 
PUBLISHED  IN  THE  DECEMBER 
ISSUE  OF  THE  JOURNAL. 


DECEMBER,  1965 


Ic‘f/icfif  */oi f i*f trt I 


^Ijerrij  C^lristtn 


icis 


an 


cl 


^Jicippij  l^jeiv  bjecir 


Vol.  XLVIII,  No.  12 
Table  of  Contents,  Page  639 


easy 
does 
it! 


tear , 
moisten, 
compare 
-that’s  all! 
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the  difference  between  cough  and  relief 

Benyiin*  Expectorant 

Each  fluidounce  contains:  80  mg.  Benadryl®  (diphenhydramine  hy- 
drochloride, Parke-Davis);  12  grains>ammonium  chloride;  5 grains 
sodium  citrate;  2 grains  chloroform;  1/10  grain  menthol;  and  5 
per  cent  alcohol. 

for  relief  of  coughs  due  to  colds  or  allergy 

PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or  other  antihista- 
mine-containing drugs,  or  whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen  response  while  using  this 
preparation.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  BENYLIN 
EXPECTORANT,  should  be  prescribed  with  caution  because  of  possible  additive 
effect.  Diphenhydramine  has  an  atropine-like  action  which  should  be  consid- 
ered when  prescribing  BENYLIN  EXPECTORANT.  PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gallon.  72i6s 

PARKE-DAVIS 


PARKE,  DAVIS  i COMPANY,  Da  I mil,  Michigan  4B232 


t fever  blisters 
d canker  sores 
herpetic  origin 


ACTINEX 


TABLETS  & 
GRANULES 

LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bul  garicus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1,2,3,4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5>  6- 7 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Fry k man,  H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955.  (2) 
Poth,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  1957. 
(3)  McGivney,  J.:  Texas  Slate  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Amer.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Oral  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest',  Vol.  25 
No.  12,  Dee.  1963. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


Medicare  Advice 
for 

Senior  Citizens 


You  probably  have  been  asked  by  several  senior  citizens  what  they 
should  do  about  health  care  protection  now  that  Federal  Medicare 
is  close  at  hand. 

A key  question  is  whether  they  should  retain  their  Blue  Cross- 
Physicians  Service. 

Here  is  what  the  health  plans  are  advising-  subscribers  — 

1.  ‘‘HOLD  ONTO”  Blue  Cross-Physicians  Service  memberships  until 
July  1,  1966,  when  Medicare  becomes  effective. 

A special  new  lower  cost  program  will  probably  be  available  at  that 
time  — to  fill  the  benefit  “gaps”  in  Medicare. 

2.  EN ROLL  UNDER  PART  “B”  of  Medicare  NOW  — through  the  nearest 
Social  Security  Office.  The  cost  is  only  $3  a month  for  this  “voluntary” 
part  of  Medicare,  which  provides  benefits  for  doctor-related  services. 
Membership  under  Part  “A”  — hospital  oriented  coverage  — is  auto- 
matic for  most  all  senior  citizens. 


BLUE  CROSS-PHYSICIANS  SERVICE 

31  Canal  Street,  Providence,  R.  I.  02901 
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new  from  Ames 
5 basic  uro-analytical 
> facts  in  30  seconds 

<S 

O’) 

H 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive"  may  enable  you  to  detect 
hidden  pathology- long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  -values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 


(color  charts 
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anxiety 


TRAHCO-GESIC 

CHLORMEZANONE«n  ASPIRIN 

100  mg.  300  mg. 

Because  pain  is  frequently  aggravated  and  perpetuated  by  both 
anxiety  and  muscular  tension,  the  combination  of  aspirin 
with  a well  tolerated  tranquilizer— muscle  relaxant  (Trancopal® 
(brand  of  chlormezanone) ) is  exceptionally  effective. 


NON-NARCOTIC 
ANALGESIC, 
with  tranquilizing 
and  muscle  relaxant 
properties 

In  low  back  pain 

sciatica,  lumbago;  musculoskeletal  pain 
associated  with  strains  and  sprains 


TRANCOPAL  is  a “Tranquilaxant”  which  calms  anxiety  and  tension, 
relieves  muscle  spasm,  and  enhances  the  analgesic  effect  of  aspirin 
by  subduing  emotional  responses  to  pain. 


In  tension  headache 

premenstrual  tension  and  dysmenorrhea 


Side  effects  such  as  gastric  distress,  occasional  weakness,  sedation  or  dizziness  may  be  noted. 
Ordinarily,  these  may  be  reversed  by  a reduction  in  dosage  or  temporary  withdrawal  of  the 
drug.  TRANCO-GESIC  should  not  be  administered  to  persons  known  or  suspected  to  have  an 
idiosyncrasy  to  acetylsalicylic  acid. 

Dosage  for  adults  is  usually  2 tablets  three  or  four  times  daily,  the  suggested  dosage  for 
children  from  5 to  12  years  is  1 tablet  three  or  four  times  daily. 

Supplied  in  bottles  of  100  and  1000  tablets  . J967M 


l/v/nfhmp 

Winthrop  Laboratories 
New  York,  N.  Y.  10016 
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TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routine  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 
practical  — can  be  administered  by  nurses  under  physician  supervision 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none:  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


9635*5 


Butazolidin  alka 

Each  capsule  contains: 

Butazolidin,  brand  of 
phenylbutazone  100  mg. 

dried  aluminum, 
hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 

in  painful 
shoulder 


Geigy 


herapeutic  Effects 

he  acute  phase  of  subdeltoid  bursitis, 
rsndinitls  and  associated  periarticular 
1 iflammation  usually  responds  promptly  and 
| ramatically  to  phenylbutazone.  Pain  and 
li;nderness  may  be  relieved  within  24-48 
jr  curs  and  mobility  of  the  affected  arm 
uickly  restored.  Full  recovery  is  frequently 
) chieved  within  7-10  days  so  that  therapy  is 
enerally  of  short  duration.  Calcific  deposits 
lire  not  specifically  affected  by  treatment, 

I ut  their  presence  does  not  appear  to  retard 
Ci/mptomatic  improvement. 

henylbutazone  has  not  replaced  physio- 
therapy, x-ray  treatment,  or  local  injections 
*''■  hydrocortisone  in  the  more  chronic  condi- 
Dns,  but  it  may  advantageously  be  com- 
ned  with  these  measures. 

ontraindications 

lema,  danger  of  cardiac  decompensation; 
story  or  symptoms  of  peptic  ulcer;  renal, 
;patic  or  cardiac  damage;  history  of  drug 
lergy;  history  of  blood  dyscrasia.  Because 
the  increased  possibility  of  toxic  reac- 
>ns,  the  drug  should  not  be  given  when  the 
itient  is  senile,  or  when  other  potent  chem- 
herapeutic  agents  are  given  concurrently, 
irge  doses  of  Butazolidin  alka  are  con- 
lindicated  in  patients  with  glaucoma. 

ecautions 

’fore  prescribing,  the  physician  should 
tain  a detailed  history  and  perform  a com- 
ite physical  ^nd  laboratory  examination, 


including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia) ; sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made.  The 
drug  should  be  used  with  greater  care  in 
the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplas- 
tic anemia  are  also  possible  side  effects. 
Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice,  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


Average  Dosage 

Initially,  give  400  mg.  daily  (one  capsule 
q.i.d),  reducing  this,  if  possible,  when  a 
favorable  therapeutic  effect  has  been 
obtained.  If  after  one  week  there  has  been 
no  response,  discontinue  the  drug.  Buta- 
zolidin alka  contains  antacids  and  an  anti- 
spasmodic  to  minimize  gastric  upset. 


Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  adverse  reactions, 
and  contraindications  as  contained  in  the 
complete  prescribing  information. 


Also  available: 
Butazolidin® 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


reversible  thyroid  hyperplasia  may  occur 
infrequently. 


BU  4010P 
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PERIPATETICS 


The  following  Rhode  Island  physicians  have  been 
elected  this  year  to  the  American  College  of  Physi- 
cians: Milton  W.  Hamolsky  of  Providence  to  Fel- 
lowship; Albert  S.  Anderson  and  Daniel  Moore,  Jr., 
both  of  Providence,  and  Johannes  Virks,  of  Cran- 
ston, to  Associateship. 

The  awarding  of  an  honorary  degree  of  Doctor  of 
Science  by  a major  university  is  an  event  worth 
recording  in  our  annals,  even  if  belatedly.  Both 
George  W.  Waterman  and  Kenneth  G.  Burton  were 
so  honored  by  Brown  University  this  past  year. 

Walter  R.  Thayer,  Jr.,  a former  intern  and  as- 
sistant resident  of  the  Rhode  Island  Hospital,  and 
a graduate  of  Providence  College,  has  returned  as 
full-time  Director  of  the  Division  of  Gastroenter- 
ology at  the  Rhode  Island  Hospital. 

Jordan  J . Cohen  and  Myron  Stein,  new  mem- 
bers of  the  Providence  and  Rhode  Island  Medical 
Societies,  and  full-time  physicians  at  the  Rhode 
Island  Hospital  with  faculty  appointments  in  Brown 
University,  are  respectively  director  of  the  Division 
of  Renal  Diseases  and  Director  of  the  Division  of 
Pulmonary  Diseases  at  Rhode  Island  Hospital. 

Paul  F.  Boucher  of  the  Woonsocket  District  Med- 
ical Society  was  cited  this  past  year  for  twenty 
continuous  years  of  service  as  treasurer  of  the 
Woonsocket  Society. 

In  the  changeover  of  officers  of  the  Medical  sec- 
tion of  the  Rhode  Island  Tuberculosis  and  Health 
Association,  Robert  W.  Riemer,  succeeds  Peter  F. 
Harrington  who  has  headed  this  organization  as 
President  since  its  founding  in  1963.  Meyer  Saklad 
is  Vice  President,  and  William  B.  O’Brien,  Secre- 
tary-Treasurer. John  C.  Ham  and  Allan  Casey  con- 
tinue as  members  of  the  Society’s  Executive  Com- 
mittee. 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


Joseph  A.  Cojone  has  been  elected  and  installed 
as  a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists. 

A large  delegation  from  Rhode  Island,  headed  by 
Jesse  P.  Eddy,  III,  Governor  for  Rhode  Island, 
attended  the  recent  meetings  of  the  American  Col- 
lege of  Surgeons  at  Atlantic  City  during  the  week 
of  October  18-22.  Your  reporter  saw  many  familiar 
faces  on  the  board  walk  and  in  the  meeting  halls. 
Frank  G.  DeLuca,  Daniel  S.  Liang  and  Henry  M. 
Litchman  of  Providence,  and  Perry  Ah-Tye 
(U.S.X.),  of  Newport,  were  admitted  to  fellowship, 
among  1175  surgeons  so  honored  at  the  meetings. 

Francis  P.  Catanzaro  and  Raymond  E.  Moffitt 
have  recently  been  elected  Chief  of  Surgery  and 
Chief  of  Meidcine  respectively  at  St.  Joseph’s  Hos- 
pital in  Providence. 

The  following  members  traveled  all  the  way  to 
romantic  Vienna  to  attend  the  meetings  of  the  In- 
ternational Congress  of  Radiology  held  September 
22-28:  Thomas  Forsythe,  Manuel  Horvitz,  Harvey 
Lesselbaum,  and  Lawrence  A.  Martineau. 

This  Journal  was  represented  at  the  State  Medi- 
cal Journal  Advertizing  Bureau  conference  in  Chi- 
cago on  October  23  and  24  by  its  Editor-in-Chief 
and  its  Managing  Editor. 

The  themes  of  the  recent  national  Blue  Shield 
Annual  Program  Conference  held  at  the  Drake  Ho- 
tel in  Chicago  on  October  25  and  26  were  challenge 
to  Responsibility,  and  Innovation  and  Communi- 
cation. More  specifically  the  meetings  were  focussed 
upon  the  new  Federal  Medicare  Legislation  and  the 
novel  concept  of  ‘‘Prevailing  Fees.’’  The  Rhode  Is- 
land Medical  Society  Physicians  Service  was  repre- 
sented by  Arnold  Porter,  President  of  the  Rhode 
Island  plan,  William  A.  Reid,  President  of  the 
Rhode  Island  Medical  Society,  Seebert  J.  Goldow- 
sky,  Editor-in-Chief  of  this  Journal,  Waldo  O.  Hoey, 
and  Stanley  D.  Simon,  all  members  of  the  Board  of 
Directors.  John  E.  Farrell,  Executive  Secretary  of 
the  Board.  Arthur  F . Hanley,  Joseph  Sullivan,  and 
J.  Lewis  Eddy  of  the  Administration  were  also  pres- 
ent. 

Your  reporter  saw  several  familiar  faces  at  the 
President's  cocktail  bash  in  the  ballroom  of  Chi- 
cago's Palmer  House  during  the  annual  meetings 
of  the  American  Academy  of  Pediatrics  the  week 
of  October  24.  As  we  go  to  press  some  of  our  pedi- 
atric brethren  are  in  Tokyo  for  the  International 
Congress  of  Pediatrics  held  November  7-13. 


THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 
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1308  PHENIX  AVE.  CRANSTON,  R.  I.  02910 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  Washington  Office 
of  the  American  Medical  Association  — 


Federal  agencies  relaxed  regulations  for  sale  of 
Ipecac,  ordered  warning  labels  on  certain  antihis- 
tamines, and  cracked  down  on  two  patent  medicines. 

The  Food  and  Drug  Administration  decided  that 
ready  availability  of  Ipecac  as  a poison  remedy  out- 
weighed the  dangers  of  possible  misuse  and  placed  it 
back  on  the  list  of  drugs  for  sale  over  the  counter 
without  a prescription. 

Since  Ipecac  was  placed  on  a prescription-only 
basis  in  January,  1964,  the  American  Medical  As- 
sociation, the  American  Academy  of  Pediatrics,  and 
the  Association  of  Poison  Control  Centers  had 
urged  that  the  vomit-inducing  drug  be  returned  to 
its  former  status. 

Under  the  new  FDA  ruling,  FDA's  Bureau  of 
Medicine  told  the  Pediatrics  group  in  Chicago  that 
FDA  decided  it  would  be  in  the  public  interest  to 
permit  Ipecac  to  be  sold  over  the  counter  in  one- 
fluid-ounce  bottles  with  special  warning  on  dangers 
of  its  misuse. 

The  FDA  also  ruled  that  in  the  future  antihis- 
tamines containing  meclizine,  cyclizine,  and  chloro- 
cyclizine  must  bear  labels  warning  against  use  by 
pregnant  women  without  medical  advice.  However, 
they  were  left  on  the  over-the-counter  list.  The 
FDA  said  massive  doses  of  these  drugs  in  test  ani- 
mals had  produced  congenital  abnormalities,  but 
there  had  been  no  evidence  they  have  caused  ab- 
normalities in  hunman  babies. 

Chas.  Pfizer  & Co.,  Inc.,  one  of  the  companies 
that  manufacture  such  antihistamines,  protested  the 
decision  as  not  being  “in  accordance  with  the  medi- 
cal facts.” 

A House  Government  Operations  Subcommittee 
headed  by  Rep.  H.  L.  Fountain  (D..X.C.)  recently 
had  criticized  the  FDA  for  its  handling  of  these 
antihistamines,  contending  that  stronger  warnings 
were  needed  and  indicating  that  they  should  be 
prescription  items. 

The  FDA  ordered  a halt  to  the  sale  of  Alergimist 
“A  and  “B ",  widely  advertised  as  “cures”  for 
hayfever,  bronchial  asthma,  migraine  headaches  and 
allergic  dermatitis. 

The  product  has  been  actively  promoted  through 
newspaper,  radio  and  TV  ads  without  having  been 


passed  by  the  agency  as  either  safe  or  effective. 
The  product,  sold  without  a prescription,  was  being 
distributed  by  the  Brunson  Corporation  of  Miami 
Springs.  Fla.  FDA  said  the  same  concern  previously 
distributed  Allergimist  (with  two  ‘T’s)  until  an 
injunction  in  September,  1964,  was  obtained  against 
its  interstate  shipment. 

The  Federal  Trade  Commission  ordered  the  J.  B. 
Williams  Co.  of  Xew  York  City  to  stop  allegedly 
misrepresenting  the  effectiveness  of  “Geritol"  liquid 
and  tablets.  The  Commission  ruled  that  Geritol  tel- 
evision commercials  and  newspaper  advertisements 
falsely  represent  that  all  cases  of  tiredness,  loss  of 
strength,  run-down  feeling,  nervousness  and  irrita- 
bility indicate  a deficiency  of  iron  and  that  the 
common,  effective  remedy  for  these  symptoms  is 
Geritol. 

Geritol  is  not  beneficial  except  in  the  small  mi- 
nority of  persons  whose  tiredness  symptoms  are 
caused  by  a deficiency  of  iron  or  one  or  more  of 
the  vitaamins  contained  in  the  preparation,  the 
FTC  said. 

iji  :Jc  jjc 

More  and  farther-reaching  health  legislation  was 
enacted  into  law  this  year  than  ever  was  acted  upon 
by  a previous  Congress. 

Medicare  and  the  heart  disease,  cancer  and  stroke 
programs  topped  the  list  of  sguch  legislation  en- 
acted into  law,  but  there  also  were  other  important 
new  health  programs  authorized.  Several  existing 
ones  were  expanded. 

Approved  health  legislation  included: 

— A $787  million  aid  program  for  medical,  phar- 
maceutical and  other  health  schools.  It  authorized 
for  the  first  time  federal  scholarships  for  students 
and  operating  funds  for  medical  schools. 

— A $105  million  program  of  aid  for  medical  li- 
braries. 

— A $250  million,  three-year  extension  of  grants 
for  construction  of  health  research  facilities. 

— Authorization  of  strict  Federal  controls  on 
manufacture  and  sale  of  barbiturates  and  amphe- 
tamines. 

-Requirement  that  cigarette  packages,  beginning 
Jan.  1.  1966.  carry  a health  hazard  warning. 

(Continued  on  Page  650) 


matomy  of 
ow  Back  Pain  #1 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  'Soma'  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 


Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with  || 
known  sensitivity  to  compounds  of  similar  chemi-  ! 
cal  structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and  , 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 

In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 


for  the  relief 
of  low  back 
sprains  and  strains 


SOMA 


(CARISOPRODOL) 


Wallace  Laboratories,  Cranbury,  N.J. 
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DERMAQUIZ 


Conducted  by  Francesco  Ronchese,  m.d. 


(Left)  Circinated,  scaly,  erythematous  lesions  all  over 
body,  preceeded  by  bullae. 

For  diagnosis,  turn  to  page  695. 


( 


For  diagnosis,  turn  to  page  695. 


Check  These  Important  Dates  on  Your  1966  Calendar! 


TUESDAY  (Evening)  MAY  10 
WEDNESDAY  (All  Day)  MAY  11 

155th  Annual  Scientific  Assembly 

of  the 

Rhode  Island  Medical  Society 

At  the  Sheraton-Biltinore  Hotel  in  Providence 


DECEMBER,  1965 
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positive 

thinking  about 
gram-negatives 


treat  the  source 
with  optimal  dosage 


NegGram 

Brand  of 

nalidixic  acid 


Think  of  NegGram,  the  specific 
anti-gram-negative. 

In  adults  two  500  mg.  NegGram 
Caplets®  orally  four  times  a day  for 
one  or  two  weeks  will  control 
most  gram-negative  urinary  infec- 
tions . . . including  many  that  have 
proved  resistant  to  other  anti- 
infective  agents.  NegGram  works 
without  causing  crystalluria, 
fungal  overgrowth,  nephrotoxic 
or  ototoxic  effects.  Quickly... 
effectively... with  low  risk  of 
side  effects. 

Gram-negative  urinary  infection 
-cystitis,  pyelitis,  pyelone- 
phritis, prostatitis,  urethritis? 
Start  first  with  NegGram. 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  in  patients  with  liver  disease  or  severe  impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram.  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false- 
positive reaction. 

Dosage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1,000. 

250  mg.  for  children,  available  in  bottles  of  56  and  1 ,000. 


Ifl/jnthrop 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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THE  WASHINGTON  SCENE 

(Concluded  from  Page  646) 

—Extension  of  the  vaccination  program  and  ex- 
pansion of  it  to  include  measles. 

— Annual  appropriation  of  a record  $1.2  billion 
for  the  National  Institutes  of  Health. 

— Three  new  assistant  secretaries  of  Health,  Ed- 
ucation and  Welfare  — ■ one  for  health  affairs. 

— A four-year  $92.5  million  program  of  aid  to 
municipalities  for  construction  of  garbage  disposal 
plants  and  research  in  the  field. 

— Greater  Federal  powers  in  the  water  pollution 
field  and  $300  million  to  help  communities  build 
sewage  plants. 

— New  Federal  powers  to  control  air  pollution, 
including  reuqirement  that  new  autos  have  devices 
to  reduce  exhaust  fumes. 

— Expansion  of  the  Federal  vocational  rehabili- 
tation program,  including  $300  million  in  grants 
for  building  and  initial  staffing  of  rehabilitation 
facilities  and  workshops. 

— A four-year,  $173  million  program  for  initial 
staffing  of  community  health  centers. 

— An  Administration  on  Aging  in  the  Health,  Ed- 
ucation and  Welfare  Department. 

— Appropriation  of  $157  million  for  Project 
Headstart  — nursery  school  training  and  medical 
examinations  of  pre-grammar  school  children  from 
low-income  families. 

— $69  Million  hospital  program  for  the  Appala- 
chia area. 

— Automatic  rank  of  lieutenant  general  or  vice 
admiral  for  surgeons  general  of  the  army,  navy  and 
air  force. 

— Extension  for  three  years  of  the  program  of 
grants  for  health  services  for  domestic  migrant 
agricultural  workers. 

— A one-year  extension  of  program  of  grants  for 
general  health  aid  and  for  community  health  serv- 
ices. 

ifc  sf: 

Community  vaccination  programs  against  measles 
have  been  recommended  by  the  Surgeon  General’s 
Advisory  Committee  on  Immunization. 

In  extending  the  Federal  vaccination  program 
for  polio,  diphtheria,  tetanus  and  whooping  cough, 
Congress  this  year  expanded  it  to  include  measles. 

The  Committee  said  that  measles  is  one  of  the 
most  important  causes  of  serious  illness  in  children 
and  recommended  that  continuing  ‘‘maintenance” 
programs  aimed  at  vaccinating  children  about  one 
year  of  age  be  established  in  all  communities. 


PATRONIZE  JOURNAL 
ADVERTISERS 


Description:  Hygroton,  brand 
of  chlorthalidone,  is  an  oral 
diuretic  agent  of  value  in  the 
treatment  of  edema  and  hyper- 
tension. The  drug  is  notable 
for  its  prolonged  action  (48-72 
hours)  and  low  toxicity.  It  is  not 
a thiazide  and  may  often  be 
employed  successfully  in  pa- 
tients who  are  intolerant  of 
other  agents  or  become  refrac- 
tory to  them. 

Indications:  Hypertension  and 
many  types  of  edema  involv- 
ing retention  of  salt  and  water. 
Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Warning:  With  administration 
of  enteric-coated  potassium 
supplements,  the  possibility  of 
small  bowel  lesions  should  be 
kept  in  mind. 

Precautions:  Reduce  dosage 
of  concomitant  antihyperten- 
sive agents  by  at  least  one-half. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or  digi- 
talis. Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000.  For 
full  details,  see  the  complete 
prescribing  information. 


Hygroton0 

brand  of 
chlorthalidone 

The  long-acting 
diuretic 


HY-3993  PC 


:.***%& 


wmm 


"ho  needs  it? 


Patients  with  edema. 

Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 

Edema  in  pregnancy...or  obesity. 

Patients  you  want  to  bring  to  dry  weight. 
And  those  you  want  to  keep  at  dry  weight. 
Those  you  want  on  single  daily  doses. 
And  those  requiring  even  fewer  doses. 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies. 

And  those  who  can  afford  the  best. 
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DISTRICT  MEDICAL  SOCIETY  MEETING 


A meeting  of  the  Providence  Medical  Association 
was  held  at  the  Rhode  Island  Medical  Society  Li- 
brary in  Providence,  on  Monday,  October  4,  1965. 
The  meeting  was  called  to  order  by  the  President, 
Dr.  Ralph  D.  Richardson,  at  8:30  p.m. 

Minutes  of  the  April  Meeting 

The  President  noted  that  the  minutes  of  the  last 
previous  meeting,  held  in  April,  1965,  had  been 
published  in  the  Rhode  Island  Medical  Journal,  and 
therefore  a reading  would  be  omitted. 

Report  of  the  Secretary 

John  E.  Farrell.  Sc.D.,  Executive  Secretary,  re- 
ported for  the  Secretary  who  was  delayed  in  his 
arrival  at  the  meeting,  as  follows: 

At  a recent  meeting  the  Executive  Committee 
took  the  following  actions: 

1.  It  approved  Associate  membership  for  Dr. 
Orland  F.  Smith,  currently  an  active  member  of 
the  Pawtucket  Medical  Association. 

2.  It  reviewed  the  financial  report  of  the  Medi- 
cal Bureau  for  its  most  recent  fiscal  year  of  opera- 
tion, and  noted  that  the  Bureau  has  made  changes 
in  equipment,  renovations  to  its  headquarters,  and 
has  added  additional  telephone  operators.  It  was 
concerned  that  the  Bureau  is  operating  with  a one 
month  operating  reserve,  and  with  one  of  the  lowest 
subscriber  rates  of  any  Bureau  in  the  New  England 
area.  The  Committee,  therefore,  approved  of  an  in- 
crease of  $2.50  monthly  for  members  subscribing 
to  the  services  of  the  Bureau,  effective  November 
1,  1965. 

3.  It  approved  of  the  proposal  to  send  a dele- 
gate to  the  A.M.A.  Conference  on  Medicare  in  Chi- 
cago, nominating  Dr.  Richard  P.  Sexton.  Chairman 
of  the  State  Society's  Committee  on  Medical  Care 
Plans,  as  its  representative,  and  it  agreed  to  pay 
half  of  his  travel  expenses  with  the  State  Medical 
Society  paying  the  balance. 

4.  It  received  the  report  of  the  Committee  on 
Entertainment  which  conducts  the  Annual  Dinner 
and  Golf  Tournament,  and  it  commended  the  Com- 
mittee for  the  fine  program  arranged  for  June,  1965. 

5.  It  received  the  report  of  the  Program  Com- 
mittee relative  to  the  scientific  lectures  planned  for 
the  membership  during  1965-1966. 

6.  It  authorized  the  President  to  appoint  a com- 
mittee to  review  and  study  the  Chapin  Hospital 
situation,  and  suggested  the  committee  offer  its 


assistance  to  the  Mayor  of  Providence  in  his  study 
of  the  hospital's  future. 

Action-.  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary,  as  submitted,  be 
received,  the  actions  reported  therein  approved,  and 
the  report  placed  on  file. 

Amendment  to  the  Constitution 
The  President  noted  that  the  April  meeting  no- 
tice carried  the  report  of  the  Committee  on  Re- 
visions of  the  Constitution  and  Bylaws.  Amend- 
ments to  the  Constitution  have  to  be  reported  at 
one  meeting,  and  then  be  held  over  for  action  at  a 
subsequent  meeting,  and  he  stated  that  the  October 
meeting  notice  carried  the  proposed  change. 

Action : A motion  was  made,  seconded  and  voted 
that  the  Constitution  of  the  Association  be  amended 
as  follows: 

‘•ARTICLE  III.  ELIGIBILITY 

Any  reputable  and  legally  registered  physician 
who  possesses  a degree  in  medicine  from  a school 
recognized  by  the  Rhode  Island  State  Department 
of  Health,  and  who  has  served  at  least  one  year 
as  an  intern  on  an  approved  hospital,  or  who  has 
been  recommended  by  the  Executive  Committee, 
and  who  does  not  practice  or  lend  his  support  to  any 
exclusive  system  of  medicine,  and  who  does  not 
countenance  methods  which  are  deemed  by  this 
Association  to  be  inimical  to  the  best  interests  of 
the  Profession,  shall  be  eligible  for  membership  in 
this  Association. r 

Mr.  President.  I move  the  adoption  of  these 
amendments  to  the  Constitution. 

Action-.  The  motion  was  seconded  and  passed. 

Announcement  by  the  President 
The  President  read  the  obituary  list  of  members 
deceased  since  the  April  meeting,  and  he  called  for 
a moment  of  silent  prayer. 

Applications  for  Membership 
The  Executive  Secretary  read  the  list  of  appli- 
cants for  active  membership  as  recommended  by 
the  Executive  Committee,  as  follows: 

Yusef  Barcohana,  M.D. 

Jordan  J.  Cohen,  M.D. 

Louis  A.  Corvese.  M.D. 

Brian  A.  Dorman,  M.D. 

Andrew  M.  Johnson.  M.D. 

(Continued  on  Page  654) 
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host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone 


Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 
upon  request.  Eli  Lilly  and  Company, 

Indianapolis,  Indiana.  soi2so  
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Frank  D.  E.  Jones.  M.D. 

Edwin  J.  Madden,  M.D. 

Antonio  A.  Morey,  M.D. 

Richard  W.  Perry,  M.D. 

Nelson  S.  Pinto,  M.D. 

Wilma  S.  F.  Rosen,  M.D. 

Philip  A.  Torgan.  M.D. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  applicants  recommended  by  the  Executive 
Committee  be  elected  as  active  members. 

Report  on  AM  A Medicare  Meeting 

Dr.  Richard  P.  Sexton,  Association's  representa- 
tive to  the  AM  A Conference  on  the  Medicare  Le- 
gislation. gave  an  oral  report  on  the  highlights  of 
the  meeting  held  in  Chicago  on  October  1. 

Scientific  Program 

As  Doctor  Richardson  had  to  leave  the  meeting, 
Dr.  Stanley  D.  Simon,  Vice  President,  introduced 
the  guest  speaker.  Dr.  Jacob  Fine,  of  Boston,  who 
spoke  on  ‘‘Septic  Shock.” 

Dr.  Jacob  Fine,  Professor  of  Surgery  and  Direc- 
tor of  Research  at  the  Beth  Israel  Hospital  in  Bos- 
ton, Massachusetts,  presented  a resume  of  the  clini- 
cal and  research  studies  in  “Septic  Shock"  or  “Ir- 
reversible Shock.” 

This  condition  clinically  presents  the  classical 
picture  of  shock  but  fails  to  respond  or  responds 
only  temporarily  to  those  methods  usually  employed 
in  the  treatment  of  shock  (correction  of  hypovo- 
lemia, anemia,  acidosis  with  consequent  pulmonary 
exhaustion,  renal  failure  and  infection.) 

Increasing  survival  rates  in  shock  patients  and  in 
research  animals  have  indicated  the  effectiveness  of 
steroid  therapy  in  addition  to  the  classical  measures 
noted  above.  The  important  aspects  of  steroid  the- 
rapy have  been  massive  doses  of  a potent  prepara- 
tion such  as  Dexamethasone  (8  mg  kg.),  adminis- 
tered intravenously  as  early  as  possible  with  con- 
tinued maintenance  over  48  hours  in  combination 
with  massive  doses  of  broad  spectrum  antibiotics 
for  seven  days. 

Dr.  Fine  has  demonstrated  that  this  regime  has 
increased  survival  rates  in  shock  cases  produced  ex- 
perimentally in  dogs  by  occlusion  of  the  superior 
mesenteric  artery,  introduction  intravenously  of  or- 
dinarily lethal  doses  of  bacterial  endotoxin,  or  de- 
pletion of  blood  volume  by  hemorrhage. 

In  explaining  the  effectiveness  of  this  regime.  Dr. 
Fine  has  postulated  that  in  shock  there  is  a vaso- 
spasm of  the  arterioles  and  venules  in  the  splanch- 
nic area  circulation  leading  to  ischemia  and  stagnant 
(Continued  on  Page  702) 


DEPROL 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride—  Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate—  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
# Wallace  Laboratories  / Cranbury,  N.  J. 
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Intragastric  photography  studies' 


A/  E.  B„  male,  age  48.  Normal  antral  contraction. 
Pyloric  opening  is  not  seen.  It  is  difficult  to  differ- 
entiate a deep  prepyloric  contraction  from  a "py- 
loric fleurette"  or  true  pylorus. 


B/Same  subject  after  6 mg.  of  propantheline  bro- 
mide intravenously;  antral  contractions  ceased. 
The  pyloric  orifice  remained  open  and  was  easily 
identified.  Better  visualization  of  the  antrum  was 
also  obtained. 


Now  you  can  see  Pro-Banthine  at  work 

(propantheline  bromide) 


Pro-Banthine  is  so  effective  in  anticholin- 
ergic action  that  it  may  be  employed  in 
visualizing  the  entire  pyloric  region. 

In  addition  to  the  intragastric  photo- 
graphs, cinegastroscopic  studies2  have 
demonstrated  graphically  not  only  its 
effectiveness  but  the  superiority  of  Pro- 
Banthine  over  belladonna  alkaloids. 

Pro-Banthine  produced  complete  cessa- 
tion of  gastric,  antral  and  pyloric  motor 
activity  with  a dose  of  6 mg.  intrave- 
nously. This  is  approximately  one-third 
the  usual  oral  dose  of  15  mg. 

Atropine  at  full  normal  dosages  did  not 
produce  such  cessation.  It  required  dou- 
ble the  usual  oral  dose  of  atropine,  0.8 
mg.  intravenously,  to  duplicate  the  aper- 
istaltic  action  of  Pro-Banthine.  This  dose 
of  atropine  produced  pronounced  discom- 
fort and  tachycardia  with  ventricular 
rates  as  high  as  150  per  minute. 

It  is  this  pharmacologic  superiority  of 


Pro-Banthine  which  has  made  it  the  most 
widely  prescribed  anticholinergic  in  such 
conditions  as  peptic  ulcer,  functional  hy- 
permotility, irritable  colon,  pylorospasm 
and  biliary  dyskinesia. 

Dosage  —The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15  mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.,  as  prolonged-acting  tablets  of 
30  mg.  and,  for  parenteral  use,  as  serum-type 
ampuls  of  30  mg. 

Side  Effects  and  Contraindications-Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or  severe 
cardiac  disease. 

1.  Barowsky,  H.;  Greene,  L.,  and  Bennett,  R.:  Investi- 
gators’ Clinical  Report.  Photographs  courtesy  of  Drs.  H. 
Barowsky,  L.  Greene  and  R.  Bennett. 

2.  Barowsky,  H.;  Greene,  L.,  and  Paulo,  D.:  Paper  read 
at  Meeting  of  American  Society  for  Gastrointestinal 
Endoscopy,  Montreal,  Canada,  May  25-27,  1965. 
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INTRODUCTION 

ROBERT  V.  LEWIS,  M.D. 

The  recent  work  of  Dr.  Grady  and  Dr.  Scheig 
should  reduce  the  work  of  our  surgical  col- 
league, Dr.  Lindenmuth.  His  presence,  however,  is 
testimony  to  the  fact  that  our  knowledge  of  the 
control  of  the  pathological  processes  in  liver  disease 
has  not  yet  attained  a high  degree  of  sophistication. 
The  general  state  of  knowledge  of  the  pathological 
process  in  an  organ  is  inversely  proportional  to  the 
role  played  by  the  surgeon.  The  scalpel  is  always 
at  best  but  a substitute  for  the  more  rational  control 
and  prevention  of  disease.  The  state  of  liver  disease 
is  such  that  the  services  of  Dr.  Lindenmuth  and 
his  colleagues  are  badly  needed.  Dr.  Lindenmuth 
will  cover  surgical  indications,  techniques,  and 
evaluations  in  liver  disease,  especially  in  portal 
hypertension. 

Hans  Popper,  in  his  foreword  to  Seymour  I. 
Swartz’  new  book  Surgical  Diseases  of  the  Liver, 
sums  up  the  present  state  of  liver  disease  when  he 
says,  in  essence,  that  it  is  only  during  the  last  two 
decades  that  Anglo-American  medicine  has  acquired 
an  increasing  clinical  and  scientific  concern  with 
liver  disease.  In  attempting  to  list  the  developments 
responsible  for  this  rising  fascination,  one  must  note 
the  widespread  use  of  liver  biopsy.  It  has  facilitated 
the  study  of  the  evolution  of  hepatic  disease.  Im- 
provements in  knowledge  of  biochemistry  and  phys- 
iology have  sharpened  the  applications  of  hepatic 
tests,  some  of  which  have  become  real  liver  function 
tests.  Moreover,  introduction  of  modern  physical 

*Presented  at  the  1 54th  Annual  Scientific  Assembly  of 
the  Rhode  Island  Medical  Society,  at  Providence,  R.I., 
May  4,  1965. 


methods,  particularly  the  refinement  of  radiologic 
and  radioisotope  techniques,  permitted  the  evalua- 
tion of  the  status  of  the  liver  in  many  ways  better 
than  that  provided  by  liver  function  tests  or  liver 
biopsy.  All  of  this  was  supported  by  the  creation  of 
experimental  models  of  human  liver  diseases,  and 
the  introduction  of  fine  structural  methods  such  as 
the  electron  microscope,  which  seemingly  brings  to- 
gether structure  and  function.  But  the  glaring  de- 
fects in  this  series  of  successes  remain  the  inability 
to  diagnose  viral  hepatitis  by  etiologic  tests  and  the 
virtual  absence  of  a rational  therapy  for  disorders 
of  the  liver  cells.  For  many  years  surgeons  were 
more  concerned  with  the  diseases  of  the  biliary  tract 
than  with  those  of  the  liver.  In  recent  years  many 
basic  considerations,  however,  have  come  from  the 
laboratories  of  the  surgeons.  This  development  is 
the  result  of  changes  in  the  basic  approach  of  the 
surgeon  as  he  moves  from  amputation  operations  to 
the  correction  of  physiologic  processes.  He  now  con- 
cerns himself  with  alterations  of  its  vascular  supply 
to  correct  physiologic  conditions.  Today,  portal  hy- 
pertension and  its  sequelae  are  of  as  much  interest 
to  the  surgeon  as  to  the  physician.  The  crowning 
achievement,  of  course,  will  be  a successful  liver 
transplantation  which  today  is  still  a promise. — The 
foregoing  resume  extracted  from  Popper  constitutes 
the  current  knowledge  of  liver  diseases. 

Many  of  us  graduated  before  the  day  of  the  elec- 
tron microscope.  The  subcellular  histology  is  known 
to  our  house  officers,  residents,  pre-medical  stu- 
dents, and  even  high  school  students  of  biology. 
Some  of  these  subcellular  structures  will  be  men- 
tioned in  the  course  of  Dr.  Scheig’s  lecture.  In  the 
book  entitled  THE  CELL,  which  has  been  pub- 
lished by  Life  Magazine,  there  are  excellent  illus- 
trations of  the  subcellular  anatomy  of  the  liver  cell. 

The  nucleus  itself  is  first  in  every  respect.  I can 
do  no  better  than  to  quote  with  modifications  the 
accompanying  captions  — “The  Nucleus  — Brains 
of  the  Outfit:  The  nucleus  is  contained  bv  a pore- 
packed  membrane  through  which  the  nucleus  com- 
municates with  the  surrounding  cytoplasm.  The  nu- 
cleolus, of  which  there  may  be  several,  is  something 
of  a mystery,  but  it  may  be  the  vital  source  of  nu- 
clear protein.  The  chromatin  material  contains  all 
(Contoinued  on  next  page) 
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the  heredity  information  needed  for  the  reproduc- 
tion of  new  cells.’" 

Scattered  throughout  the  cytoplasm  are  the  mito- 
chondria. the  seat  of  power,  consisting  of  two  mem- 
branes — one  enclosing  it  and  one  which  folds  volu- 
minously back  and  forth  across  the  interior. 

It  is  here  within  the  membranous  folds  that  the 
conversion  of  food  to  energy  takes  place.  Spherical 
granules  are  regions  which  collect  calcium,  and  pos- 
sibly magnesium,  needed  for  the  mitochondrion’s 
work.  On  a clinical  basis,  the  disturbances  in  the 
function  of  these  mitochondria  cause  lack  of  energy 
control  and  many  of  the  changes  in  the  serum  en- 
zymes. It  has  recently  been  clearly  shown  that  cal- 
cium is  stored  here  and.  as  Rasmuusen  has  shown, 
that  the  mitochondria  specifically  are  the  major 
site  of  calcium  storage  in  the  body.  The  one  very 
definite  and  well-night  most  important  function  of 
the  parthyroid  hormone  is  the  storage  and  release 
of  calcium  from  the  mitochondria.  I call  this  to 
your  attention  because  many  of  us  graduated  before 
the  era  of  electronmicroscopy,  and  we  may  not  fully 
appreciate  the  fine  structural  parts  of  the  cell  and 
its  functions. 

Dr.  Scheig  will  refer  to  the  endoplasmic  reticu- 
lum. Today.  D.X.A.  and  R.X.A.  are  very  familiar 
terms  even  to  clinicians.  The  endoplasmic  reticulum 
has  ribosomes  dotting  it.  The  ribosomes  are,  it  is 
thought  made  at  the  surface  of,  or  inside  the  nu- 
cleus and  then  sent  out  to  produce  their  protein  in 
the  cytoplasm  close  to  the  endoplasmic  reticulum. 
Ribosomes,  of  course,  derive  their  name  from  the 
production  of  ribose.  the  carbohydrate  part  of  the 
R.X'.A.  molecule. 


The  Golgi  apparatus  has  special  significance  for 
the  liver.  A Golgi  body  in  cross-section  consists  of  a 
stacked  pile  of  flat  protein-filled  sacs  which  at  their 
outer  edges  are  pitted  with  perforations.  It  is  these 
frayed  edges  which  break  away  as  free-floating 
packets  of  protein.  The  prime  role  of  the  liver  is 
manufacturing  body  proteins,  packaging  them,  and 
shipping  them;  the  Golgi  apparatus  is  of  extreme 
importance  in  any  consideration  of  the  protein  dis- 
functions in  liver  disease. 

The  symposium  is  concerned  with  clinical  prob- 
lems under  three  headings:  1)  Viral  hepatitis,  es- 
pecially its  control  and  prevention;  2)  the  fatty 
liver;  and  3)  cirrhosis,  the  consequence  of  1)  and 
2). 

To  the  traditional  concept  of  cirrhosis  we  have 
a challenge.  Dr.  Chalmers  first  made  the  challenge. 
His  prospective  studies  did  not  find  a single  case 
of  post-necrotic  cirrhosis  after  infectious  hepatitis 
in  the  Korean  War. 

The  second  challenge  to  a previously  held  con- 
cept is  that  the  fatty  liver  is  a stage  in  the  devel- 
opment of  a Laennec’s  cirrhosis.  Were  it  not  for 
these  two  challenges  we  would  merely  say  that  Dr. 
Lindenmuth  is  concerned  with  the  end  stages  of 
viral  hepatitis  and  the  fatty  liver,  but  I believe  you 
may  modify  your  beliefs  after  this  discussion.  Dr. 
Scheig  contends  that  the  fatty  liver  is  a separate 
entity,  and  not  a stage  of  Laennec's  cirrhosis. 

Dr.  Lindenmuth  will  cover  the  third  most  im- 
portant consideration  in  any  discussion  of  liver  dis- 
ease — the  surgical  correction  of  the  complications 
of  cirrhosis,  whether  it  be  Laennec's  or  post-necrotic, 
or  whatever  its  developmental  course. 


1.  VIRAL  HEPATITIS* 

The  chief  routes  of  transmission  are  parenterally  and  by  fecal 

contamination 

GEORGE  F.  GRADY.  M.D. 


Attempts  to  isolate  the  hepatitis  virus (es) 
have  intensified  in  recent  years.  L’nfortunately. 
none  of  the  more  than  a dozen  “candidate  agents” 
currently  under  study  appear  to  match  the  disease 
as  it  is  usually  encountered  clinically.  Xot  only  does 
this  preclude  development  of  an  effective  vaccine, 
but  it  also  prevents  the  use  of  specific  serlogical 
tests  in  the  differential  diagnosis  of  the  many 
causes  of  hepatitis.  Therefore,  the  epidemiological 
characteristics  may  be  very  useful,  particularly 
when  one  realizes  just  how  nonspecific  clinical  fea- 
tures and  even  liver  biopsies  can  be.  Even  so.  mak- 
ing a presumptive  diagnosis  of  viral  hepatitis  is  of 
benefit  to  the  patient  only  in  that  it  may  prevent 

^Abstract  of  paper  presented  in  the  symposium. 


unnecessary  surgical  exploration.  Conversely,  the 
epidemiological  history  may  suggest  that  another 
form  of  liver  disease  is  present  which,  unlike  viral 
hepatitis,  may  be  more  likely  to  benefit  from  a spe- 
cific medical  or  surgical  procedure. 

There  are  at  least  two  other  important  reasons 
why  an  early  diagnosis  is  desirable.  If  contacts  can 
be  identified  early  enough,  gamma  globulin  in  small 
doses  is  usually  protective.  Secondly,  hepatitis  out- 
breaks in  the  community  can  be  checked  if  the  pat- 
tern of  spread  can  be  spotted  early.  Epidemics  usu- 
ally point  quickly  to  the  likely  source,  but  sporadic 
cases  are  more  difficult  to  trace  to  a common  pat- 
tern. This  problem  has  been  the  subject  of  our 
studies  in  Boston  in  recent  years  and  will  be  covered 
in  some  detail  todav.  The  two  important  routes  of 
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transmission  are  by  fecal  contamination  and  paren- 
terally  by  large  (transfusions)  or  tiny  amounts  of 
infectious  serum  (contaminated  needles  and  instru- 
ments). The  problem  of  fecal  contamination  is  in- 
creasing with  urbanization  of  populations  and  heavy 
demands  upon  sewage  systems.  A special  problem 
of  concern  to  Rhode  Island  is  the  threat  of  con- 
taminated raw  shellfish. 

The  best  medical  approach  to  the  hepatitis  prob- 
lem is  preventive.  To  be  really  effective,  the  physi- 
cian must  report  hepatitis  cases  to  health  authorities 
promptly,  give  gamma  globulin  to  contacts,  and  in- 
struct the  patient  regard  the  need  for  careful  per- 
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sonal  hygiene  to  prevent  further  spread.  The  merits 
of  disposable  needles  and  syringes  are  obvious  and 
their  use  should  be  maximized  in  private  practice 
as  well  as  hospitals.  The  source  of  blood  donors 
should  also  be  of  concern  because  relaxation  of 
standards  of  donor  selection  frequently  leads  to 
extraordinarily  high  rates  of  serum  hepatitis,  par- 
ticularly when  narcotic  addicts  sell  their  blood.  The 
higher  mortality  associated  with  post-transfusion 
hepatitis  is  another  reason  why  discretion  in  the 
use  of  blood  may  be  the  most  important  contribu- 
tion which  a physician  can  make  in  the  control  of 
hepatitis. 


II.  THE  FATTY  LIVER:  CLINICAL  AND  BASIC  CONSIDERATIONS  * 

Fatty  infiltration  is  not  of  etiologic  importance  in  the  development 

of  chronic  liver  disease 

ROBERT  SCHEIG,  M.D. 


The  net  weight  of  the  normal  liver  consists 
of  about  4 per  cent  lipid,  and  about  one  fifth 
of  this  is  triglyceride.  In  fatty  infiltration  of  the 
liver  from  any  cause  the  principal  or  exclusive  lipid 
moiety  which  increases  is  triglyceride.  This  increase 
can  be  appreciated  by  histologic  examination  when 
the  triglyceride  concentration  rises  much  above  1 
per  cent  of  the  net  weight.  In  man,  a fatty  liver  is 
seen  in  association  with  systemic  disease,  following 
the  ingestion  of  many  drugs  and  toxins,  as  well  as 
in  association  with  disease  of  the  liver  per  se.  Clini 
cally  this  condition  may  mimic  hepatitis,  cirrhosis, 
or  infiltrative  disease  of  the  liver  due  to  tumors  or 
granulomata  and  thus  assumes  great  importance  in 
differential  diagnosis.  The  ways  in  which  drugs  and 
toxins  alter  lipid  metabolism  have  been  studied  in 
many  laboratories  with  the  goal  of  understanding 
the  pathogenesis  of  the  fatty  liver,  ultimately  hop- 
ing to  prevent  its  occurrence,  complications,  and  se- 
quelae. 

I should  like  to  discuss  some  of  the  recent  devel- 
opments that  have  been  made  in  our  understanding 
of  the  pathogenesis  of  a fatty  liver,  concentrating 
primarily  on  the  effects  of  ethanol  on  lipid  metabo- 
lism. Following  this  I wish  to  place  in  some  pers- 
pective the  clinical  problem  of  the  fatty  liver. 

The  possible  biochemical  mechanisms  involved  in 
the  development  of  fatty  infiltration  of  the  liver 
may  be  summarized  as  follows.  Increased  hepatic 
triglycerides  may  result  if  the  hepatic  supply  of 
fatty  acids  is  increased.  This  could  occur  with  in- 
creased mobilization  of  fatty  acids  from  peripheral 
depots,  namely  adipose  tissue.  Other  factors  might 
be  depressed  hepatic  fatty  acid  oxidation  or  en- 

*hrom the  Department  of  Internal  Medicine,  Yale 
Lniversity  School  of  Medicine.  This  study  was  sup- 
ported by  Grant  AM  05966  of  the  National  Institute 
of  Health. 


hanced  synthesis  from  the  two  carbon  fragment, 
acetyl  co-enzyme  A (acetyl  CoA).  which  may  be 
derived  from  the  oxidation  of  glycogen,  glucose, 
ethanol,  or  fatty  acids  themselves.  Triglycerides 
might  also  accumulate  if  fatty  acids,  irrespective  of 
their  source,  were  preferentially  esterified  to  tri- 
glycerides rather  than  to  phospholipids  or  choles- 
terol esters.  In  addition,  an  interference  with  the 
release  of  triglycerides  from  the  liver  could  lead  to 
such  an  accumulation. 

In  studies  using  rats  as  experimental  animals, 
single  large  intoxicating  doses  of  ethanol  (we  used 
7.5  gm./'kg.  by  stomach  tube)  have  been  shown  to 
alter  each  one  of  these  several  aspects  of  lipid  me- 
tabolism. It  has  been  found,  however,  that  isoca- 
loric amounts  of  glucose  are  as  effective  as  ethanol 
in  depressing  fatty  acid  oxidation,  and  of  course 
glucose  does  not  cause  a fatty  liver. i Ethanol  does 
increase  hepatic  fatty  acid  synthesis  from  acetyl 
CoA,  but  we  found  that  the  fatty  acids  formed  are 
almost  all  saturated  fatty  acids.2  As  shown  in  Table 
1,  the  fatty  acids  which  accumulate  in  the  liver  by 
16  hours  after  ethanol  administration  are  not  satu- 
rated fatty  acids,  but  unsaturated  fatty  acids,  name- 
('Continued  on  next  page) 


TABLE  1 

Fatty  Acid  Composition  of  Rat  Tissues 
(Per  Cent) 


Fatty 

Acid 

Liver  16  Hours 
After  7.5gm/Kg 
Ethanol  By 
Stomach  Tube 

Liver  16  Hours 
After  Isocaloric 
Amounts  Of 
Glucose  By 
Stomach  Tube 

Adipose  Tissue 
After  Either 
Glucose  or 
Ethanol 
By  Tube 

Oleic 

23 

12 

35 

Linoleic 

20 

14 

26 

Palmitic 

16 

18 

21 

Stearic 

14 

25 

5 
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ly  oleic  and  linoleic.  The  dissimilarity  in  the  fatty 
acid  composition  of  adipose  tissue  and  liver  derived 
from  glucose  treated  animals  is  contrasted  with  the 
striking  similarity  in  composition  of  adipose  tissue 
and  liver  from  ethanol  treated  animals.  Table  2 
shows  that  the  rate  of  triglyceride  formation  from 
fatty  acids  is  about  70  per  cent  greater  in  liver 
homogenates  from  ethanol  treated  animals  as  com- 
pared with  liver  homogenates  from  rats  given  iso- 
caloric amounts  of  carbohydrate.  This  hepatic  effect 
of  ethanol  on  triglyceride  metabolism  was  further 
localized  to  the  microsome  fraction  of  the  cell,  which 
is  similar  to  the  endoplasmic  reticulum  of  the 
electron  microscopists. 

TABLE  2 

Effect  of  Ethanol  vs.  Glucoses  on  the  Incorporation 
of  Palmitate-l-C1  ' into  Triglycerides  by 
Rat  Liver  Homogenates 


C14  incorporated  into 

Triglycerides 

IX  VIVO  Treatment  16 

(cpm/mg  protein 

hours  before  sacrifice 

30  min.  x 103) 

Ethanol  (7.5gm  /Kg) 

10.2 

Glucose  (Isocaloric  to  Ethanol) 

5.8 

In  the  isolated  perfused  rat  liver  Shapiro  and 
co-workers3  have  shown  that  when  the  ethanol  con- 
centration of  the  perfusion  fluid  is  increased  to  high 
levels,  namely  400  mg.  per  cent,  triglyceride  release 
from  the  liver  is  inhibited  by  about  70  per  cent. 

We  currently  believe,  therefore,  that  single  or 
multiple  large  doses  of  ethanol,  in  contrast  to  car- 
bohydrate, produce  a fatty  liver  primarily  due  to 
enhanced  hepatic  triglyceride  synthesis  from  fatty 
acids  derived  from  adipose  tissue,  and  that  with 
very  high  blood  alcohol  levels  there  is  an  inhibition 
of  triglyceride  release  from  the  liver.  Other  factors, 
of  course,  undoubtedly  play  a contributory  role. 

These  experiments  may  cast  some  light  on  ob- 
servations made  in  10  male  chronic  alcoholics  who 
were  given  86  proof  whisky  every  4 hours  in  in- 
creasing amounts  until  30-40  ounces  were  being 
consumed  per  day.4  The  experiment  was  terminated 
in  24  days.  The  changes  in  serum  lipids  were  quite 
consistent  and  may  be  seen  in  Table  3.  Serum  tri- 
glyceride elevations  were  sufficient  to  produce  a 
turbid  or  milky  serum.  Subsequently  the  triglyce- 
rides fell  to  normal,  though  the  serum  ethanol  was 
increasing  to  levels  of  200-400  mg  per  cent.  At  this 
same  time  a striking  increase  in  serum  free  fatty 
acids  occurred,  indicating  mobilization  of  fatty  acids 
from  adipose  tissue.  A possible  interpretation  of 
these  findings  is  that  at  low  levels  of  serum  ethanol 
increased  triglyceride  synthesis  was  the  most  strik- 
ing phenomenon,  while  high  levels  lead  not  only 
to  an  inhibition  of  triglyceride  release  from  the  liver 
but  also  to  a marked  mobilization  of  fatty  acids 
from  adipose  tissue. 
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TABLE  3 


Serum  Free  Fatty  Acid  and  Triglyceride  Levels  in 
Seven  Patients  with  Uninterupted  Ethanol  Intake 


Serum  Ethanol 
( mg/lOOml) 

Free  Fatty  Acids 
(uEq/liter) 

Triglyceride 

(mg/lOOml) 

Control 

417 

149 

1-100 

347 

339 

101-200 

548 

327 

201-300 

955 

241 

301-400 

1647 

170 

The  significance  of  ethanol  in  the  etiology  of  fat- 
ty infiltration  of  the  liver  in  man  is  apparent  from 
Table  4.  In  3,100  liver  biopsies  done  by  our  labo- 
ratory we  have  found  140  cases  of  fatty  infiltration 
of  the  liver  not  associated  with  any  hepatic  abnor- 
mality that  can  be  determined  by  light  microscopic 
observations.  It  must  be  emphasized  that  the  over- 
all incidence  of  fatty  infiltration  is  quite  high  in 
association  with  other  diseases  of  the  liver  such  as 
hepatitis,  cirrhosis,  and  infiltrative  disease  but  that 
here  we  are  only  discussing  fatty  livers  without 
other  apparent  abnormalities. 

It  can  be  seen  that  ethanol  was  the  etiologic  fac- 
tor in  one  third  of  the  cases.  Other  common  etiologic 
factors  include  diabetes,  biliary  tract  disease,  obesi- 
ty, and  steroid  and  antibiotic  therapy.  The  broad 
spectrum,  tetracycline  type  of  antibiotics  were  the 
commonest  offenders  in  the  latter  group.  Pulmonary 
fibrosis  was  a surprising  cause  for  fatty  liver,  and 
the  etiology  here  may  be  related  to  anoxia. 

TABLE  4 


Etiology  of  140  Cases  of  Fatty  Liver 

(%) 


Alcohol 

33 

Malignancy 

11 

Diabetes  Mellitus 

9 

Biliary  Tract  Disease 

9 

Obesity 

7 

Antibiotics 

6 

Pulmonary  Fibrosis 

6 

Steroids 

4 

Granulomata 

4 

Miscellaneous 

11 

Table  5 shows  that  only  in  29  per  cent  of  the 
cases  was  the  correct  diagnoses  advanced  before  bi- 
opsy and  in  most  of  those  cases  it  was  but  one  of 
several  diagnoses  suggested.  The  disorders  that  most 
frequently  mimicked  fatty  infiltration  of  the  liver 
clinically  and  which  were  advanced  as  the  probable 
diagnoses  before  biopsy  were  Laennec’s  cirrhosis, 
granulomatous  disease  (either  tuberculosis  or  sar- 
coid), malignant  neoplasm,  and  hepatitis. 

These  diagneses  are  understandable  when  one 
considers  that  fatty  livers  occur  at  all  ages,  that  the 
onset  may  be  insidious  or  rapid,  and  that  systemic 
complaints  are  nonspecific.  Hepatomegaly  is  the 
rule,  and  the  liver  is  often  tender,  especially  when 
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TABLE  5 


Prebiopsy  Diagnosis  of  140  Cases  of  Fatty  Liver 

C%) 


Fatty  Liver 

29 

Malignant  Neoplasm 

15 

Laennec’s  Cirrhosis 

13 

Granulomata 

13 

Biliary  Tract  Disease 

9 

Hepatitis 

4 

Miscellaneous 

17 

the  onset  of  the  condition  is  rapid.  The  spleen  may 
be  enlarged,  the  urine  dark,  and  the  stool  light. 
Frank  icterus  is  common.  Ascites  and  edema  are 
occasionally  seen,  and  portal  hypertension  with  eso- 
phageal varices  have  been  reported. 

Laboratory  examination  reveals  an  anemia  in 
about  one  fifth  of  the  cases,  and  occasionally  se- 
vere hemolysis  occurs.  The  Zieve  syndrome  may  be 
seen,  which  consists  of  a fatty  liver,  splenomegaly, 
hemolytic  anemia,  and  either  elevated  serum  tri- 
glycerides or  cholesterol,  or  both.5  Low  serum  al- 
bumin is  the  rule  and  albuminuria  occurs  in  about 
20  per  cent.  Table  6 shows  the  incidence  of  abnor- 
mal liver  function  tests  Bromsulfalein  (BSP)  ex- 
cretion is  most  commonly  deranged,  and  this  is  the 
most  sensitive  indicator  of  liver  pathology.  Unfor- 
tunately, with  this  sensitivity  goes  non-specificity. 
The  serum  transaminase  was  elevated  in  38  per  cent, 
but  the  level  never  exceeded  300  units.  Bilirubin 
levels  reached  as  high  as  20,  and  alkaline  phospha- 
tase rose  to  as  high  as  60  Bodansky  units.  Abnor- 
malities of  cephalin  flocculation  and  thymol  tur- 
bidity were  unusual. 

It  is  apparent  therefore  that  the  only  wav  to 
establish  the  diagnosis  of  fatty  infiltration  of  the 


liver  with  any  degree  of  certainty  is  by  means  of 
liver  biopsy.  The  importance  of  this  procedure 
would  be  emphasized  even  more  had  we  looked  at 
the  problem  from  the  standpoint  of  cases  in  which 
the  clinical  diagnosis  was  fatty  liver,  but  other  dis- 
eases such  as  tumor,  cirrhosis,  hepatitis,  passive 
congestion,  or  granulomata  were  found  at  biopsy. 

TABLE  6 

Abnormalities  of  Liver  Function  Tests  in  140  Cases 
of  Fatty  Liver 

(%) 


BSP 

65 

SCOT 

38 

Bilirubin 

36 

Alkaline  Phosphatase 

30 

Cephalin  Flocculation 

10 

Thymal  Turbidity 

7 

Finally,  I wish  to  mention  something  of  the  rela- 
tionship of  fatty  infiltration  of  the  liver  to  Laen- 
nec’s  cirrhosis.  Based  on  evidence  thus  far  available. 
I do  not  feel  that  the  derangements  in  lipid  metabo- 
lism produced  by  ethanol  are  related  to  the  develop- 
ment of  Laennec’s  or  portal  cirrhosis.  In  the  first 
place  fatty  livers  have  been  maintained  for  as  long 
as  3 years  in  rats  by  feeding  1 per  cent  orotic  acid 
diets  and  cirrhosis  did  not  supervene.  We  have 
rebiopsied  several  patients  with  fatty  livers  due  to 
diabetes  and  have  not  observed  cirrhosis,  though 
the  fat  was  still  present  several  years  later.  Tn  the 
absence  of  choline  deficiency  no  one  has  to  my 
knowledge  produced  cirrhosis  in  an  experimental 
animal  by  ethanol  administration  alone.  Epidemio- 
logic evidence  certainly  does  suggest  that  Laennec's 
cirrhosis  is  related  to  ethanol  ingestion.  Thus  the 
(Continued  on  next  page) 


Fig.  1.  High  power  view  of  Mallory  bodies  (arrows) 
showing  the  clumped  character  of  this  cytoplasimic 
material. 


662  RHODE  ISLAND  MEDICAL  JOURNAL 


Fig.  2.  Large  fat  droplets  in  liver  of  a 44  year  old 
woman  weighing  225  lbs.  and  being  5’5”  tall.  BSP  re- 
tention 44%  in  45  minutes. 


estimated  incidence  of  cirrhosis  in  non-drinkers  is 
1.2  per  cent  while  it  is  8.7  per  cent  in  drinkers.  It 
seems  to  me  that  the  critical  information  needed  for 
an  understanding  of  the  pathogenesis  of  Laennec's 
cirrhosis  is  knowledge  of  the  significance  and  patho- 
genesis of  the  Mallory  body,  shown  in  Figure  1. 
This  cell,  with  its  clumped  acidophilic  hyaline  in 
the  cytoplasm  has  never  been  seen  in  experimental 
animals  and  exceedingly  rarely  in  human  subjects 
who  do  not  give  a history  of  ethanol  ingestion.  This 
material  is  probably  altered  endoplasmic  reticulum 
as  has  been  shown  by  the  electron  microscopic  ob- 
servations of  Biava.e  Since  this  portion  of  the  cell 
is  concerned  primarily  with  protein  synthesis,  it 
seems  logical  to  look  in  the  future  at  the  effects  of 
ethanol  on  protein  rather  than  on  lipid  metabolism 
in  attempting  to  elucidate  the  pathogenesis  of  alco- 
holic cirrhosis. 

I am  not.  therefore,  concerned  with  fatty  infiltra- 
tion being  of  significant  etiologic  importance  in  the 
development  of  chronic  liver  disease,  especially  cir- 
rhosis. Rather  the  significance  of  the  fatty  liver. 


such  as  seen  in  Figure  2 in  a patient  whose  only 
underlying  disease  was  obesity,  lies  in  the  derange- 
ments of  hepatic  function  that  result  as  well  as  the 
problem  it  raises  in  differential  diagnosis. 
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III.  SURGICAL  TREATMENT  OF  CERTAIN  COMPLICATIONS 
OF  HEPATIC  CIRRHOSIS 

Incidence  of  rebleeding  after  successful  portacaval  shunt  is  less 

than  10  per  cent 

WOODROW  W.  LINDENMUTH.  M.D. 

Cirrhosis  of  the  liver  is  not  amenable  to  surgical  that  patients  with  cirrhosis  of  the  liver  may  live 
correction.  Until  the  diseased  liver  can  be  replaced  comfortably  for  many  years.  They  may  develop  dis- 
it seems  unlikely  that  any  specific  surgical  correc-  eases  of  other  organs  or  complications  of  the 
tion  will  be  developed.  We  must  recall,  however,  cirrhosis. 


MEDICAL  AND  SURGICAL  ASPECTS  OF  LIVER  DISEASE 

Only  30  to  40  per  cent  of  deaths  in  patients  with 
cirrhosis  are  due  to  the  liver  diseasei  (Fig.  1).  Only 
about  one  half  of  these  are  due  to  hemorrhage. 
Other  diseases  are  frequently  present  which  require 
surgical  correction.  We  must  evaluate  the  additional 
risk  presented  by  the  cirrhosis.  We  shall  discuss  this 
as  well  as  the  indications  for  and  risk  of  surgery 
for  complications  of  cirrhosis.  Our  experience  is 
primarily  with  Laennec's  cirrhosis,  but  I believe 
our  comments  are  applicable  to  other  forms  of  cir- 
rhosis. 

Two  main  components  of  the  diseased  liver  are 
manifest.  These  are  the  obstructive  phenomenon  and 
the  failing  parenchyma.  They  do  not  always  develop 
the  same  degree  of  impairment  in  both.  Indeed,  not 
all  with  severe  parenchymal  damage  show  fibrous 
obstruction  to  portal  flow.  A simplified  but  practi- 
cal pattern  on  the  interrelated  complications  are 
shown  in  Fig.  2. 

The  complications  may  be  improved  by  medical 
treatment.  Hypersplenism  and  the  varices  are  appar- 
ently due  to  the  portal  hypertension  which  in  turn 
seems  to  be  caused  bv  impaired  flow  of  portal  blood 
through  the  liver.  These  two  are  the  least  affected 
by  medical  therapy  and  are  considered  for  surgical 
treatment.  In  patients  with  marked  portal  hyper- 
tension ascites  may  be  considered  a clear  indication 
for  surgery. 

The  operation  is  performed  to  bypass  portal  blood 
to  the  caval  system  in  a direct  manner.  This  is  ac- 
complished by  developing  a large  communication 
between  the  portal  and  caval  venous  systems.  Por- 
tacaval, splenorenal,  and  mesenteric  caval  anasto- 
moses have  been  done.  Most  of  my  experience  is 
with  the  portacaval  anastomosis,  and  I will  limit 
mv  discussion  thereto.  It  can  usually  be  accom- 
plished more  easily  and  a larger  channel  is  created. 

The  main  indication  for  shunt  surgery  is  bleeding 
varices.  In  only  exceptional  cases  would  other  in- 
dications be  considered.  Apparently  not  all  patients 
with  portal  hypertension  develop  varices  and  not 
all  patients  with  varices  bleed.  But  once  a patient 
has  proven  his  propensity  to  bleed  he  should  be  con- 
sidered a candidate  for  surgery.  The  following  cri- 
teria should  be  considered: 

1.  Bleeding  has  occurred  from  varices.  Prefera- 
bly the  varices  were  visualized  and  a bleeding  site 
identified. 

2.  The  patient  is  not  in  a comatose  or  precoma 
state.  In  comatose  or  precomatise  patients  the  op- 
erative risk  is  prohibitively  high.  It  seems  unwise 
to  try  operation.  Major  alterations  in  the  liver  func- 
tion tests  are  not  taken  as  specific  contraindica- 
tions if  the  r’inical  evaluation  seems  satisfactory. 

3.  He  is  a reasonable  operative  risk  from  the 
standpoint  of  his  cardiovascular  and  respiratory  svs- 
terns.  The  operation  will  be  a lengthy  one.  Aspira- 
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tion  is  frequent  and  blood  loss  and  blood  replace- 
ment problems  are  to  be  anticipated. 

4.  An  adequate  blood  transfusion  service  is 
available  to  supply  bank  and  fresh  donor  blood.  If 
the  prothrombin  time  is  slow,  or  platelets  are  de- 
creased, or  both,  fresh  blood  is  very  desirable. 

5.  A well-rested  and  tested  operating  team  is 
available. 

The  operative  complications  are  notworthy  only 
in  regard  to  bleeding.  If  the  platelet  count  is  low  or 
the  prothrombin  in  the  20  to  30  per  cent  range 
bleeding  is  apt  to  be  a serious  problem.  Fresh  blood 
transfusion  is  usually  very  effective  in  combating 
this  problem  but  may  not  control  it  completely. 

Although  there  is  some  hepatic  damage  by  any 
anesthetic  agent,  clinical  experience  has  revealed 
surprisingly  good  tolerance.2  Generally  there  is  no 
specific  problem  for  the  anaesthetist  except  blood 
loss  and  replacement.  The  cirrhotic  patient  is  hy- 
pervolemic in  the  prebleeding  stage  and  may  tole- 
rate excessive  loss  but  decreased  blood  flow  may 
cause  marked  hepatic  damage. 

In  the  postoperative  period  infection  and  wound 
healing  are  no  different  than  with  the  noncirrhotic 
patient.2  In  150  patients  with  cirrhosis  who  had 
major  surgery  the  incidence  of  wound  infection  and 
abnormal  healing  was  similar  to  the  incidence  in 
our  noncirrhotic  patients. 

(Continued  on  next  page) 
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CIRRHOSIS  OF  LIVER 


Obstructive  Phenomena 


Foiling 


Parenchyma 


Hepatic  decompensation  remains  the  great  threat. 
The  added  damage  caused  by  the  anesthetic,  the 
apparent  noxious  effect  of  the  blood  transfusions, 
as  well  as  the  surgical  trauma  may  precipitate  de- 
compensation. This  is  the  major  cause  of  operative 
mortality. 

Hemorrhage  from  the  operative  area,  the  varices, 
and  other  sites  continues  to  threaten  our  patients 
postoperativelv.  The  actual  incidence  of  fatal  hem- 
orrhage howrever,  is  very  low'. 

In  our  clinic,  operation  to  establish  portacaval 
shunt  for  bleeding  varices  has  a mortality  rate  of 
10  to  15  per  cent.  Operative  mortalities  in  cirrhotic 
patients  for  non  shunt  surgery  can  be  maintained 
at  reasonable  rates  if  the  criteria  discussed  above 
are  followed. 


Long  Term  Results : The  shunts  usually  remain 
patent.  The  incidence  of  rebleeding  is  less  than  10 
per  cent;  closure  of  shunt,  peptic  ulceration,  and 
alcoholic  gastritis  are  the  abvious  causes  for  bleed- 
ing. A small  number  of  patients  have  so-called  meat 
intoxication  syndrome.  This  seems  to  be  related  to 
the  degree  of  liver  disease  and  possibly  to  the  size 
of  the  shunt. 

The  continued  progression  of  the  liver  causes 
most  of  the  problems  and  mortality  as  we  follow' 
the  patients  for  long  periods. 
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DISCUSSION 


ROBERT  V.  LEWIS,  M.D. 


There  are  several  points  on  which  I wall  comment 
briefly. 

First,  w’e  said  earlier  that  there  were  two  chal- 
lenges to  traditional  concepts  today.  Dr.  Linden- 
muth  has  put  forth  a thir,  namely,  that  the  presence 
of  a varix  or  the  mere  presence  of  portal  hyper- 
tension, in  the  absence  of  bleeding,  is  not  an  abso- 
lute indication  for  enthusiastic  surgeons  to  do  a 
prophylactic  shunt. 

A person  with  a varix  wuthout  history  of  bleeding 
should  be  w7ell  aware  that  a shunt  procedure  is  in 
the  offing.  He  should  be  indoctrinated  to  accept  it 
w'ith  the  first  sign  of  bleeding,  and  not  go  on  with- 
out it  after  this  first  hemorrhage. 

There  are  several  specific  points  in  liver  disease 
treatment  that  Dr.  Lindenmuth  has  made.  The  tre- 


mendous reduction  in  platelets  associated  with  the 
hypersplenism  of  cirrhosis,  he  emphasized  well.  In 
every  transfusion  there  are  always  produced  small 
clots  of  blood  which  will  further  aggravate  the  plat- 
elets. Thus  bleeding  may  be  aggravated  severely  by 
multiple  transfusions.  Dr.  Lindenmuth’s  use  of  fresh 
blood  is  obviously  to  be  commended  and  its  im- 
portance stressed. 

About  a third  of  the  patients  wTe  see  after  shunts 
will  have  meat  intoxication  syndrome.  Dr.  Linden- 
muth's  emphasis  on  the  size  of  the  shunt  should  be 
noted.  The  opening  should  be  as  small  as  possible 
to  accomplish  the  primary  need  to  reduce  the  hyper- 
tension. After  that,  the  smaller  the  shunt  the  less 
chance  of  overloading  the  systemic  circulation  with 
ammonia  coming  directly  from  the  gut. 
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THE  THYROID  GLAND  IN  PREGNANCY* 

Clinical  Manifestations  of  Both  Hypothyroidism  and  Hyperthyroidism  in  Pregnancy 
Are  Affected  By  The  Increased  Plasma  Binding  Capacity  for  Thyroid  Hormone 

Milton  W.  Hamolsky,  m.d. 
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and  Physician-in-Chief,  Department  of  Medicine,  at 
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For  purposes  of  this  discussion  I shall  attempt 
the  following: 

( 1 )  A brief  summary  of  current  concepts  of  the 
physiology  and  biochemistry  of  the  thyroid 
gland. 

(2)  Against  this  framework  of  reference,  a con- 
sideration of  the  alteration  of  thyroid  func- 
tion during  normal  pregnancy. 

(3)  The  role  of  the  thyroid  in  disorders  of  men- 
struation, conception,  and  pregnancy. 

(4)  Abnormal  thyroid  function  during  pregnancy. 

PHYSIOLOGY  AND  BIOCHEMISTRY 
According  to  present  concepts  the  thyroid  gland 
is  specialized  to  concentrate  iodide  from  the  blood 
circulating  through  it.  Following  the  uptake  of  io- 
dide it  is  converted,  by  an  unknown  mechanism,  to 
an  organic  iodine  form  which  then  combines  with 
the  amino  acid  tyrosine  to  yield,  first,  monoiodo- 
tyrosine,  then  diiodotyrosine,  and  ultimately  the  two 
active  iodinated  amino  acids,  thyroxin  (T-4)  and 
triodothyronine  (T-3).  These  two  ‘‘business  ends” 
of  the  thyroid  hormone  are  stored  within  the  thyro- 
globulin  — - the  complex  protein  of  the  colloid  — 
and  released  under  the  effects  of  a proteolytic  en- 
zyme into  the  circulation.  Following  their  release, 
T-4  and  T-3  are  bound,  highly  selectively,  by  trace 
plasma  proteins  in  the  serum.  From  these  linkages 
T-4  and  T-3  get  into  the  peripheral  tissues  to  exert 
their  ultimate  metabolic  effects.  This  entire  se- 
quence is  under  the  modulating  effect  of  the  thyro- 
tropic stimulating  hormone  (TSH)  from  the  ante- 
rior pituitary,  and  this  in  turn  is  modified  by  hor- 
monal release  from  nerve-gland  cells  within  the  hy- 
pothalamus. To  complete  the  cycle  there  is  a homeo- 
static “check  and  balance”  system  whereby  the  T-4 
and  T-3,  following  their  synthesis  by  the  thyroid 
and  release  into  the  circulation,  serve  to  act  in  turn 
on  the  hypothalamic-pituitary  mechanism  and  thus 
control  the  level  of  thyroid  hormone  synthesis  in 
normal  physiology. 

*Presented  to  the  Rhode  Island  Chapter,  American 
Academy  of  General  Practice,  March  17,  1965. 


NORMAL  PREGNANCY 

\\  ith  this  as  a framework  of  reference  we  now 
turn  to  a consideration  of  the  alterations  in  normal 
thyroid  physiology  which  have  been  delineated  dur- 
ing a normal  pregnant  state.2  The  initial  observa- 
tions in  this  sphere  relate  to  the  increased  oxygen 
consumption  beginning  in  the  middle  trimester  and 
continuing  throughout  pregnancy,  reverting  back  to 
the  normal  values  shortly  following  delivery.  Al- 
though a great  deal  of  study  has  been  carried  out 
in  this  regard  it  is  the  present  concensus  that  the 
increased  oxygen  consumption  found  in  normal 
pregnancy  is  not  an  index  of  overactivity  of  the 
thyroid  gland  but  rather  that  it  is  more  than  ade- 
quately explained  by  the  complex  cardiopulmonary 
dynamics  of  pregnancy  — increased  cardiac  output, 
increased  demands  by  the  fetus  and  growing  uterus, 
the  A-V  shunt  in  the  uterus,  the  restriction  of  dia- 
phragmatic movements  by  the  enlarging  intra-ab- 
dominal mass,  fetal  movements,  and  the  like. 

Other  data,  however,  suggest  an  element  of  hy- 
peractivity of  the  thyroid  gland.  Thus,  the  protein 
bound  iodine  (PBI)  is  increased  in  the  pregnant 
state.  Similarly,  the  uptake  of  radioactive  iodine  is 
increased  during  pregnancy  as  is  the  subsequent 
rate  of  conversion  of  the  iodide  to  hormonal  form. 
Although  histological  studies  have  been  somewhat 
variable,  there  is  usually  evidence  of  hyperplasia 
and  hyperfunction  of  the  thyroid  gland  according 
to  histological  criteria.  Thus,  we  have  the  seeming 
paradox  of  an  enlarging  gland,  which  concentrates 
more  and  more  iodide,  makes  more  hormone,  and 
provides  an  increased  circulating  level  of  hormone, 
and  yet  under  normal  circumstances  hvperthvroid- 
ism  does  not  ensue. 

What  is  the  mechanism  of  protection?  Current 
studies  on  the  transport  binding  proteins  of  the 
plasma  for  T-4  and  T-3  appear  to  have  resolved  this 
problem.3  4 5 On  plasma  fractionation  (electropho- 
resis, column  chromatography)  there  are  at  least 
three  binding  proteins  selective  for  T-4  and  T-3  — 
an  interalphaglobulin  called  thyroxin  binding  glob- 
ulin (TBG),  a prealbumin  called  thyroxin  binding 
pre-albumin  (TBPA),  and  serum  albumin.  T-4 
binds  very  strongly  to  TBG  and  to  TBPA.  If  one 
adds  excessive  amounts  of  T-4  to  the  serum  these 
binding  sites  are  progressively  occupied  and  the 
excess  then  “spills  over”  on  to  serum  albumin.  T-3 
is  similarly  bound,  but  much  more  loosely,  to  TBG 
(Continued  on  next  page) 
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and  is  not  bound  at  all  to  TBPA.  During  pregnancy 
there  is  a progressive  increase  in  the  binding  capa- 
city of  TBG  for  T-4  and  T-3.  It  is  not  yet  known 
whether  this  is  a true  increase  in  the  amount  of  the 
transport  protein  or  a qualitative  alteration  in  its 
binding  capacity.  But  it  is  this  mechanism  which 
causes  a progressive  increase  in  the  PBI  without 
resulting  in  hyperthyroidism.  That  is,  as  the  trans- 
port protein  increases  in  binding  capacity  the  thy- 
roid gland  responds  by  synthesizing  and  releasing 
the  progressive  amounts  of  T-4  and  T-3  to  occupy 
the  increased  binding  sites  (thus  increasing  the 
PBI)  and  permit  the  ultimate  normal  '‘spill  over” 
of  hormone  from  this  increased  binding  protein  into 
the  tissue  (thus  providing  a normal  peripheral  me- 
tabolic state).  For.  in  the  final  analysis,  it  is  the 
amount  of  T-4  and  T-3  which  get  into  the  periphe- 
ral tissues  which  is  the  ultimate  determinate  of  the 
peripheral  metabolic  effect. 

Studies  in  our  laboratory6  have  resulted  in  the 
development  of  the  in  vitro  method  for  erythrocyte 
uptake  of  1-131  T-3.*  In  this  method  radioactive 
T-3)  (T-3*)  is  added  in  the  laboratory  to  a pa- 
tient's whole  blood  and  then  incubated.  The  per- 
centage of  added  T-3  which  binds  to  the  red  cell 
serves  as  a measure  of  the  binding  capacity  of  the 
plasma  protein.  Whenever  the  binding  capacity  of 
the  protein  is  increased  the  red  cell  uptake  is  de- 
creased. We  have  found  that  in  normal  pregnancy, 
beginning  about  the  fourth  or  fifth  week  after  con- 
ception and  occurring  in  all  normal  pregnancies  by 
the  eighth  week,  there  is  a marked  decrease  in  the 
red  cell  T-3  uptake  — reflecting  the  increase  in  the 
binding  protein.  When  the  T-3  uptake  is  not  reduced, 
one  of  two  abnormalities  has  been  present:  (1)  Co- 
existent thyrotoxocosis  which  normally  elevates  the 
red  cell  uptake  precludes  the  low  finding  in  a nor- 
mal pregnancy,  or  (2)  if  the  patient  is  pregnant 
and  has  a normal  or  high  red  cell  uptake  and  does 
not  have  thyrotoxicosis,  a miscarriage  has  been  pre- 
saged in  all  cases  to  date.  We  are  currently  attempt- 
ing to  see  whether  we  can  alter  this  untoward  event 
now  that  we  have  a means  to  detect  one  class  of 
patients  which  does  have  frequent  miscarriages  and 
has  an  associated  abnormality  due  to  a failure  of 
the  thyroid  binding  capacity  to  increase,  causing 
a failure  of  the  PBI  to  increase  and  of  the  red  cell 
uptake  to  decrease  as  in  normal  pregnancy. 

It  is  believed  that  this  entire  phenomenon  of  in- 
creased thyroid-binding  protein  is  secondary  to  the 
effects  of  estrogen  since  it  can  be  induced  by  the 
administration  of  estrogen  to  a non-pregnant  female 
or  to  a male.  Thus  clinicians  must  be  aware  that 
patients  taking  oral  contraceptive  tablets  contain- 
ing estrogen  will  have  an  increased  serum  PBI  level 
and  a decreased  T-3*  red  cell  uptake  — usually 
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without  any  significant  biological  effect  on  the 
patient. 

It  may  be  of  interest  to  consider  the  infrequent 
cases  we  have  had  in  which  this  increased  binding 
protein  caused  by  estrogen  has  been  of  major  clini- 
cal import.  When  estrogen  is  given  to  a patient  the 
TBG  increases  in  its  capacity  to  bind  T-4.  If  the 
patient  has  a normal  thyroid  gland,  the  gland  will 
respond  to  this  need  for  added  T-4  to  “fill  up"  the 
binding  sites  by  increasing  the  PBI  until  normal 
levels  of  T-4  and  T-3  are  made  available  to  the 
peripheral  tissues,  and  thus  the  patient  will  not 
have  any  significant  physiologic  effect.  If.  how- 
ever. the  patient  has  an  inadequate  thyroid  gland 
(actual  or  borderline  hypothyroidism)  and  then  is 
treated  with  that  amount  of  thyroid  required  to 
sustain  a normal  metabolism,  the  subsequent  ad- 
ministration of  estrogen,  despite  continuation  of 
two  or  three  grains  of  thyroid  a day,  will  cause  an 
increased  binding  protein  to  bind  the  exogenously 
administered  thyroid  hormone  and  produce,  in  the 
absence  of  a responsive  thyroid  gland  able  to  in- 
crease endogenous  levels  of  hormone,  a recurrence  of 
true  hypothyoidism.  This  explains  the  clinical  •‘pa- 
radox” of  the  recurrence  of  hypothyroidism  in  a 
female  on  "adequate  doses’’  of  thyroid  when  she 
is  given  estrogen  (e.g.  for  the  menopause).  She 
shows  an  increased  PBI  level,  yet  becomes  proges- 
sively  hypothyroid  as  the  increased  PBI  levels  of 
hormone  are  bound  to  the  plasma  protein  and  are 
not  available  to  the  tissues.  The  problem  can  be 
resolved  by  administration  of  larger  doses  of  thy- 
roid — 3,  4,  or  6 grains  a day  — as  needed  to 
provide  adequate  “spill-over"  of  T-4  and  T-3  to 
the  tissues. 

DISORDERS  OF  MENSTRUATION  AND 
CONCEPTION 

The  next  major  area  of  interest  relates  to  the 
long-debated  role  of  the  thyroid  in  disorders  of 
menstruation  and  conception.  It  is  clear  that  either 
definitive  hypothyroidism  or  hyperthyroidism  may 
cause  gross  qualitative  or  quantitative  derangements 
of  menstruation  — “too  early  or  too  late,”  “too 
much  flow  or  too  little  flow"  (or,  indeed,  amenor- 
rhea), and  reduced  fertility  or  sterility.  Thus,  clini- 
cal suspicion  of  and  laboratory  evaluation  for  ab- 
normal thyroid  function  are  clearly  indicated  in 
such  disorders,  for  the  diagnosis  once  suspected  is 
generally  easy  to  establish  and  the  appropriate  the- 
rapies (substitution  thyroid  — desiccated  thyroid, 
thyroxin,  or  triiodothyronine  — in  hypothyroidism, 
antithyroid  goitrogens,  thyroidectomy,  or  radioac- 
tive iodine  therapy  for  hyperthyroidism ) are  usually 
rewarding  for  both  patient  and  physician. 

There  remains,  however,  a large  and  significant 
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area  of  controversy  — that  of  the  “borderline” 
cases.  All  physicians  have  been  confronted  with  the 
problem  of  the  young  female  who  is  having  irregu- 
lar menstrual  cycles,  is  overweight,  or  sluggish,  or 
a “little”  cold,  with  a metabolic  rate  (or  blood  pres- 
sure) a “little  on  the  low  side,”  but  with  a “normal” 
or  “borderline”  FBI  level  or  radioactive  iodine  up- 
take, or  with  the  young  married  woman  with  a 
comparable  picture  who  is  unable  to  conceive.  The 
thyroidologist,  fortified  by  “normal”  laboratory 
values,  labels  the  individual  “euthyroid”  and  de- 
cries the  “promiscuous”  use  of  thyroid  hormone.  The 
critical  gynecologist-obstetrician  replies,  “That’s  all 
very  well  but  I am  impressed  by  the  repeated  clini- 
cal experience  with  such  patients  who,  after  several 
other  therapies  have  failed,  get  better,  become  more 
regular,  or  become  pregnant  shortly  after  thyroid 
is  given.”  And  there  the  matter  rests,  still  basically 
unresolved.  In  view  of  the  demonstrated  abnormali- 
ties of  menstruation  or  fertility  caused  by  true  hy- 
po- or  hyperthyroidism,  it  would  appear  important 
to  search  diligently  for  a thyroid  disorder  in  such 
cases  and,  because  it  is  usually  safe  and  instructive 
(in  either  a positive  or  negative  sense),  to  carry 
out  a “therapeutic  trial”  of  desiccated  thyroid  in 
suspected  hypothyroidism  or  propylthiouracil  or 
stable  iodine  in  suspected  hyperthyroidism.  Sub- 
sequent withdrawal  of  medication  and  continued 
observation  will  serve  as  additional  evidence. 

ABNORMAL  THYROID  FUNCTION  IN 
PREGNANCY 

The  final  topic  for  discussion  concerns  the  oc- 
currence and  management  of  hypothyroidism  or  hy- 
perthyroidism during  a normal  pregnancy.  As  a 
first  generalization,  it  appears  that  either  disorder 
is  associated  with  an  increased  incidence  of  prema- 
ture termination,  stillbirths,  or  abnormal  offspring. 
Prompt  diagnosis  and  appropriate  therapy,  there- 
fore, are  critical. 

Although  hvpothvroidiism  is  associated  with  di- 
minished fertility,  pregnancy  has  occurred  in  hypo- 
thyroid subjects  previously  undiagnosed  or  in  pa- 
tients on  replacement  therapy.  The  indicated  the- 
rapy is  simply  replacement  of  thyroactive  substance, 
keeping  in  mind  the  increased  binding  capacity  of 
the  plasma  for  thyroid  hormone  (which  is  indepen- 
dent of  the  presence  of  the  thyroid  gland).  Ade- 
quate dosage  thus  means  sufficient  replacement  to 
“fill  up"  the  binding  sites  to  such  an  extent  that 
sufficient  T-4  and  T-3  are  able  to  get  into  the 
tissues.  Clinical  judgment  remains  the  mainstay  of 
assessing  adequacy  of  dosage  with  the  tendency  to 
“err”  on  the  high  rather  than  on  the  low  side.  We 
have  found  it  helpful  to  follow  such  patients  with 
the  use  of  the  T-3*  red  cell  uptake  test,  giving  the 
patient  sufficient  thyroid  to  maintain  the  value  in 
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the  range  for  normal  pregnancy  (established  in  the 
responsible  laboratory). 

Mild  hyperthyroidism  may  actually  be  amelio- 
rated during  pregnancy,  because  of  the  “protective” 
effect  of  the  increased  plasma  protein  binding  ca- 
pacity for  T-4  and  T-3.  In  such  cases,  termination 
of  pregnancy  (followed  by  the  loss  of  the  increased 
binding  capacity)  may  be  followed  by  a more  strik- 
ing hyperthyroid  state.  Indeed,  it  is  our  impression 
that  many  cases,  labelled  post-partum  thyrotoxi- 
cosis, may  actually  be  a more  florid  expression  of 
a preexistent  hyperthyroid  state,  masked  by  the 
protective  effect  of  increased  plasma  binding  of 
hormone  during  the  pregnancy. 

More  marked  hyperthyroidism  during  pregnancy 
necessitates  specific  therapy  to  protect  both  mother 
and  fetus.  Although  successful  use  of  radioactive 
iodine  (with  a healthy  baby)  has  been  reported 
in  a few  instances  during  pregnancy  when  the  hy- 
perthyroid state  could  not  be  controlled  in  any  oth- 
er way,  this  modality  obviously  is  usually  precluded. 
Two  practical  methods  remain.  The  first,  time- 
honored  and  still  employed  with  good  results,  in- 
volves the  administration  of  propylthiouracil  (300- 
400  mg.  daily)  followed  by  a subtotal  thyroidecto- 
my. The  second,  and  increasingly  the  method  of 
choice  in  most  clinics  today,  is  based  on  the  use  of 
propylthiouracil  or  Tapazole®  as  the  major  agent  to 
eliminate  thyroid  hyperfunction,  combined  as  soon 
as  the  hypermetabolic  state  is  checked,  with  exo- 
genous thyroid  (2-3  grains  daily)  to  ensure  an  ad- 
equate circulating  hormonal  level  for  mother  and 
fetus.  This  combination  has  been  highly  effective 
in  controlling  the  disease  in  the  mother,  assuring 
the  developing  fetus  adequate  hormone,  and  avoid- 
ing any  goitrogenic  effect  on  the  fetal  thyroid.  The 
ultimate  decision  for  definitive  therapy  (continued 
medical  management,  or  surgery,  or  radioactive  io- 
dine) is  then  deferred  until  an  appropriate  time 
after  the  birth  of  the  child. 
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First,  i shall  attempt  to  define  coronary 
artery  disease.  With  a few  exotic  exceptions,  it 
involves  atheromatous  narrowing  of  the  coronary 
arteries.  This  may  result  in  angina  or  coronary 
insufficiency  and  is  often  associated  with  superim- 
posed thrombosis  of  a coronary  artery,  with  or 
without  myocardial  infarction.  The  basic  cause  of 
this  atheromatous  process  is  unknown,  and  the  dis- 
ease is  usually  well  advanced  before  symptoms  are 
evident.  It  is  known  that  a strong  family  history  of 
coronary  artery  disease  and  the  presence  of  hyper- 
tension. diabetes,  and  (in  men)  an  elevated  level 
of  cholesterol  and  excessive  cigarette  smoking  are 
associated  with  an  increased  morbidity  from  this 
condition. 

I want  to  show  a somewhat  older  method  of 
demonstrating  coronary  artery  disease  because  I 
think  that  it  still  has  utility.  The  patient  was  a 
forty-nine-year-old  man  who  gave  a story  of  epi- 
gastric discomfort  which  came  on  after  exertion. 
The  history  was  reasonably  characteristic  of  angina. 
However,  he  was  not  satisfied  with  the  diagnosis 
and  wished  to  have  more  confirmatory  evidence. 
Therefore,  at  a second  visit  I had  him  walk  up  a 
flight  of  seventeen  stairs  four  times  in  eighty  sec- 
onds: following  this  he  began  to  have  a little  epi- 
gastric discomfort,  and  exercise  was  terminated. 
The  electrocardiogram  ( Fig.  1 ) taken  prior  to  the 
exercise  was  clearly  normal.  As  Shirley  has  pointed 
out.  in  fifty  per  cent  of  patients  with  angina  the 
resting  electrocardiogram  will  be  normal. 

Most  of  the  evidence  after  exercise  is  in  the  chest 
leads  (Fig.  2)  in  leads  Y-4  and  Y-5.  This  patient 
has  frequent  ventricular  extra-systoles  and  marked 
depression  of  the  S-T  segments  in  the  normally  con- 
ducted beats  and  in  lead  Y-5  a run  of  ventricular 
tachycardia.  This  type  of  tachycardia  is  an  uncom- 
mon manifestation  following  an  exercise  test.  In 
lead  Y-4  the  more  common  type  of  observation  is 
noted,  the  S-T  interval  depression,  and  this  is  path- 
ognomic of  severe  disease  of  the  coronary  arteries. 

♦Presented  as  part  of  a panel  presentation  on  Coro- 
nary Artery  Disease  at  the  154th  Annual  Scientific 
Assembly  of  the  Rhode  Island  Medical  Society,  at 
Providence,  R.I.,  May  5,  1965. 


It  doesn't  tell  you  where  the  trouble  is,  but  it  tells 
you  that  it  is  present.  After  90  seconds  (Fig.3)  he 
still  had  extra  systoles  and  some  episodes  of  ven- 
tricular tachycardia.  At  this  point,  I became  con- 
cerned as  to  whether  he  might  go  into  ventricular 
fibrillation,  and  I gave  him  nitroglycerine,  1/200 
grain  sublingually.  The  mild  pain  completely  sub- 
sided within  thirty  seconds.  In  about  six  minutes, 
he  still  had  some  abnormality  of  the  S-T  segments, 
Finally,  in  nine  minutes  the  electrocardiogram  had 
returned  to  normal. 

Now.  what  about  the  natural  history  of  angina 
and  myocardial  infarction?  In  1937,  a female  pa- 
tient sixtv-six  years  of  age  (Fig.  4)  presented  with 
chest  pains  and  the  characteristic  findings  of  a re- 
cent posterior  or  inferior  myocardial  infarction. 
Eighteen  years  later  using  the  same  3 leads  the 
evidence  of  myocardial  infarction  has  disappeared 
entirely.  During  the  intervening  years,  she  had  a 
little  angina,  not  disabling.  She  presented  now  be- 
cause of  a carcinoma  of  the  thigh  with  metastases 
to  her  lungs.  She  finally  died  in  May  of  1956.  some 
nineteen  years  after  the  original  myocardial  in- 
farction. but  of  cancer,  not  of  heart  disease.  At  post- 
mortem examination  (Fig.  5),  the  heart  showed  the 
old  scar  from  her  infarct.  The  right  coronary  artery 
was  completely  occluded.  This  course  admittedlv  is 
longer  than  the  usual  patient  will  go  following  myo- 
cardia  infarction,  but  it  is  by  no  means  excessively 
rare. 

To  go  from  the  specific  to  the  more  general. 
Table  1 taken  from  a paper  by  David  Cole,  Evelyn 
Singian  and  Louis  Katz1  shows  the  duration  of  life 
after  a first  myocardial  infarction.  About  twenty- 
five  per  cent  of  the  patients  expired  in  the  first  two 
months'  period;  these  were  the  residual  285  that 
were  left  over.  We  find  that  sixty-six  per  cent  of 
them  survived  five  years,  forty-three  per  cent  sur- 
vived for  ten  years,  and  ten  per  cent  survived  for 
fifteen  years  or  longer.  Thus,  reasonable  longevity 
following  myocardial  infarction  is  not  uncommon. 

Figure  6,  which  is  slightly  complicated,  summa- 
rizes a study  done  about  14  years  ago  by  Ernst 
Boas2  on  patients  with  coronary  artery  disease. 
They  were  followed  by  him  personally.  This  study 
emphasizes  the  marked  variability  in  the  course  of 
coronary  artery  disease.  In  fact,  in  his  study  of  124 
patients,  81  had  at  least  one  year  after  the  onset 
(Continued  on  Page  6 72) 
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Fig.  1.  Normal  resting  electrocardiagram. 


Fig.  2.  Three  chest  leads  after  exercise.  Note  the  prominent  S-T  interval  depression  in  normally  con 
ducted  beats.  Episodes  of  ventricular  tachycardia  are  present  in  the  bottom  strip  (V-5). 
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Fig.  3.  S-T  interval  depression  persisted  6 minutes  after  exercise  and  by  9 minutes  the  chest  leads  (V-4 
&z  5)  had  returned  to  normal. 


NAME 


DATE  ' - 


Fig.  4.  Limb  leads  characteristic  of  recent  posterior 
myocardial  infarction  (left).  Essentially  normal  limb 
leads  18  years  later  (right). 


Fig.  5. 
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Fig.  6.  Portion  of  chart  from  article  by  E.  P.  Boas, 
Am.  Heart  J.  41:  323,  1951.  Dark  vertical  bar=myo- 
cardial  infarction;  Squares  with  lines  slanting  upwards 
from  left  to  right=angina;  Numbers  within  squares  = 
blocks  walked  before  angina;  H=angina  on  hills;  R = 
angina  at  rest;  Frrangina  on  fast  walking;  Squares 
with  lines  slanting  upwards  from  right  to  leftrrcon- 
gestive  failure;  Blank  squares  with  central  dots=years 
with  no  cardiac  symptoms. 


Table  1.— Life  Span  of  285  Cases  Who  Survived  the 
First  Two  Months  After  the  First  Myocardial 
Infarction 


No.  of 
Case* 

% Total 
Group 
(285  Case*} 
Studied 

5 years 

191 

66.6 

Survival  over  - 

10  years 

125 

43,  S 

,15  years 

29 

10.2 

Table  1.  Portion  of  Table  1 from  article  by  D.  R. 
Cole,  E.  B.  Singian  and  L.  N.  Katz,  Circulation  9:  321, 
1954. 
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of  angina  or  myocardial  infarction  in  which  they 
had  no  cardiac  symptoms  whatsoever.  Such  facts 
make  it  difficult  for  us  to  evaluate  the  results  of 
our  procedures  and  be  sure  that  they  are  due  to 
our  therapeutic  regimen.  It  requires  large  numbers 
of  patients  and  a large  number  of  controls  as  well. 

Table  2 presents  some  of  the  medical  aspects  of 
treatment  of  coronary  artery  disease. 

1 . First,  there  is  the  low  fat  diet.  I think  there 
is  room  for  a difference  of  opinion  here.  I believe 
that  it  has  merit  but  if  it  doesn’t  do  anything  else, 
it  helps  the  patient  to  keep  thin.  It  will  occasionally 
lower  blood  cholesterol  strikingly,  and  I have  seen 
xanthelasma  disappear  following  such  a diet. 

2.  Then,  we  have  hypertension  and  diabetes, 
which,  if  present,  require  appropriate  treatment. 

3.  Nitroglycerine  should  be  used  freely  both  for 
discomfort  and  prophvlactically,  i.  e.,  before  any 
unavoidable  activity  known  to  cause  angina.  Other 
nitrates  absorbed  sublingually  may  be  helpful,  but 
are  seldom  better  than  nitroglycerine.  I think  there 
is  not  much  evidence  that  nitrates  swallowed  in  a 
tablet  are  of  any  great  effectiveness.  This  is  also 
the  opinion  of  Joseph  E.  F.  Riseman,  who  is  a care- 
ful student  of  these  drugs. 

4.  Tobacco  should  be  omitted.  For  men,  those 
who  smoke  more  than  a package  a day  have  three 
times  the  incidence  of  myocardial  infarction  as  com- 
pared to  those  who  do  not. 

5.  Exercise  is  especially  helpful  on  a prophylactic 
basis.  I advise  people  with  coronary  artery  disease 
to  take  what  exercise  they  can  that  doesn't  give 
them  chest  pain  or  make  them  short  of  breath.  I 
believe  it  may  be  helpful  in  developing  collateral 
circulation,  which  may  lessen  symptoms. 

I have  two  male  patients,  who  for  years  after  a 
myocardial  infarction  have  done  twenty  push-ups 
every  morning.  This  was  not  cn  my  recommenda- 
tion. Although  I would  hesitate  to  recommend  it 
widely,  I would  say  that  it  may  have  helped  these 
two  individuals,  who  are  in  excellent  condition. 

6.  As  for  anti-coagulants,  there  is  again  a dif- 
ference of  opinion.  If  there  are  no  contra-indica- 
tions, they  have  something  to  offer  on  a long-term 

MEDICAL  HX  OF  C.A.D. 

1.  Low  Fat  Diet  — Wt.  Reduction 

2.  RX  of  Hypertension  and  Diabetes 

3.  Nitroglycerine  and  Other  Nitrates 

4.  Tobacco  (cigarettes) 

5.  Exercise 

6.  Anticoagulants 

7.  RX  of  Heart  Failure 

8.  Radioactive  Iodine 

Table  2.  C.A.D.  = Coronary  Artery  Disease 


basis  after  the  sudden  onset  of  severe  angina  and 
with  coronary  insufficiency.  Anticoagulation  will 
certainly  not  prevent  all  myocardial  infarctions  and 
will  not  prevent  sudden  death:  but  I believe  that 
it  will  improve  the  mortality.  A cooperative  patient, 
an  experienced  physician,  and  a dependable  labo- 
ratory are  essential. 

7.  Heart  failure,  if  present,  requires  standard 
treatment. 

Finally,  radioactive  iodine  is  occasionally  useful 
for  patients  with  severe  coronary  artery  disease, 
which  is  static  for  several  months,  disabling,  and 
unresponsive  to  other  treatment.  Anticoagulant  the- 
rapy should  be  omitted  during  R.  A.  I.  treatment 
because  of  the  hazards  of  hemorrhage  into  the 
thyroid  gland. 

Finally,  presently  available  medical  treatment 
undoubtedly  prolongs  life  and  diminishes  disability. 
However,  fully  effective  control  and  prevention  of 
this  common  disease  must  await  an  understanding 
of  the  causes  of  the  disturbed  physiology  and  the 
development  of  living  habits  or  drugs  and  hormones, 
that  will  prevent  the  development  of  the  athero- 
sclerosis in  the  coronary  arteries. 
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Reckoning  with  acid-base  physiology  is  un- 
derstandably a drudge  for  most  physicians.  Its 
language  is  inbred  and  often  contradictory,  its 
mathematics  is  logarithmic  and  inverted,  and  its 
concepts  appear  to  defy  intuitive  understanding.  As 
a consequence,  there  has  been,  and  continues  to  be 
a proliferation  of  •‘systems”  attempting  to  distill 
the  essence  of  this  material  and  bring  acid-base  to 
Everyman.  Unfortunately,  these  systems  tend  either 
to  topple  under  the  weight  of  their  own  complexity 
or  to  be  so  highly  purified  that  they  no  longer  truly 
represent  the  biologic  facts  and  may  be  misleading. 
It  may  be  instructive,  therefore,  to  reconsider  the 
basic  tenets  involved  in  this  branch  of  physiology  in 
the  hope  of  eliminating  irrelevant  complexity  and 
retaining  only  the  essential  concepts. 

First  of  all,  it  should  be  remembered  that  what 
is  meant  by  “acid-base  physiology”  is  nothing  more 
than  the  metabolism  of  the  hydrogen  ion.  If  we 
begin  by  considering  the  hydrogen  ion  as  the  focal 
point  for  our  discussion  and  simply  consider  the 
various  factors  which  determine  its  metabolic  fate 
in  the  body,  we  can  hopefully  avoid  many  of  the 
pitfalls  encountered  in  more  traditional  approaches 
to  this  discipline.  At  the  same  time  it  may  be  pos- 
sible to  bring  into  sharper  focus  the  relationships 
and  analogies  which  exist  between  the  metabolism 
of  hydrogen  and  the  other  ionic  constituents  of  body 
fluids. 

On  the  assumption  that  such  analogies  do  exist 
we  can  divide  hydrogen  ion  metabolism  into  the  two 
broad  subdivisions  routinely  employed  in  discus- 
sions of  mineral  metabolism  in  general.  The  metab- 
olism of  any  non-catabolized  substance  in  the  body 
may  be  considered  under  these  two  somewhat  inter- 
dependent categories. 

1.  Balance.  A consideration  of  the  metabolic 

*From  the  Department  of  Medical  Research,  Rhode 
Island  Hospital,  and  Division  of  Medical  Sciences, 
Brown  University. 


balance  of  a substance  involves  the  analysis  of  the 
factors  which  operate  to  maintain  equality  between 
intake  and  output  so  that,  during  any  steady  state, 
there  is  neither  a net  accumulation  nor  a net  loss 
from  the  body. 

2.  Concentration.  A consideration  of  the  con- 
centration of  the  substance  in  the  various  body  fluid 
compartments  involves  the  analysis  of  the  factors 
responsible  for  maintaining  this  concentration  with- 
in some  “normal”  range. 

HYDROGEN  ION  BALANCE 

Maintenance  of  hydrogen  ion  balance,  in  the 
above  classic  sense  of  the  word,  is  primarily  the  re- 
sponsibility of  the  kidneys.  The  input  side  of  the 
balance  equation  is  difficult  to  measure  experimen- 
tally but  is  the  sum  of  the  hydrogen  ions  made  avail- 
able bv  normal  metabolic  and  certain  catabolic  pro- 
cesses. These  hydrogen  ions  derive  essentially  from 
the  cellular  catabolism  of  phosphorus  and  sulfur 
containing  proteins  and  from  incompletely  metabo- 
lized organic  acids.  The  hydrogen  ions  from  these 
phosphoric,  sulfuric,  and  organic  acids  are  normally 
generated  at  a rate  of  70  to  100  mEq.  per  day,  and 
are  delivered  to  the  extracellular  fluid  where  they 
combine  with  bicarbonate  ions  according  to  the 
familiar  reaction, 

( 1 )  . H+  + HC0.3-  ->  HoCO,  H2O  -T-  CO2 

It  is  clear  that  this  process  cannot  continue  un- 
opposed since  bicarbonate  stores  would  soon  become 
depleted.  The  kidney  exerts  its  essential  regulating 
influence  on  hydrogen  ion  balance  at  this  juncture 
and  it  does  so  by  accurately  repaying  the  bicarbo- 
nate debt  incurred  in  this  “buffering”  process.  It  is 
the  kidney’s  ability  to  regenerate  precisely  the  num- 
ber of  bicarbonate  ions  consumed  by  metabolic 
hydrogen  ions  that  allows  the  organism  to  main- 
tain hydrogen  ion  balance.  The  generation  of  new 
bicarbonate  ions  is  a by-product  of  the  kidney's 
ability  to  secrete  hydrogen  ions  derived  from  car- 
bonic acid.  The  b:ochemical  steps  involved  here  are 
the  reverse  of  those  in  equation  ( 1 ) . 

(2 ) .  C02  + H2O  H2CO3  HCO.t  J H+ 

These  new  hydrogen  ions  gain  access  to  the  urine 
in  exchange  for  filtered  sodium  ions.  An  equivalent 
(Continued  on  next  page) 
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number  of  new  bicarbonate  ions  are  left  behind  in 
renal  tubular  cells  to  be  delivered  to  the  extracel- 
lular fluid  with  the  reabsorbed  sodium. 

The  hydrogen  ions  secreted  into  the  tubular  fluid 
are  found  in  the  urine  in  combination  with  urinary 
buffers  (primarily  phosphates)  and  ammonia  (in 
the  form  of  ammonium  ions).  Determinations  of 
‘‘titratable  acidity”  and  ‘‘urinary  ammonia”  con- 
centrations quantitate  respectively  these  two  re- 
positories of  urinary  hydrogen.  If  one  then  dis- 
counts the  filtered  bicarbonate  ions  which  escape 
reabsorption  (urinary  bicarbonate)  a quantity 
termed  “net  acid"  is  derived.*  In  any  steady  state 
it  is  this  quantity,  net  acid,  which  balances  the 
amount  of  metabolically  generated  hydrogen  ions 
entering  the  extra-cellular  fluid  and  it  is  this  quan- 
tity which  the  kidney  modulates  in  order  to  adjust 
to  altered  acid  loads. 

The  intimate  mechanisms  whereby  these  critical 
adjustments  are  made  are  under  active  investigation 
and  are  not  yet  entirely  clear.  It  is  clear,  however, 
that  this  basic  scheme  can  be  influenced  at  many 
points  and  in  many  ways  by  pathologic  phenomena 
which  may  upset  the  hydrogen  ion  balance.  The 
broad  analogy  that  exists  between  hydrogen  balance 
and.  for  example,  sodium  balance  is  obvious;  equal- 
ity must  be  maintained  between  intake  and  output, 
and  the  kidney  serves  to  insure  this  homeostatic 
condition  by  appropriate  responses  to  altered  in- 
takes. 

HYDROGEN  ION  CONCENTRATION 

The  second  major  category  of  hydrogen  ion  me- 
tabolism is  concerned  with  the  factors  responsible 
for  maintaining  hydrogen  ion  concentration  in  the 
individual  body  fluid  compartments.  Recognizing 
that  intracellular  hydrogen  ion  concentration  must 
have  considerable  physiologic  significance,  the  fol- 
lowing remarks,  nevertheless,  will  be  limited  to  ex- 
tracellular hydrogen  ion  concentration.  This  will  be 
necessary  since:  (a)  very  little  is  known  about  the 
factors  governing  intracellular  hydrogen  ion  concen- 
tration, and  (b)  clinical  disorders  of  hydrogen  ion 
metabolism,  as  we  currently  know  them,  are  ex- 
p-essed  primarily  as  disturbances  of  extracellular 
hydrogen  ion  concentration. 

Disturbances  of  hydrogen  ion  concentration  are 
best  understood  by  reference  to  the  mechanisms 
which  normally  control  it.  An  analogous  statement 
could  be  made  about  all  the  major  extracellular 
fluid  constitutents.  There  is,  however,  a difference 
between  the  hydrogen  ion  and  each  of  these  other 
substances  which  is  of  fundamental  importance  in 
this  context.  Contrasting  hydrogen  to  sodium  will 
serve  to  illustrate  this  point.  The  amount  of  sodium 
in  the  extracellular  fluid,  and  hence  its  concentra- 

*Net acid  = Titratable  acidity  + urinary  ammonia 
— urinary  bicarbonate. 


tion,  is  of  approximately  the  same  order  of  magni- 
tude as  the  amount  of  new  sodium  that  requires 
handling  by  the  body  every  day.  No  special  prob- 
lem is  encountered,  therefore,  in  dealing  with  daily 
sodium  loads  so  far  as  sodium  concentration  is  con- 
cerned, since  this  load  simply  does  not  overwhelm 
the  existing,  tolerable  concentration  of  free  sodium. 
This  is  obviously  not  the  case  for  hydrogen  ion.  The 
hydrogen  ion,  after  all,  is  simply  a free  proton  and 
as  such  is  an  extremely  reactive  substance.  The  con- 
centration of  free  hydrogen  ion  in  body  fluids  must 
be  kept  at  vanishingly  low  levels  in  order  to  avoid 
disastrous  interference  with  normal  metabolic  ma- 
chinery. Unlike  sodium,  chloride,  and  potassium, 
which  are  present  in  10-3  molar  concentrations 
(milli  Eq  L),  free  hydrogen  ion  is  tolerated  in  only 
10~9  molar  concentrations  ( millimicro  Eq  L)  or  one 
million  times  more  dilute.  As  pointed  out  above,  the 
normal  daily  intake  of  hydrogen  ion  is  about  70 
milli  Eq.  It  is  not  surprising  to  learn,  therefore,  that 
the  body  has  become  equipped  with  a specialized 
mechanism  for  reconciling  this  potentially  cata- 
strophic disparity  between  intake  and  tolerable 
limits  of  concentration.  This  mechanism  is  the  bi- 
carbonate-carbonic acid  buffer  system.  As  described 
below,  it  is  this  system  which  determines  extracel- 
lular fluid  hydrogen  ion  concentration  and  main- 
tains it  within  the  physiologic  range.  Because  of  the 
fundamental  importance  of  the  bicarbonate-carbonic 
acid  buffer  system,  disorders  of  hydrogen  concen- 
tration are  best  considered  by  reference  to  it. 

As  noted  above,  carbon  dioxide  combines  with 
water  to  form  carbonic  acid  (equation  2).  Carbonic 
acid  is  a weak  acid  and  reversibly  dissociates  into 
hydrogen  and  bicarbonate  ions  (equation  2).  This 
series  of  reactions  is  rapidly  catalyzed  by  the  ubi- 
quitous enzyme,  carbonic  anhydrase,  and  can  be 
considered  for  present  purposes  to  be  at  equilibrium 
at  all  times  in  body  fluids.  Equilibrium  kinetics  pro- 
vide that  the  ratio  of  the  product  of  the  resultants 
and  the  product  of  the  reactants  be  constant.  For 
this  reaction,  then,  equation  3 always  holds. 

(H+)  x (HCO3-) 

(3) . = K 

(H2CO3) 

Solving  for  (H+)  yields, 

(H2CO.3) 

(4) .  (H+)  = K x - 

(HCO.-r) 

The  concentration  of  carbonic  acid  is  directly 
proportional  to  the  concentration  of  dissolved  CO2, 
which  in  turn  (according  to  Henry’s  law)  is  di- 
rectly proportional  to  the  partial  pressure  of  gaseous 
CO2  in  the  solution  (pCCfe).  Hence,  the  concentra- 
tion of  carbonic  acid  will  be  proportional  to  the 
pCCB  as  well.  pCCB  may,  therefore,  be  substituted 
for  carbonic  acid  concentration  in  equation  4 simply 
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by  changing  the  proportionality  constant,  K,  to 
yield  equation  5. 

K'  x pCOa 

(5).  (H+)  - 

(HCCV) 

Equation  4 above  was  first  introduced  to  acid- 
base  chemistry  in  1908  by  Henderson1  and  repre- 
sents but  one  of  his  many  outstanding  contributions 
to  this  field.  This  straightforward  expression  was 
subsequently  transformed  into  the  more  familiar 
Henderson-Hasselbalch  equation  by  the  ‘‘simple” 
mathematical  maneuver  of  obtaining  the  negative 
logarithm  to  the  base  10  of  both  sides.* *  It  has  been 
cogently  argued  that  much  of  the  confusion  that 
exists  in  the  acid-base  realm  stems  from  this  mathe- 
matical maneuver.2  What  advantage  is  gained  by 
using  the  Henderson-Hasselbalch  equation?  It  is 
merely  an  expression  of  this  equilibrium  relationship 
utilizing  pH  units  as  a measure  of  acidity  rather 
than  hydrogen  ion  concentration  itself.  The  advan- 
tages of  this  transformation  are  real  enough  in  cer- 
tain disciplines,  such  as  physical  chemistry,  where 
one  often  is  faced  with  an  extremely  wide  range  of 
acidity  that  is  more  conveniently  encompassed  by  a 
logarithmic  scale  such  as  pH.  In  clinical  medicine, 
however,  the  extremes  of  acidity  which  are  encoun- 
tered are  not  very  wide.  This  peculiar  property  of 
the  Henderson-Hasselbalch  equation  is,  in  fact,  of 
negligible  advantage  in  clinical  medicine.  On  the 
other  hand,  expressing  the  acidity  of  the  blood  di- 
rectly in  hydrogen  ion  concentration  would  permit 
the  use  of  the  mathematically  much  more  conveni- 
ent expression  of  bicarbonate-carbonic  acid  equi- 
libria provided  by  equation  5. 

It  is  still  true,  however,  that  the  instruments 
used  to  measure  acidity  in  clinical  medicine,  as  well 
as  in  physical  chemistry,  are  calibrated  in  pH  units, 
and  one  is  forced  somehow  to  deal  with  this  mea- 
surement. Happily,  it  is  not  too  difficult  to  convert 
from  logarithmic  pH  units  to  the  natural  units  of 
hydrogen  ion  concentration  with  more  than  suffi- 
cient accuracy  for  present  purposes.  A range  of  pH 
between  7.00  and  8.00  encompasses  virtually  all  na- 
turally occurring  blood  pH's.  Recalling  that  pH  is 
defined  as  “the  negative  logarithm  of  hydrogen  ion 
concentration,”  this  pH  range  corresponds  to  a hy- 
drogen ion  concentration  range  of  10-7  to  10~8  moles 
per  liter  respectively.  The  unit  selected  to  depict 
hydrogen  concentration  is  entirely  arbitrary;  but 
one  which  is  very  convenient  and  is  employed  by 
most  authors  is  10~9  moles  per  liter,  or  “nanomoles" 
per  liter  (nM  L).  A pH  of  7.00,  corresponding  to 
10~7  moles  per  liter,  is  equivalent  to  a hydrogen  con- 

(HCCb-) 

*pH  = pK  + log  

(H2CO3) 

(Henderson-Hasselbalch  equation) 


centration  of  100  x 10-9  moles  or  100  nM/L.  Simi- 
larly, pH  8.00  is  equivalent  to  a hydrogen  ion  con- 
centration of  10  nM/L.  So  this  wide  clinical  range 
of  blood  acidity  lies  between  10  and  100  nM/L  of 
hydrogen  ion  and  is,  therefore,  numerically  quite 
manageable.  The  relationship  between  pH  and  hy- 
drogen ion  concentration  over  this  range  is  depicted 
in  Figure  1.  Precise  conversions  from  one  scale  to 
the  other  can  be  accomplished  using  such  a graph 
or  a standard  anti-logarithm  table.  Fortunately, 
there  are  a few  mathematical  accidents  that  make 
this  transformation  very  easy  to  perform  mentally. 
First  of  all,  it  just  happens  that  the  normal  blood 
pH  of  7.40  corresponds  to  a hydrogen  ion  concentra- 
tion of  40  nanomoles  per  liter.  This  simple 
mnemonic  anchors  a mid-point  for  the  curve  (Fig- 
ure 1 ).  Furthermore,  between  pH  7.25  and  pH  7.50 
the  relationship  is  essentially  linear  with  a slope  of 
minus  .01.  Over  this  clinically  useful  range,  a .01 
unit  change  in  pH  is  equivalent  to  1 nanomole 
per  liter  change  in  hydrogen  ion  concentration. 
For  example,  a pH  or  7.32  which  falls  in  this 
range  is  .08  pH  units  lower  than  7.40  and  hence 
is  equivalent  to  a hydrogen  ion  concentration  of 
8 nanomoles  per  liter  higher  than  40  or  48  nano- 
moles per  liter.  For  the  uncommon  blood  pH 
that  falls  outside  of  this  linear  zone,  a sufficiently 
accurate  hydrogen  ion  concentration  may  be  ob- 
tained along  the  line  of  extrapolation  to  the  pH 
7.00,  100  nanomoles  per  liter  point  in  the  acid  di- 
rection and  pH  8.00,  10  nanomoles  per  liter  point 
in  the  alkaline  direction. 

Returning  to  equation  5,  if  hydrogen  ion  concen- 
tration is  expressed  in  nanomoles  per  liter,  pCCb  in 
millimeters  of  mercury  and  bicarbonate  concentra- 
tion in  milliequivalents  per  liter,  the  numerical 
value  of  K’  becomes  24  as  in  equation  6.* 

pCOa 

(6).  (H+)  = 24  x 

(HCO3-) 

The  uncomplicated  expression  provided  by  this 
equation  greatly  simplifies  analyses  of  disturbances 
of  hydrogen  ion  concentration  and,  indeed,  fulfills 
all  of  the  functions  laboriously  performed  by  the 
Henderson-Hasselbalch  equation.  Several  important 
aspects  of  hydrogen  ion  metabolism  are  implicit  in 
equation  6. 

(1).  The  most  useful  classification  of  clinical 
disturbances  of  hydrogen  ion  concentration  is  based 

*The  numerical  value  of  K'  is  easily  reconstructed  by 
substituting  in  equation  5 the  well-known  normal 
values  for  these  parameters ; hydrogen  ion  concen- 
tration, 40  nanomoles  per  liter ; pC02,  40  mm.  of 
mercury;  bicarbonate  concentration,  24  milli  Eq/L. 
As  noted  earlier,  this  constant,  K’,  is  the  product  of 
the  equilibrium  constant  for  this  buffer  system  and 
the  solubility  coefficient  for  carbon  dioxide. 

(Continued  on  next  page) 
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RELATIONSHIP  BETWEEN  BLOOD  pH  AND 
HYDROGEN  ION  CONCENTRATION 


pH 


LEGEND 

Fig.  1.  The  relationship  between  blood  pH  and  hy- 
drogen ion  concentration.  The  shaded  area  depicts  the 
range  over  which  this  relationship  is  linear.  The  dot- 
ted line  indicates  that  the  normal  blood  pH  of  7.40 
corresponds  to  a hydrogen  ion  concentration  of  40 
nanomoles/L.  ( 1 0” 9 Moles/L.) 


on  this  equation.  Primary  increases  or  decreases  in 
either  the  numerator  or  denominator  of  the. ratio 
define  the  four  cardinal  pathways  of  ••acid-base” 
disorders.  Any  process  producing  a primary  in- 
crease in  pC02  will  tend  to  increase  (H~)  and  is 
defined  as  a respiratory  acidosis.  Respiratory  alka- 
losis is  a primary  reduction  in  pCO.  Similarly  any 
process  which  results  in  a primary  increase  in  bi- 
carbonate concentration  will  tend  to  decrease  (H+) 
and  is  defined  as  a metabolic  alkalosis.  Metabolic 
acidosis  is  caused  by  any  primary  decrease  in  bi- 
carbonate concentration. 

(2).  Hydrogen  ion  concentration  may  be  con- 
ceived of  as  the  passive  resultant  of  the  ratio  of 
pC02  and  bicarbonate  concentration.  Both  pC02 
end  bicarbonate  concentration  have  existences  rela- 
tively ndependent  of  on?  another.  pC02  is  deter- 
mined by  the  rate  of  C02  production  and  the  rate 
of  alveolar  ventilation.  Bicarbonate  concentration  is 
determined  by  an  interplay  of  various  extra-  and 
intracellular  metabolic  and  buffer  processes,  on  the 
one  hand,  and  the  renal  mechanisms  alluded  to 

♦Bicarbonate  concentration  is  approximated  with  suf- 
ficient accuracy  for  clinical  purposes  by  the  total  CO? 
content. 


earlier,  on  the  other.  By  contrast,  the  hydrogen  ion 
concentration  has  no  independent  existence  and 
should  be  considered  always  as  the  necessary  by- 
product of  the  p€02-bicarbonate  concentration 
ratio. 

(3) .  It  follows  that  the  ultimate  effect  on  hy- 
drogen ion  concentration  resulting  from  any  of  the 
four  primary  disturbances  will  depend  not  only  on 
the  magnitude  of  the  initiating  change,  but  just  as 
importantly  on  the  magnitude  of  the  secondary  re- 
sponses which  may  occur.  For  example,  a primary 
increase  in  pC02  to  60  mm.  of  mercury  will  affect 
hydrogen  ion  concentration  greatly  if  bicarbonate 
concentration  increases  slightly,  but  will  have  much 
less  of  an  effect  if  the  concommitant  bicarbonate 
response  is  a large  one. 

(4) .  Equation  6 also  provides  a simplified 
means  of  calculating  at  the  bedside  the  third  acid- 
base  parameter  when  the  remaining  two  are  known. 
If  pH  and  bicarbonate  concentrations*  are  availa- 
ble, converting  the  former  to  hydrogen  ion  concen- 
tration will  allow  a ready  calculation  of  pC02.3  For 
example,  a bicarbonate  concentration  of  12  mEq  L 
and  a pH  of  7.28  were  obtained  on  a patient.  Con- 

(Concluded  on  Page  683) 
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TM  —TRADEMARK 


New  EEUTROIM 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide. 12:<  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 
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Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 


Fewer  than  1%  of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  cbout  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And.  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being. 

This  is  in  distinct  contrast  to  most  I 

other  antihypertensive  therapy, 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


680 


Prescribing 
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EUTRON 
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INDICATIONS:  Eutron  (pargyline hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 

WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  !4  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 

PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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Editorials 


MORTALITY  VERSUS  MORBIDITY  IN  THE  LATER  YEARS 


The  marked  increase  in  the  average  length  of 
life  of  the  citizens  of  the  United  States  and  of 
other  civilized  countries  represents  a triumph  of 
modern  medicine  and  sanitation.  The  prevention 
of  death  in  the  earlier  years  of  life  means  that  a 
larger  number  of  people  survive  to  die  later  on. 
Thus  the  death  rate  in  these  years  must  rise  as 
that  in  youth  and  middle  age  diminishes,  for  man 
eventually  must  die.  The  mere  postponement  of 
death,  however,  is  of  itself  not  really  as  important 
as  it  is  to  make  the  later  years  worth  living.  To 
keep  a person  alive  but  crippled  and  suffering  is 
but  a sorry  objective. 

It  is  quite  true  that  the  prevention  or  cure  of 
many  acute  illnesses  which  commonly  occur  in  the 
first  half  of  life  have,  to  a great  extent  prevented 
the  occurrence  of  the  chronic  states  of  these  mala- 
dies. Before  such  control  had  been  accomplished 
many  people  were  condemned  to  a life  of  invalidism 
from  such  diseases  as,  for  example,  pulmonary  tu- 
berculosis and  the  cardiac  results  of  rheumatic  fever. 
Their  places,  however,  have  been  taken  by  other 
chronic  conditions,  the  prevention  of  which  has  not 
as  yet  been  accomplished.  Examples  that  come  to 
mind  are  rheumatoid  arthritis  and  pulmonary  em- 
physema. Chronic  heart  disease,  chronic  nephritis, 
and  the  various  conditions  which  result  from  athe- 
rosclerosis as  it  involves  the  blood  supply  to  the 
brain,  the  extremities,  and  other  areas  are  also  con- 
ditions that  can  go  far  to  make  the  later  years  of 
life  hardly  worth  enduring. 

As  this  is  being  written  a distressing  situation  is 


taking  place  in  one  of  our  hospitals.  A person  who 
has  been  progressively  becoming  more  and  more  of 
a respiratory  cripple  because  of  obstructive  pulmo- 
nary emphysema  has  now  developed  a bronchogenic 
carcinoma  which  is  pressing  on  his  anterior  vena 
cava  and  threatens  to  end  his  life  in  the  very  near 
future.  One  wonders  whether  or  not  his  situation 
has  in  reality  been  made  worse  by  the  appearance 
of  this  tumor.  If  the  neoplasm  can  be  removed,  will 
the  years  of  suffering  in  store  for  him,  as  his  pul- 
monary function  deteriorates  and  is  repeatedly 
made  much  worse  by  intercurrent  respiratory  infec- 
tion, be  better  than  the  speedy  relief  from  all  his 
troubles  that  death  will  bring  him?  Is  not  severe 
obstructive  emphysema  more  of  a curse  to  human 
beings  than  is  bronchogenic  pulmonary  carcinoma 
because  the  morbidity  associated  with  emphysema 
is  so  great.  Fortunately  in  these  two  diseases  the 
clear  relationship  to  the  inhalation  of  tobacco  smoke 
provides  the  opportunity  to  achieve  real  prevention. 

Unfortunately  most  of  the  other  conditions  men- 
tioned do  not  offer  such  a definite  opportunity  for 
prevention.  However,  the  attention  of  the  profession 
is  being  directed  to  the  understanding  of  these  dis- 
eases because  so  many  people  are  surviving  to  enter 
the  old  age  category.  In  our  judgment  the  decrease 
in  mortality  is  of  declining  importance  as  an  objec- 
tive in  this  age  group,  because  life  expectancy  is  not 
greatly  extended  by  the  elimination  of  any  one  mal- 
ady, whereas  the  morbidity,  the  terrible  years  of 
crippling  before  death  brings  relief,  should  be  a 
prime  objcetive  of  our  professional  endeavors. 

Alex  M.  Burgess,  Sr.,  M.D. 


THE  PRESIDENT  S PROGRAM  FOR  HEART  DISEASE, 
CANCER  AND  STROKE 


Medicine  has  advanced  on  many  fronts,  but  the 
advance  has  been  an  irregular  one  in  which  we  have 
remained  in  relative  ignorance  in  some  areas,  while 
becoming  highly  sophisticated  in  others.  Recent 
events  have  placed  the  American  physician,  especi- 
ally as  represented  by  the  American  Medical  Asso- 
ciation, in  the  position  of  defending  stands  on  pub- 
lic issues  involving  health  where  he  has  differed 
sharply  with  other  elements  in  the  population.  The 


content  of  these  discussions  has  served  to  illustrate 
how  little  can  be  offered  in  the  way  of  concrete 
figures  by  the  proponents  or  opponents  of  any  plan 
for  solving  the  problems  of  medical  care  in  its  social 
context.  Actually,  the  dynamics  of  the  process  of 
medical  care  in  our  society  is  far  less  well  understood 
than  the  action  of  drugs  or  the  behavior  of  biologi- 
cal processes. 

(Continued  on  next  page) 
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Recently  some  of  us1  have  raised  some  questions 
concerning  the  President's  program  for  heart  disease, 
cancer  and  stroke,  a program  which  has  now  been 
signed  into  law  in  a somewhat  modified  form  largely 
due  to  the  last-minute  efforts  of  the  A.M.A.,  the 
American  Heart  Association,  the  American  Cancer 
Society  and  others.  We  have  tried  to  point  out 
that  the  experience  of  some  of  the  nations  that  have 
gone  further  with  governmental  programs  for  medi- 
cal care  than  has  the  U.S.  may  serve  to  provide 
some  guidance,  and  some  basis  upon  which  to  pre- 
dict results.  The  rather  precipitate  passage  of  this 
bill  has  exemplified  how  matters  of  political  expedi- 
ency can  often  outweigh  more  objective  considera- 
tions even  when  such  important  matters  as  health 
are  involved. 

We  still  have  too  much  tendency  to  base  medical 
care  planning  on  death  rates.  Death  rates  are,  of 
course,  a fairly  good  measure  of  the  importance  of 
a disease  to  the  patient.  However,  illness  rather 
than  death  is  the  basis  for  his  medical  care  needs. 
We  are  still  rather  new  at  the  game  of  measuring 
illness  in  the  living  population,  and  until  more  fi- 
gures become  available  from  the  National  Heath 
Survey  and  a few  other  similar  sources,  we  will  prob- 


ably have  to  try  to  make  do  with  deaths,  which  are 
at  least  well  counted  and  readily  available.  Esti- 
mates of  illness  in  the  population  in  the  U.S.  and 
elsewhere  will  be  required  before  decisions  can  be 
based  on  the  kind  of  facts  which  must  ultimately 
underlie  sound  judgments. 

In  the  article  referred  to  above,  we  have  used 
death  rates  which  have  been  corrected  for  the  dif- 
ferences in  the  age  distributions  in  England  and 
Sweden,  the  countries  upon  which  our  comparison 
has  been  based.  We  have  noted  that  it  is  in  the  pro- 
ductive years  of  middle  life,  and  in  infancy  that 
our  mortality  experience  compares  most  unfavorably 
with  that  of  our  friends  abroad.  We  have  suggested 
that  we  must  not  be  so  panicked  by  the  high  rates 
of  death  from  the  diseases  of  the  elderly  that  we 
overlook  the  potentially  greater  gains  which  would 
result  from  more  effective  handling  of  the  sources 
of  mortality  in  the  young. 

Alex  M.  Burgess,  Jr.,  M.D. 
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RASHEVSKY  RESIGNS  AT  CHICAGO 


Professor  Xicolas  Rashevsky  recently  announced 
his  resignation  from  the  posts  of  Professor  of  Math- 
ematical Biology  and  Chairman  of  the  Committee 
on  Mathematical  Biology  at  the  University  of  Chi- 
cago. When  a man  of  his  stature  resigns  just  six 
months  before  his  scheduled  retirement  and  after 
thirty  years  of  association  with  a university,  it 
should  be  of  interest  to  all  professional  people.  The 
readers  of  this  Journal  will  recall  his  distinguished 
address  delivered  at  the  Convocation  celebrating 
the  one  hundredth  anniversary  of  the  founding  of 
the  Rhode  Island  Hospital.  Excerpts  from  his  books 
have  appeared  in  our  pages,  as  well  as  reviews  of 
his  recent  publications. 

Following  Rashevsky ’s  resignation  H.  Stanley 
Bennett,  Dean  of  the  Medical  School  of  the  Uni- 
versity of  Chicago,  was  not  recommended  for  re- 
appointment by  the  faculty  committee.  It  is  inti- 
mated that  these  two  events  were  related.  The  is- 
sues as  far  as  Rashevsky  is  concerned  are  clearly 
spelled  out  in  his  letter  of  resignation  and  suggest 
interference  by  administration  in  the  areas  which 
have  been  historically  and  traditionally  the  pre- 
rogative of  department  chairmen  and  faculty  mem- 
bers. 

The  basic  issue  was  the  professor’s  inherent  right 
to  have  some  control  over  the  paths  of  the  future 
development  of  his  specialty.  He  maintained  that 


those  affected  by  administrative  decisions  should 
be  consulted  and  be  a party  to  those  decisions.  Lack 
of  tact  on  the  part  of  the  administration,  lack  of 
understanding,  and  lack  of  professional  respect  may 
well  have  been  the  center  of  the  controversy. 

The  administrators  of  a university  are  often  am- 
bivalent in  their  purposes.  They  may  become  ob- 
sessed with  the  idea  that  they  alone  know  best  what 
should  constitute  a curriculum.  Haskins,  an  author- 
ity on  the  rise  of  universities,  has  stated  in  his  THE 
RISE  OF  UNIVERSITIES:  “In  a quite  remarkable 
degree  the  university  was  self-governing  as  well  as 
self-respecting,  escaping  some  of  the  abuses  of  a 
system  which  occasionally  allows  trustees  or  regents 
to  speak  of  professors  as  their  ‘hired  men.'  " 

This  is  the  crux  of  the  Chicago  Rashevsky  affair. 
For  half  a century  Rashevsky  had  developed  a dis- 
cipline which  he  calls  Mathematical  Biology.  His 
first  text  was  written  over  thirty  years  ago.  His 
department  at  Chicago  had  undergone  many  stresses 
and  strains  in  its  development.  It  has  become  the 
prototype  of  departments  of  mathematical  biology 
throughout  the  world.  Although  the  number  of  de- 
grees granted  by  his  department  has  been  small, 
the  recipients  have  been  distinguished  by  the  in- 
fluence they  have  wielded  in  the  scientific  world. 
This  young  discipline  has  a solid  cadre  of  qualified 
men  to  carry  on.  These  men  and  the  entire  faculty 
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were  passed  over  as  prospects  to  succeed  Rashevsky 
and  were  ignored  in  the  deliberations  regarding  a 
choice  for  successor.  None  of  the  men  considered 
were  mathematical  biologists,  and  their  connection 
with  mathematical  biology  was  tenuous. 

In  loyalty  to  his  faculty  and  to  mathematical  bi- 
ologists throughout  the  world,  and  on  principle 
alone,  Rashevsky  could  not  accept  this.  For  more 
than  two  years  he  had  urged  the  administration  to 
act  wisely  in  this  matter.  Mathematical  biologists 


throughout  the  world  had  petitioned  the  administra- 
tion and  the  President  of  the  University  of  Chicago, 
but  to  no  avail.  It  could  not  have  been  easy  for 
Rashevsky  to  take  this  dramatic  action.  One  must 
admire  him  not  only  as  a scientist  and  philosopher, 
but  as  a person  of  uncompromising  and  impeccable 
personal  integrity. 

The  University  of  Chicago  must  find  a way  to 
resolve  this  problem  with  justice  if  it  is  to  retain 
its  stature  as  a great  university. 


HOBBY  SHOW  A SUCCESS 


In  a sincere  effort  to  increase  funds  to  fi- 
nance the  Woman’s  Auxiliary  to  the  Rhode  Is- 
land Medical  Society's  scholarships  in  Nursing 
and  Health  Careers  which  are  offered  annually, 
the  Special  Projects  Committee  of  the  Auxiliary 
this  year  took  on  the  gigantic  task  of  sponsor- 
ing a three  day  hobby  show.  Exhibitors  were 
limited  to  the  Medical  family  — doctors,  wives 
and  their  children.  The  theme  was  ‘"After  Of- 
fice Hours.” 

Approximately  seventy-five  individuals  dis- 
played their  hobbies  and  talents  in  categories 
ranging  from  art  to  sports,  resulting  in  some 


two  hundred  different  items.  The  result  was 
a colorful,  imaginative  and  interesting  exhibit. 

Held  at  Butler  Hospital  on  October  15,  16 
and  17,  the  show  was  reviewed  by  the  press  and 
by  television,  and  was  given  high  praise  by 
these  mediums. 

More  than  $1,500  was  realized  for  the 
scholarship  funds. 

Our  warmest  thanks  to  members  of  the  aux- 
iliary and  to  the  Rhode  Island  Medical  Society 
for  their  contributions  of  time,  effort  and  tal- 
ents which  made'-  After  Office  Hours”  a suc- 
cessful venture. 


HYDROGEN  ION  METABOLISM 

(Concluded  from  Page  676) 

verting  this  pH  to  (H+)  yields  52  nanomoles/L. 
Solving  equation  6 for  pC02, 

(H+)  x (HCO3-)  52x12 

PCO2  — — — 26mm.  Hg. 

24  24 

By  using  this  procedure,  then,  the  means  to  a truly 
accurate  appraisal  of  the  acid-base  status  of  the 
patient  becomes  a relatively  simple  matter. 

SUMMARY 

An  attempt  has  been  made  in  this  brief  account 
to  present  the  essentials  of  hydrogen  ion  metabolism 
in  such  a way  as  to  emphasize  the  analogies  which 
exist  between  this  branch  of  physiology  and  the 
broader  scheme  of  intermediary  metabolism.  Such 
an  emphasis  will  hopefully  help  to  dispel  the  ten- 
dency to  view  hydrogen  ion  metabolism  as  an  iso- 
lated and  impregnable  fortress  of  confusion.  In  ad- 
dition, a more  simplified  but  equally  precise  frame- 
work has  been  suggested  in  the  place  of  the  Hen- 
derson-Hasselbalch  equation  for  the  analysis  of  dis- 
turbances of  hydrogen  ion  concentration. 
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HOUSE  OF  DELEGATES 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 

Report  of  Special  Meeting  on  November  10 , 1965 


A special  meeting  of  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society  was  held  at  the 
Medical  Library,  Providence,  on  Wednesday,  No- 
vember 10,  1965.  The  meeting  was  called  to  order 
by  the  President.  Dr.  William  A.  Reid,  at  4:10 
p.m.  The  following  delegates  were  in  attendance: 

John  E.  Murphy,  M.D.,  Earl  J.  Mara.  M.D., 
Joseph  Ruisi,  M.D..  Freeman  B.  Agnelli.  M.D., 
William  A.  Reid.  M.D.,  Walter  J.  Dufresne,  M.D., 
Harry  E.  Darrah,  M.D.,  Michael  DiMaio.  M.D., 
Joseph  Cannon,  M.D.,  John  C.  Ham.,  M.D..  John 
T.  Barrett,  M.D.,  Bertram  H.  Buxton,  M.D.,  Na- 
than Chaset,  M.D.,  Henry  B.  Fletcher,  M.D.,  See- 
bert  J.  Goldowsky,  M.D.,  Stanley  Grzebien.  M.D., 
Herbert  F.  Hager,  M.D.,  Walter  E.  Hayes,  M.D., 
Joseph  Lambiase.  M.D.,  Robert  Y.  Lewis,  M.D., 
Thomas  Littleton,  M.D.,  Peter  Mathieu,  M.D., 
James  B.  Moran.  M.D.,  Gustavo  A.  Motta,  M.D., 
Raul  Nodarse.  M.D.,  Edwin  B.  O'Reilly,  M.D., 
Arnold  Porter,  M.D.,  Ralph  Richardson,  M.D., 
Stanley  D.  Simon,  M.D..  John  Turner.  II.  M.D., 
Edwin  Vieira.  M.D.,  Arthur  E.  Hardy,  M.D.,  and 
Edmund  T.  Hackman,  M.D. 

The  following  delegates  were  absent:  Paul  A. 
Botelho,  M.D.,  Joseph  E.  Wittig.  M.D.,  John  M. 
Yesev,  M.D..  Charles  B.  Round,  M.D..  Philomen 
Ciarla.  M.D..  Charles  Dotterer.  M.D.,  Reginald  H. 
Boucher.  M.D.,  Robert  C.  Hayes,  M.D.,  Earl  F. 
Kelly,  M.D.,  Harold  A.  Woodcome,  M.D..  James 
A.  McGrath.  M.D.,  Leonard  Staudinger,  M.D., 
Roger  Berard.  M.D.,  Roger  Fontaine,  M.D.,  John 
A.  Dillon,  M.D..  Irving  A.  Beck,  M.D.,  J.  Robert 
Bowen,  M.D.,  Wilfred  I.  Carney,  M.D.,  Joseph 
Caruolo,  M.D.,  Warren  W.  Francis,  M.D.,  Frank 
Fratantuono,  M.D.,  John  F.  W,  Gilman.  M.D., 
James  Hardiman.  M.D.,  William  J.  MacDonald. 
M.D.,  William  McDonnell.  M.D.,  William  S.  Ne- 
rone.  M.D..  Carl  S.  Sawyer.  M.D.,  and  Elihu  S. 
Wing.  Jr.,  M.D. 

Also  present  were  Dr.  Beryl  Rosenstein  and  Dr. 
James  E.  Bowes  of  the  Rhode  Island  State  Depart- 
ment of  Health.  Dr.  Rudolph  A.  Jaworski.  Chair- 
man of  the  Society's  Child-School  Health  Commit- 
tee. Dr.  Nathan  Sonkin.  and  John  E.  Farrell.  Exec- 
utive Secretary. 

CHILD-SCHOOL  HEALTH  COMMITTEE 

Dr.  Rudolph  A.  Jaworski,  Chairman  of  the  Child- 


School  Health  Committee,  discussed  a report  of  a 
recent  meeting  of  his  committee,  copy  of  which  had 
been  sent  to  each  delegate.  He  reviewed  the  dis- 
cussion by  the  Committee  with  the  State  Director 
of  Health  and  his  staff  of  a proposal  for  an  end 
measles  campaign  to  be  conducted  along  the  lines 
of  the  successful  End  Polio  Campaign.  He  also 
reviewed  the  conclusions  arrived  at  by  the  Com- 
mittee. 

Action-.  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Child-School  Health  Commit- 
tee. as  submitted,  be  accepted. 

End  Measles  Campaign 

The  question  of  a mass  immunization  campaign 
under  the  Society  auspices  was  raised. 

Action:  A motion  was  made  and  seconded  that 

the  Rhode  Island  Medical  Society  sponsor  a mass 
immunization  campaign  for  measles  along  the  lines 
reported  by  the  Committee  on  Child-School  Health. 

The  motion  was  discussed  at  length  by  members 
of  the  House,  and  by  Doctors  Cannon.  Bowes  and 
Rosenstein  of  the  State  Health  Department. 

Action:  The  motion  was  voted  by  the  House. 

A motion  was  made,  seconded  and  voted  that 
the  House  of  Delegates  appoint  the  Child-School 
Health  Committee  to  conduct  the  End  Measles 
Campaign. 

MEDICARE  IMPLEMENTATION 

Doctor  Reid  inquired  if  the  House  wished  to  take 
any  actions  regarding  implementation  of  the  federal 
Medicare  program  relating  to  physicians'  services. 

Action:  A motion  was  made  and  seconded  that 

the  Rhode  Island  Medical  Society  notify  the  Sec- 
retary of  Health.  Education  and  Welfare  that  it  is 
its  wish  that  the  Rhode  Island  Medical  Society 
Physicians  Service  be  named  as  carrier  to  imple- 
ment Part  B of  the  federal  act  amending  the  Social 
Security  Law  to  provide  medical  aid  to  beneficiaries 
of  the  legislation. 

The  motion  was  discussed  by  members  of  the 
House. 

The  motion  was  voted. 

White  House  Conference  on  Health 

Doctor  Reid  reported  briefly  on  the  White  House 
Conference  on  Health  held  the  first  week  in  No- 
vember at  which  he  was  in  attendance  as  President 
(Continued  on  Page  702) 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic.  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
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REPORTS  OF  COMMITTEES 

House  of  Delegates  Meeting , September  22, 1965 


DISASTER  COMMITTEE 

Report  of  Chairman,  R.I.M.S.  Committee  on 
Disaster,  on  attendance  at  Workshop  Sessions.  OCD 
Regions  1 and  2.  Committee  on  Disaster  [Medical 
Care.  Council  on  National  Security.  American  [Me- 
dical Association. 

[Meetings  were  held  at  Hotel  [Mayflower.  Wash- 
ington. D.C.  Sessions  were  moderated  and  other- 
wise conducted  by  the  AMA  Committee  on  Disas- 
ter [Medical  Care,  which  consists  of  the  following 
membership:  Francis  C.  Jackson,  M.D..  Chairman. 
Wendell  A.  Butcher.  M.D..  Wayne  P.  Chesebro, 
M.D..  George  W.  Paschal,  Jr..  M.D.,  William  T. 
Rumage.  Jr..  M.D..  and  Thomas  D.  Holman.  Sec- 
retary. 

[Meetings  were  held  on  Saturday.  August  7.  from 
9 to  5 and  on  Sunday,  August  8.  from  9 to  12. 

Attendance  by  Dr.  Lawlor  was  to  the  Saturday 
sessions  only. 

Following  is  a summary  of  the  agenda  and  high- 
lights of  the  sessions  of  August  7. 

9:00  A.M.  ‘‘Introductions  and  Purposes  of  the 
Workshop  Sessions,"  Francis  C.  Jackson.  M.D.  (5 
minutes)  A brief  statement  to  the  effect  that  the 
sessions  were  designed  to  acquaint  the  various  state 
representatives  who  attended  with  regional  aims, 
progress  and  problems  in  planning  for  disaster  medi- 
cal care.  Dr.  Jackson  announced  a total. registration 
of  90  persons,  and  a show  of  hands  disclosed  that 
about  two-thirds  of  these  were  physicians. 

9:05  A.M.  “Progress  Report,  Planning  and  Or- 
ganization for  Disaster  Medical  Care,  State  and 
County  [Medical  Societies,”  Moderated  by  Dr. 
Butcher. 

Each  state  medical  society  representative  regis- 
tered at  the  meeting  wTas  called  upon  to  present  a 
capsule  summary  of  his  state's  activities,  progress, 
and  problems  in  disaster  planning.  The  following 
items  of  interests  emerged  as  the  individual  states 
reported: 

a)  “We  all  face  apathy  and  we  all  need  to  be 
vocal"  was  the  gist  of  one  representative's  report. 

b)  It  is  apparent  that  a lack  of  uniformity  in 
organization  for  disaster  planning  exists  from  state 
to  state.  (This  is  not  a criticism  as  much  as  a sim- 
ple observation.)  For  example,  in  Maine  and  iin 
Virginia,  a single  man  is  installed  in  each  of  three 
positions:  chairman  of  the  state  medical  society 
disaster  committee,  state  civil  defense  chief,  and 
chairman  of  the  state  health  department.  In  New 
York,  there  is  apparently  considerably  less  liaison 
between  the  medical  society  and  civil  defense.  The 


New  York  State  [Medical  Society  representative. 
Dr.  Burkhardt.  called  their  civil  defense  organiza- 
tion ‘‘a  closed  political  organization  which  cannot 
be  cracked  by  local  disaster  medical  chairmen.  We 
can't  can't  even  get  an  audience  with  them.” 

c)  One  physician  reported  that  he  had  attended 
with  some  profit  the  U.S.  [Military  Academy,  West 
Point,  course  on  ‘‘Increased  Readiness  Planning." 

d)  The  chairman  of  the  Virginia  state  disaster 
committee  announced  that  he  takes  a mobile  Civil 
Defense  hospital  on  tour  around  the  state,  demon- 
strating and  exhibiting  its  use.  He  further  cited 
Public  Law  606.  which  assists  in  funding  local  dis- 
aster activities  by  providing  matching  funds  with 
state-supplied  funds. 

e)  The  report  submitted  by  Dr.  Lawlor,  drawn 
up  on  the  spot  (as  were  the  others)  without  having 
advance  advice  that  such  was  to  be  requested,  was 
as  follows: 

Our  Governor  Chafee  has  established  a Task 
Force  on  Pre-Emergency  Planning  and  interim 
[Management  of  Resources  similar  to  those  reported 
by  spokesmen  from  other  states. 

Its  Health  Resources  Task  Group  Chairman  is 
John  E.  Farrell.  Sc.D.,  Executive  Secretary  of  the 
Rhode  Island  Medical  Society:  the  state  [Medical 
Society  Disaster  Committe  Chairman  is  a member 
of  this  group,  which  has  as  its  current  activity  the 
compiling  of  a list  of  medical  and  health  resources 
for  potential  emergency  allocation. 

Under  consideration  is  an  outdoor  natural  or 
civil  disaster  mobilization  exercise  during  the  com- 
ing fall.  One  county  medical  society  in  our  Staate 
(Kent  County)  conducted  such  an  exercise  during 
the  past  year. 

Our  activities  in  the  area  of  Medical  Self-Help 
programs  are  not  as  well  developed  as  those  in  some 
of  the  other  states  reported.  Perhaps  [Mr.  Noel 
Greene,  who  is  inattendance  here  today  represent- 
ing the  State  Director  of  Health  can  add  something 
in  the  way  of  more  current  information  on  this 
subject. 

(Mr.  Greene  later  was  called  upon  and  an- 
nounced that  the  Medical  Self-Help  Program  was 
being  introduced  in  R.I.  school  systems  and  that 
the  numbers  of  high  school-age  pupils  reached  thus 
far  by  the  program  approximates  4,000  to  6,000.) 

We  in  Rhode  Island  are  in  the  process  of  drawing 
up  area  assignments  for  regional  non-military  disas- 
ters for  individual  medical  society  members  based 
on  their  home  and  office  addresses  and  their  pre- 
(Continued  on  Page  688) 
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DISASTER  COMMITTEE 

(Continued  from  Page  686) 

ferences  as  reported  in  a mail  polling  of  the  mem- 
bership. 

One  might  state  that  one  of  our  organizational 
problems  is  our  peculiar  geography.  While  it  would 
seem  because  of  our  small  size  and  compactness 
that  disaster  organizing  should  be  a relatively  sim- 
ple task  in  Rhode  Island.  wre  are  in  the  posiition 
of  being  geographically  divided  iinto  three  areas 
by  Xarragansett  Bay  — so  that  communities  on 
one  side  of  the  Bay  are  far  removed  in  their  com- 
munity planning  enterprises  from  their  neighbors 
only  15  miles  or  so  on  the  opposite  side. 

10:45  A.M.  “The  Role  of  the  Military  in  Xon- 
Military  Disaster  Planning  and  Operations.”  Mode- 
rator: Shirley  D.  Fisk.  M.D.,  Deputy  Asst.  Secre- 
tary of  Defense  (Health  and  Medical). 

a)  Col.  Binkley.  MC,  U.S.  Army,  discussed  the 
role  of  the  Army’s  Surgeon  General  in  Civil  Defense. 
Stressed  communications,  chain  of  command,  and 
organization  of  logistics.  He  also  cited  the  value  of 
Army  assistance  in  both  disasters  represented  by  the 
Alaskan  earthquake  and  the  Colorado  floods. 

b)  Col.  Webb.  U.S.A.F.  (M.C.).  Stated  that 
one  must  treat  a population,  at  times  of  disaster, 
for  maximum  survival  without  regard  to  treating 
individuals  for  maximum  results.  Admits  that  this 
is  a concept  difficult  for  the  average  physician  to 
accept  and  a staggering  alteration  of  attitude  which 
a disaster  forces  upon  the  typical  American  practi- 
tioner. 

Webb  also  stated:  The  Armed  Forces  plays  an 
indirect  role  yearly  in  civilian  disaster  care  by  send- 
ing back  to  civilian  life  an  average  of  2,000  physi- 
cians completing  their  tours  of  duty.  These  doctors 
bring  to  the  civilian  population  the  organizational 
concepts  of  military  disaster  care.  He  cited  the  18 
minutes  which  were  taken  to  evacuate  over  150 
patients  from  Elmendorf  AFB  Hospital,  Alaska,  as 
a model  of  disaster  preparedness  during  the  earth- 
quake in  that  state.  He  further  cited  an  Armed 
Services  contribution  in  the  Mass  Casualty  courses 
given  at  Walter  Reed  Army  Hospital  and  at  Fort 
Sam  Houston. 

c)  Cdr.  Conaway  (MSC),  USX.  As  did  his  pre- 
decessors on  this  panel,  he  complained  of  shortages 
of  funds  and  personnel. 

11:30  A.M.  Reports  from  the  Federal  Agencies. 
Moderator:  George  W.  Paschal.  M.D. 

a)  Division  of  Health  Mobilization,  U.S.  Pub- 
lic Health  Service.  Arnold  H.  Dodge.  Acting  Chief. 
Medical  Self-Help,  which  is  being  widely  publicized, 
is  moving  along  “beautifully”  in  the  states,  with 
800.000  trainees  nationally  finished  the  course.  As 
regards  use  of  Packaged  Disaster  Hospitals  for  civil- 


ian disasters,  it  is  all  right  to  use  the  expendable 
items,  and  under  Public  Law  875  the  federal  gov- 
ernment will  reimburse  individual  states  for  these 
items  (bandages  and  drugs),  but  not  for  equipment 
such  as  generators. 

b)  Office  of  Civil  Defense  of  the  Army,  Col. 
Louis  J.  Hackett.  Jr.,  MC,  USA,  Medical  Advisor. 
This  Office  has  existed  for  four  years.  Their  activi- 
ties have  started  concentrating  on  the  stocking  of 
over  one  million  shelter  areas  around  the  nation, 
and  continue  to  do  so. 

c)  Office  of  Emergency  Planning,  Jas.  K.  Scha- 
fer defined  the  functions  of  this  Office,  which  has 
also  been  in  existence  4 years.  One  of  its  chief 
functions  is  to  assure  preservation  of  the  civilian 
state  and  local  governments  in  times  of  emergency, 
short  of  setting  up  a state  of  martial  law. 

12:30  P.M.  The  Role  of  the  Aviation  Medical 
Examiner  in  Aircraft  Disasters,  Maj.  Gen.  M.  S. 
White.  MC,  USAF,  Federal  Air  Surgeon.  Federal 
Aviation  Agency. 

Cited  more  accidents  on  takeoff  than  landing. 
Cited  paucity  of  surviving  victims  to  be  treated. 
Cited  that  the  American  aviation  industry,  civilian 
and  military,  has  the  best  safety  record  of  any  in 
the  world. 

The  Aviation  Medical  Examiner  is  concerned 
with  the  investigation  mainly.  In  a survey  attempt- 
ing to  relate  alcohol  with  aviation  accidents,  over 
400  fatal  air  crashes  were  studied,  most  of  which 
involved  privately  owned  planes.  Investigation  of 
alcohol  levels  in  tissues  of  200  pilots  revealed  sig- 
nificant levels  in  one-third  of  the  pilots.  This  cited 
as  an  example  of  the  possible  contribution  of  the 
aviation  medical  examiner  to  accident  control. 
1:30  P.M.  The  California  Flood  Disaster.  Decem- 
ber. 1964-January  , 1965.  Wayne  P.  Chesbro,  M.D. 
Dr.  Chesbro  detailed  the  statistics  and  problems  — 
the  provision  of  power,  rescue,  food,  and  medical 
supplies;  federal  cooperation,  and  telephone  com- 
munications. Dr.  Chesbro  stressed  the  usefulness  of 
citizens  band  radios.  He  pointed  out  that  Califor- 
nia has  a state  disaster  office  under  whose  super- 
vision disaster  control  is  divided  into  regions 
throughout  the  state.  These  zones  provided  mutual 
assistance.  Items  of  interest  during  the  floods: 

1 . Hundreds  of  private  practitioners  and  their 
R.X.  wives  called  the  state  medical  society  head- 
quarters to  offer  aid.  2.  The  navy  sent  aircraft 
carriers,  each  having  5 or  6 doctors  and  20  to  30 
corpsmen  as  well  as  a sick  bay  of  many  hospital 
beds.  3.  A decision  was  made  not  to  re- vaccinate 
for  typhoid  but  rather  to  expend  the  effort  of  broad- 
casting repeatedly  water-boiling  instructions.  4. 
Tetanus  boosters  were  given  liberally.  5.  Although 
Red  Cross  functioned  admirably,  he  recommended 
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closer  coordination  between  Red  Cross  and  medical 
society.  6.  M.D.’s  he  observes,  are  not  suited  for 
command  post  function  except  in  an  advisory  ca- 
pacity. 

2:00  P.M.  Modern  Organization  and  Planning 
for  Disaster  Medical  Care. 

Moderator:  John  W.  Latimer,  M.D.,  Chairman, 
Committee  on  Emergency  Medical  Services,  Medi- 
cal Society  of  D.  C. 

Panelists:  1.  D.C.  Pechmann,  Asst,  to  Executive 
Director  Hospital  Council,  National  Capital  Area. 

2.  G.  R.  Rodericks,  Director,  D.  C.  Office  of 
Civil  Defense. 

3.  W.  C.  Weitzel,  Asst.  Fire  Chief,  Emergency 
Ambulance  Service,  D.  C.  Fire  Dept. 

4.  Mrs.  E.  Waite,  Director,  Disaster  Services, 
D.  C.  Chapter,  ARC. 

5.  W.  R.  Strong,  M.D.,  Asst.  Chairman,  Com- 
mittee on  Emergency  Medical  Services,  Medical 
Society  of  D.  C.  The  Society  has  a team  of  30 
M.D.’s  equipped  with  emergency  foot  lockers  which 
are  carried  in  their  cars  ready  for  deploying  to  as 
many  as  1,000  casualties.  The  Society  is  not  re- 
sponsible for  re-supplying  or  for  the  initial  cost  or 
maintenance  of  these.  This  is  called  their  MEDS 
program  (Medical  Equipment  Deployments  Serv- 
ive).  In  preparation  is  a plan  involving  mobile  aid 
station  units,  4 or  more  for  the  District. 

6.  Col.  J.  Chapman,  MC,  D.  C.  National  Guard. 

3:45  to  5:00  P.M.  Hospitals  in  Disaster. 

Moderator:  William  T.  Rumage,  Jr.,  M.D. 

I.  The  Hospital  Staff  Disaster  Medical  Care 
Committee,  W.  P.  Chesbro,  M.D. 

A discussion  of  the  Committee's  functions  in  hos- 
pital planning. 

II.  Hospital  Disaster  Plans,  S.  White,  Jr.,  Secre- 
tary, Committee  on  Disaster  Planning,  A.H.A. 

Cites  Washington  area  inter-hospital  communi- 
cation system  by  radio  on  AM  frequency.  This  ap- 
pears to  be  a growing  concept. 

III.  The  Packaged  Disaster  Hospital.  Arnold 
H.  Dodge.  These  are  dispersed  away  from  potential 
target  areas,  so  are  well  deployed  for  military  dis- 
aster but  not  readily  accessible  (5%  are  allocated 
to  large  industrial  or  population  areas)  for  non- 
military disasters. 

IV.  Mobility  of  Field  Hospitals,  the  MITST 
Unit,  Col.  J.  IT  Trenholm,  MSC,  USA.  (Medical 
Unit,  Self-Contained,  Transported).  Uses  concept 
of  a combat  support  hospital  behind  battle  lines 
now  in  developmental  stage  for  service  use  but  pres- 
ently limited  to  army  use.  When  audience  member 
asked  if  it  were  to  be  made  available  for  civilian 
use,  his  reply  was  the  Army  will  not  keep  any  se- 
crets on  its  use  and  availability. 

(Continued  on  next  page) 
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what  must  you  think  of  me, 
dropping  my  purse  so  clum- 
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girl.  The  handsome  strang- 
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suggested,  “we  should  re- 
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she  murmured  happily,  “it 
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MEDICAL  ECONOMICS  COMMITTEE 

The  Committee  on  Medical  Economics  submits 
for  the  consideration  of  the  House  of  Delegates  the 
following  matters: 

I.  Group  Coverage  for  Physicians  in  Blue  Cross 
and  or  Physicians  Service 

On  October  30th  the  fiscal  contract  year  for  the 
Society's  group  Blue  Cross-Physicians  Service  (in- 
cluding Major  Medical  coverage)  program  ends. 
As  members  of  the  Society  know,  this  program, 
supervised  by  the  Committee  on  Medical  Economics 
and  administered  by  the  Executive  Office  of  the 
Society,  results  in  a sizable  savings  in  premium 
over  the  direct  enrollment  arrangement  that  would 
prevail  for  physicians  and  their  families  if  the  group 
plan  was  not  in  effect.  We  are  pleased  to  report 
that  we  are  also  assisting  the  widows  of  physicians 
by  including  them  under  the  program  when  they 
request  it. 

Many  physicians  have  ased  for  a higher  Blue 
Cross  per  diem  than  the  present  S20  allowance. 
Your  Committee  has  polled  the  physician  subscrib- 
ers and  approximately  half  of  them  favored  an 
increase  up  to  S30  per  diem.  As  a result  we  will 
offer  subscribers  their  choice  of  either  a $20  or  a 
$30  allowance  on  their  basic  Blue  Cross  per  diem, 
and  we  call  to  the  attention  of  the  House  that  the 
higher  per  diem  will  result  in  a reduction  of  the 
Major  Medical  premium  in  this  bracket,  thus  mak- 
ing it  possible  for  those  who  enroll  in  the  Major 
Medical  also  to  get  the  $30  per  day  rate  on  their 
basic  plan  at  an  additional  premium  of  only  thirty 
dollars  annually.  The  schedule  of  rates  that  will  be 
offered  our  subscribers  is  as  follows: 


Individual 

Family 

$20  per  diem  Blue  Cross 

$64.20 

$152.40 

"A"  Plan.  Physicians  Service 

24.00 

56.40 

Major  Medical 

($35  per  diem  Blue  Cross 

24.00 

58.80 

TOTAL 

$112.20 

$267.60 

Doctors'  Offices  — Westerly 

2 and  3 room  Professional  Offices 
15  Grove  Ave.  (Near  shopping  center) 


Liberal  rentals  . . . Ample  parking  area 

Will  remodel  to  suit  tenant 

Write:  Box  205,  Westerly,  R.  I. 
Call:  348-8190 


$30  per  diem  Blue  Cross 

88.80 

211.20 

■‘A”  Plan,  Physicians  Service 

24.00 

56.40 

Major  Medical 

($35  per  diem  Blue  Cross) 

12.00 

30.00 

TOTAL 

$124.80 

$297.60 

II.  Federal  Health  Insurance 

for  the  . 

Aged 

Your  Committee  has  given  careful  consideration 
of  the  implications  inherent  in  the  new  federal 
program  of  health  insurance  for  the  aged  as  they 
relate  to  the  private  practice  of  medicine. 

In  the  September  issue  of  the  Rhode  Island  Me- 
dical Journal  the  amendments  to  the  social  security 
law,  including  definitions  of  the  vital  terms,  is  pub- 
lished for  the  information  of  every  member  of  the 
Society.  We  urge  the  members  of  the  House  to  read 
this  summary,  and  retain  it  for  future  reference. 

After  consideration  of  the  legislation  your  Com- 
mittee presents  the  following  general  conclusions, 
together  with  recommendations  that  it  urges  the 
House  to  adopt. 

1.  Participation  in  the  Program 
As  the  Board  of  Trustees  of  the  American  Medi- 
cal Association  has  noted  in  its  memorandum  to 
the  state  associations  (copy  of  which  is  included 
in  the  handbook  for  this  meeting  of  the  House), 
the  role  of  the  AMA  "should  be  to  give  advice  and 
guidance  to  the  Secretary  of  Health,  Education  and 
Welfare,  to  the  end  that  programs  developed  and 
regulations  promulgated  will  provide  the  stated 
benefits  in  the  most  meaningful  manner  to  our  pa- 
tients with  a minimum  of  disturbance  and  incon- 
venience to  the  medical  profession. ” We  support 
this  principle  and  believe  that  it  should  prevail  in 
our  negotiations  at  the  state  and  county  levels. 

In  the  same  memorandum  the  AMA  noted  that 
its  legal  counsel  advised  that 

"Physicians  acting  alone  or  as  a group  through 
their  medical  organizations  may  freely  criticize 
public  law  89-97  (Social  Security  Amendments  of 
1965)  and  may  seek  its  repeal  or  modification/’ 
•‘An  individual  physician,  acting  independently 
and  not  in  concert  with  others  can  lawfully  refuse 
to  accept  any  person  as  a patient  who  is  a benefi- 
ciary under  the  program."’ 

While  the  legislation  enacted  is  the  law  of  the 
land,  its  format  was  drafted  without  the  assistance 
of  the  medical  profession,  and  the  passage  in  its 
present  form  was  opposed.  The  Medicare  law  es- 
tablishes financial  assistance  for  medical  care  for 
the  benefit  of  the  patient,  which  he  may  use  to 
discharge  his  obligation  to  the  physician.  The  phy- 
sician's function  is  to  continue  good  medical  prac- 
tice for  all  persons,  without  restrictive  regulations 
based  on  financial  criteria. 

Recommendation : 

That  the  Rhode  Island  Medical  Society  offer  its 
services  to  advise  the  Department  of  Health,  Edu- 


691 


DECEMBER,  1965 

cation  and  Welfare,  directly  or  through  regional  or 
state  authorities,  on  regulations  it  may  consider 
regarding  the  provision  of  physicians'  services  under 
the  health  insurance  program  for  the  aged  in  Rhode 
Island. 

2.  Quality  Medical  Care 

Under  the  federal  health  program  for  the  aged 
provision  is  made  for  utilization  review  committees. 
Presumably  such  committees  would  be  of  paramount 
importance  in  the  hospitalization  program  estab- 
lished under  the  legislation.  The  Rhode  Island  Me- 
dical Society  has  supported  the  principle  of  utili- 
zation review  committees  in  the  hospitals  through- 
out this  state,  and  these  committees  have  worked 
most  effectively  in  recent  year  in  their  efforts  to 
improve  the  standards  for  the  continuing  improve- 
ment of  patient  care. 

Of  major  importance  to  the  utilization  commit- 
tees in  six  of  our  hospitals  has  been  the  adoption 
of  the  Professional  Activity  Study  program,  a data 
retrieval  system  operated  through  an  independent 
and  impartial  organization.  In  the  interest  primarily 
of  improving  patient  care,  and  secondarily  in  col- 
lecting data  that  hospital  and  medical  society  ad- 
ministrative intermediaries  m2y  be  requiired  to  sub- 
mit to  a public  agency  relative  to  utilization  of  serv- 
ices, such  as  with  the  development  of  the  insurance 
program  for  the  aged,  we  believe  that  every  hospi- 
tal should  adopt  the  PAS  system. 

Recomendation : The  Rhode  Island  Medical  Society 
urges  the  adoption  by  every  hospital  in  the  State 
of  the  Professional  Activity  Study  system  for  the 
ever-improving  pattern  of  medical  care  and  for  the 
provision  of  authoritative  data  to  aid  utilization 
committees  in  their  difficult  tasks. 

3.  Use  oj  Public  or  Private  Organizations  Repre- 
senting Providers 

The  federal  law  provides  that  if  a group  or  asso- 
ciation of  providers  wishes  to  have  payments  under 
the  new  medical  aid  to  the  aged  program  made 
through  a national,  state,  or  other  public  or  private 
agency,  the  Secretary  of  Health,  Education  and 
Welfare  would  be  authorized  to  enter  into  an  agree- 
ment with  the  agency.  Such  an  agreement  would 
provide,  among  other  things, 

a)  determination  by  the  agency  of  the  amount 
of  payments  to  be  made  to  the  providers,  and  for 
the  agency  to  make  the  payments; 

b)  provide  consultative  services; 

c)  serve  as  a center  for  and  communicate  to 
providers  it  represents,  any  information  or  instruc- 
tions furnished  by  the  Secretary; 

d)  serve  as  a channel  of  communication  from 
the  providers  to  the  Secretary; 

e)  perform  such  other  functions  as  are  neces- 
sary to  carry  out  the  program. 

(Continued  on  next  page) 
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As  in  most  things,  there  is  a 
"perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
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dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It’s  been  that  way  with  us 
since  1881. 
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Currently  the  Society  has  a Committee  advisory 
to  the  State  Department  of  Social  Welfare  regard- 
ing the  provision  of  physicians'  services  for  bene- 
ficiaries of  the  federal-state  medical  aid  to  the  aged 
program.  The  Society  has  a Medical  Care  Programs 
Committee  which  currently  works  with  the  federal 
Office  of  Dependents  Medical  Care  in  resolving 
problems  between  that  agency  and  the  providers 
of  the  services  in  Rhode  Island. 

We  believe  that  the  same  advisory  and  adminis- 
trative arrangement  should  be  effected  for  the  new 
federal  program,  with  the  State  Medical  Society 
as  the  administrative  intermediary,  and  with  Physi- 
cians Service  as  the  fiscal  intermediary. 
Recommendation : The  Rhode  Island  Medical  So- 

ciety shall  be  the  Administrative  Agent,  with  the 
Rhode  Island  Medical  Society  Physicians  Service 
Cooperating  as  the  fiscal  intermediary  in  any  con- 
tract developed  with  the  Secretary  of  Health.  Edu- 
cation and  Welfare  relative  to  Part  1-B  (Supple- 
mentary Medical  Insurance  for  the  Aged)  of  the 
new  law  relating  to  Health  Insurance  for  the  Aged 
and  Medical  Assistance. 

4.  Payment  for  Physicians’  Services 

The  supplementary  medical  insurance  program  of 
the  new  law  provides  that  beneficiaries  will  be  paid 
for  80  per  cent  (80%)  of  the  reasonable  costs  or 
charges  for  covered  services,  except  for  the  first  $50 
in  a calendar  year. 

The  services  covered  under  the  medical  insurance 
include: 

Physicians’  and  Surgeons’  Services:  no  matter 
where  rendered  — at  home,  in  the  doctor's  office, 
in  a clinic,  or  in  a hospital. 

Home  Health  Visits:  up  to  100  home  health  visits 
(i.e.  nursing  visits  when  patient  is  under  care  of 
a physician)  under  an  approved  plan  each  year 
with  no  need  for  prior  hospitalization.  This  is  in 
addition  to  the  100  visits  provided  under  the  hos- 
pital insurance  program. 

Other  Medical  and  Health  Services:  regardless  of 
where  rendered:  including  diagnostic  tests  (X-rays, 
etc.:  laboratory  services):  X-ray  or  radium  treat- 
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ments:  surgical  dressings,  splints,  casts;  certain 
ambulance  services:  braces,  artificial  legs,  arms, 
eyes;  rental  of  medical  equipment  such  as  iron 
lungs;  and  many  other  medical  items  and  services. 

The  federal  legislation  stipulates  that  the  bene- 
ficiary will  be  eligible  for  all  these  benefits  for  a 
premium  payment  of  $3  monthly  which  will  be 
matched  with  a S3  federal  subsidy.  After  two  years 
the  program  will  be  evaluated  to  determine  future 
courses  of  action  which  could  mean  increased  taxes, 
or  reduced  benefits. 

Since  the  American  Medical  Association  has 
called  a special  meeting  of  state  representatives  for 
October  1 for  discussion  of  all  phases  of  the  legis- 
lation. and  since  the  AMA  House  of  Delegates  will 
hold  a special  session  on  October  2 and  3,  your 
committee  will  undertake  its  study  of  payment  pro- 
cedures under  this  new  law  after  these  meetings. 

In  such  a study  your  committee  will  attempt  to 
establish,  by  a poll  of  the  membership  if  advisable, 
what  the  fair  and  reasonable  charges  are  currently 
for  physician  services  which  would  be  rendered  to 
beneficiaries  under  the  Health  Insurance  for  the 
Aged  Program,  and  it  will  also  consider  methods 
for  providing  automatic  changes  in  physicians’ 
charges,  relating  such  changes  to  an  accepted  pub- 
lic standard,  such  as  the  cost  of  living  index  of  the 
Department  of  Labor. 

Recommendation:  That  the  Committee  on  Medical 
Economics  be  authorized  to  continue  its  study  of 
payment  for  physicians'  services  under  the  new  fede- 
ral Health  Program  for  the  Aged  along  the  lines  in- 
dicated in  this  report  to  the  House. 

Committee  on  Medical  Economics 
Respectively  submitted: 

Stanley  D.  Simon.  M.D.,  Chairman 

ADVISORY  COMMITTEE  ON  SOCIAL  WELFARE 

Copies  of  a referred  Protocol  on  neighborhood 
clinics  is  available  for  the  members  of  the  House 
of  Delegates  of  the  Rhode  Island  Medical  Society 
so  that  they  may  familiarize  themselves  and  help 
the  Committee  on  Social  Welfare  in  Reviewing  and 
implementing  some  aspects  of  medical  care  for  the 
indigent  and  a suggested  program  brought  to  the 
Social  Welfare  Committee  for  advice. 

Data  on  Progress  for  Providence  was  given  to 
the  committee  to  review  for  suggestions  concerning 
the  medical  aspects  of  a suggested  program  of 
neighborhood  clinics  for  the  economically  disad- 
vantaged people  in  the  City  of  Providence.  The 
committee  studied  and  reviewed  an  eight  page  draft 
concerning  these  proposals  and  lively  discussion  en- 
sued concerning  how  best  indigent  people  could  be 
given  an  opportunity  to  develop  and  rehabilitate 
to  a finer  purpose  in  the  community. 

(Continued  on  Page  694) 
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Here’s  A 
New  Car 
Leasing  Service 
With  Special 
Advantages 
for  Physicians  A 


Convenience  — Peace  of  Mind  — You 
will  always  have  a car  when  you  lease 
with  us.  We  will  loan  you  a new  car 
when  your  regular  leased  car  is  getting 
maintenance  or  repair  service.  And 
maintenance  is  provided  free  under 
your  lease.  That’s  not  all.  Your  new, 
1965  car  comes  complete  with  registra- 
tion, plates  and  insurance  ($100,000/ 
$300,000).  Your  only  expense  is  gas. 

Tax  Advantages  completely  tax 
deductible  for  professional  use.  Other 
advantages  too.  Let  us  explain  details 
to  you  personally. 

Frees  Capital  Need  funds  for  equip- 
ment, new  office  space?  No  capital 
investment  needed  when  you  lease 
from  us.  Monthly  payments  are  low. 

Widest  Model  Selection  — Any  Buick, 
Cadillac,  Chevrolet,  Oldsmobile,  Pon- 
tiac, Any  Ford  or  Chrysler  product. 
Even  more  . . . you  can  select  any  other 
make  and  model  car.  Immediate  availa- 
bility. 

For  more  information  phone,  or  have  a 
representative  call  on  you.  Or,  visit  us 
yourself.  See  our  wide  selection  of  cars 
and  get  full  details  at  the  same  time. 

* Testimonials  from  doctors  already  leasing 
from  us  are  available  for  your  inspection. 


tecMM  Com,  //vc. 

635  Elmwood  Avenue,  Providence 
Phone:  467-6610 
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SOCIAL  WELFARE 

(Continued  from  Page  692) 

The  community  felt  that  rather  than  call  these 
so-called  Health  Centers,  that  perhaps  they  should 
be  called  “Social  Economic  Centers,”  with  their 
primary  function  being  to  train  and  educate  these 
people  to  better  utilize  their  hidden  resources  and 
talents. 

It  was  also  felt  that  from  the  standpoint  of  health, 
it  might  be  constructive  to  have  these  people  re- 
ferred to  a private  physician  in  the  area,  or  to 
whomever  or  whatever  physician  the  person  wished 
to  be  referred  to  after  he  had  been  seen  in  the  So- 
cial Economic  Center  and  it  had  been  determined 
that  he  should  see  a medical  foctor  for  his  medical 
problem.  The  local  physician’s  office  is  really  better 
equipped  physically  and  emotionally  to  meet  the 
person’s  health  problem  than  any  so-called  clinic 
that  might  be  set  up  on  a temporary  or  longer 
standing  basis.  The  key  point  to  this  thought  would 
be  to  see  to  it  through  the  personnel  at  the  Social 
Economic  Center,  that  this  patient  was  not  merely 
given  a card  or  the  name  of  a physician,  but  to  per- 
sonally make  this  appointment  for  the  person  when- 
ever it  is  needed,  and  to  even  accompany  the  per- 
son to  the  physician’s  office,  if  needed  and  in  gene- 
ral be  effective  in  seeing  to  it  that  the  physicion’s 
recommendations  for  the  person  are  carried  through 
and  formalized. 

The  committee  suggested  that  the  Social  Econom- 
ic Centers  might  prepare  a list  of  medical  doctors 
in  each  neighborhood  who  have  indicated  their  wil- 
lingness to  participate  in  this  community  program. 
The  Social  Economic  Centers  might  include  a medi- 
cal director  in  each  neighborhood  Social  Economic 
Center  to  sene  as  a liaison  officer  between  the 
Center  and  these  participating  physicians.  It  might 
be  well  to  note  that  this  suggestion  already  exists 
currently  in  the  Department  of  Social  Welfare  in 
Rhode  Island  wherein  the  medical  director  for  the 
indigent  care  programs  serves  as  the  liaison  officer 
between  the  patients  and  their  programs  and  the 
physician  in  the  community  through  the  local  Rhode 
Island  Medical  Society  and,  in  particular  through 
the  Medical  Society’s  committee  on  Social  Welfare. 
The  Department  of  Social  Welfare  makes  every  ef- 
fort to  have  these  people  obtain  and  hold  their  pri- 
vate physician.  It  is  this  basis  of  mutual  respect 
and  helpfulness  which,  if  maintained  in  these  neigh- 
borhood clinics,  would  be  most  advantageous  to 
serve  the  needs  of  patients  involved. 

The  committee  also  asked  that  when  these  pa- 
tients are  referred  to  the  physician  — who  pays 
for  the  medicines  prescribed?  Who  will  pay  for  the 
physician's  fees  and  will  the  program  provided  for 
follow-up  payments  pertaining  to  suggestions  made 
by  the  physician  for  necessary  examinations,  tests 
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and  other  medical  help  that  these  people  will  need 
to  rehabilitate  themselves  medically  before  they  are 
able  to  take  advantage  of  the  social  economic  help 
necessary  to  them. 

The  committee  is  very  interested  in  continuing 
to  help  people  in  the  community;  however,  the 
members  expressed  their  very  deep  concern  about 
the  increasingly  questionable  effect  that  Federal 
funds  and  programs  might  have  on  already  func- 
tioning local  and  state  program  planning.  Some- 
times these  new  programs  are  more  harassing  than 
beneficial  in  that  they  do  not  get  to  the  nucleous 
of  the  problem.  At  times  there  seems  to  be  an  al- 
leviation and  fragmentation,  the  piling  of  new  pro- 
grams on  new  programs,  the  continuing  expansion 
of  projects  and  demonstrations  and  a proliferation 
of  superficial  progress  at  the  expense  of  soundly 
strengthening  basic  services. 

The  Economic  Opportunity  Act  Programs  set  up 
to  service  severe  long  standing  problems  through 
screening,  detection  and  early  care  in  themselves 
are  laudatory.  However,  the  committee  questions 
these  programs  in  their  relationship  to  their  lasting 
effect  in  the  manner  of,  will  they  be  long  lasting 
or  can  they  be  dropped  on  short  notice,  in  other 
words,  is  it  possible  or  even  probable  that  funds  will 
not  be  available  to  pay  for  medical  care  for  these 
people  once  these  problems  again  have  been  brought 
to  the  surface. 

It  was  the  unanimous  opinion  of  the  committee 
that  poverty  funds  would  be  put  to  a more  con- 
structive use  if  there  could  be  more  communication 
between  the  basic  programs,  the  various  agencies 
attempting  to  service  these  programs  and  the  medi- 
cal profession  whose  main  function  is  to  treat  the 
health  needs  of  people. 

Respectfully  submitted, 

Peter  L.  Mathieu,  Jr.,  M.D. 

Chairman 

CHILD  SCHOOL  HEALTH  COMMITTEE 

Two  meetings  of  the  Child  School  Health  Com- 
mittee were  held.  The  first  meeting  took  place  on 
May  11,  1965.  Dr.  Joseph  Cannon,  State  Director 
of  Health,  was  present  to  help  in  discussing  the 
question  of  mass  immunization  against  measles. 
The  issue  was  discussed  at  length  by  the  members 
of  the  Committee,  who  were  in  agreement  that  a 
mass  immunization  appeared  neither  necessary  nor 
acceptable.  It  was  felt  that  a survey  of  the  child- 
hood population  in  regard  to  measles  immunization 
was  in  order  first.  Dr.  Cannon  stated  that  such  a 
survey  would  be  attempted  in  the  near  future. 

Project  Head  Start  was  explained  by  the  members 
of  the  Committee  who  were  directly  involved  in 
the  project,  for  the  edification  of  the  other  members. 

The  second  meeting  was  held  on  June  18,  1965. 
Dr.  Herman  Marks,  president  of  the  Academy  of 
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Pediatrics,  Chapted  of  R.I.,  reported  on  a proposed 
Child  Care  Clinic,  sponsored  by  the  Salvation 
Army,  which  he  has  served  for  over  a decade,  to 
be  expanded  to  offer  services  under  the  Economic 
Opportunity  Act  of  1964.  He  asked  for  approval 
of  the  Plan  for  the  Society.  It  was  agreed  that  such 
a clinic  would  serve  a useful  purpose  if  operated 
on  the  basis  outlined  by  Dr.  Marks. 

Along  with  Dr.  George  Taft,  Mr.  V.  Sherlock, 
Supervisor  of  Special  Education  for  Handicapped 
Children  in  R.I.  and  Mr.  E.  C.  Sammartino,  legal 
counsel  of  the  State  Health  Department,  were  in- 
vited to  discuss  the  legal  problems  presented  by  the 
release  of  complete  medical  evaluation  reports.  In 
particular,  reports  from  the  mentally  retarded  clinic, 
to  school  officials.  Mr.  Sammartino  agreed  to  pre- 
pare a general  consent  release  form  for  possible  use 
by  physicians  and  clinics 

Rudolf  A.  Jaworski,  M.D. 

Chairman 

COMMITTEE  ON  MEDICAL  ASPECTS  OF  SPORTS 

I have  the  pleasure  of  reporting  to  you  that  the 
Fourth  Annual  Conference  on  the  Medical  Aspects 
of  Sports  was  held  at  the  University  of  Rhode  Is- 
land, Kingston,  Rhode  Island,  on  August  19  and  20, 
1965.  I am  extremely  happy  to  be  able  to  report 
that  the  Conference  was  highly  successful.  Regis- 
trants for  the  Conference  came  from  23  different 
states  and  some  also  came  from  Canada.  Well  over 
200  persons  attended  the  Conference,  among  whom 
were  team  physicians  from  various  colleges,  uni- 
versities, and  secondary  schools.  Many  physical 
training  instructors  and  school  nurses  also  attended. 

The  faculty  included  such  nationally  known  fig- 
ures as  Professor  Joseph  Markee,  Head  of  the  De- 
partment of  Anatomy  of  the  Duke  University 
School  of  Medicine;  Professor  Jack  Hughston  of 
the  University  of  Georgia  Medical  School;  Frank 
Weichec,  head  Trainer  of  Temple  University  and 
Head  of  the  Department  of  Physical  Education  of 
the  same  University;  and  Frank  Kavanagh,  Head 
Trainer  of  Cornell  University.  The  faculty  also  in- 
cluded many  of  the  residents  of  R.I.  who  are  in- 
terested in  Sports  Medicine  and  Sports  Training. 

On  the  social  side  a cocktail  party  at  the  Dunes 
Club  followed  by  a dinner  at  the  Sweet  Meeadows 
were  held  for  the  faculty  of  the  Conference.  A typi- 
cal New  England  Clam  Bake  was  held  on  Thursday 
evening,  August  19,  1965,  for  all  of  the  registrants 
and  their  families. 

Because  of  the  fact  that  the  meeting  was  con- 
sidered very  successful,  Mr.  Maurice  Zarchen,  Di- 
rector of  Athletics  at  the  University  of  Rhode  Is- 
land, and  the  Chairman  of  the  Committee  on  the 
Medical  Aspects  of  Sports  of  the  Rhode  Island 


Medical  Society,  decided  to  hold  the  meeting  again 
during  the  summer  of  1966. 

Respectfully  submitted: 

A.  A.  Savastano,  M.D. 

Chairman 

SPECIAL  COMMITTEE  ON  HOSPITALIZATION 
OF  MUNICIPAL  EMPLOYEES  OF  THE 
CITY  OF  PROVIDENCE 

The  Committe  held  several  meetings  to  discuss 
the  problems  created  by  the  administrative  practice 
of  the  City  of  Providence  of  limiting  full  payment 
for  hospitalization  of  municipal  employees  to  one 
Providence  hospital. 

Late  in  the  Spring  of  1965  the  full  committee 
met  with  Mayor  Joseph  A.  Doorley.  The  nature  of 
the  problem  was  explained  to  the  Mayor.  He  ex- 
pressed his  interest  in  giving  to  the  employees  free 
choice  of  physician  and  hospital  if  this  could  be 
arranged  in  a manner  consistent  with  tthe  financial 
problems  of  the  City. 

It  was  recently  announced  that  all  employees  of 
the  City  of  Providence  will  be  given  fully  paid 
Blue  Cross  (full  semi-private  plan)  and  Physicians 
Service  (Plan  A)  effective  October  1,  1965. 

Your  Committee  has  been  informed  that  prelim- 
inary negotiations  are  being  held  to  explore  the  pos- 
sibi'ity  of  initiating  Physicians  Service  Plan  B for 
employees  of  the  Fire  and  Police  Departments  on 
a voluntary  basis. 

Respectfully  submitted, 

Seebert  J.  Goldowsky,  M.D. 

Chairman 

PHYSICIANS  & INSURANCE  CARRIERS 
COMPENSATION  COMMITTEE 

I wish  to  report  to  you  that  since  I was  appointed 
C hairman  of  the  above-named  Committee  two  meet- 
ings were  held  to  discuss  two  different  cases  at  the 
request  of  two  physicians.  In  each  case  the  physi- 
cian felt  that  the  inuurance  carrier  had  been  un- 
just in  refusing  to  honor  in  full  statements  submit- 
ted by  the  doctors.  In  one  case  the  Committee  felt 
that  the  physician's  charges  were  not  in  accordance 
with  the  usual  charges  made  for  such  services  in 
this  community.  In  the  other  case  the  Committee 
felt  the  physician  was  justified  in  making  the 
charges  that  he  did.  In  both  cases  the  physicians 
were  advised  in  writing  of  the  conclusions  reached 
by  the  Committee. 

Respectfully  submitted, 

A.  A.  Savastano,  M.D. 

Chairman 


DERMAQUIZ  ANSWERS 
(ISee  Page  648) 

(Left)  Diagnosis:  Pemphigus  erythematosus. 
(Right)  Diagnosis:  Neurofibromatosis  (Von 

Recklinghausen’s  disease). 
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SCANNING  THE  MEDICAL  LITERATURE 


VACCINE  THERAPY  IN  RECLRRENT  HER- 
PES SIMPLEX.  Arthur  B.  Kern  and  Bencel  L. 
Schiff.  Arch.  Dermat.  89:844,  1964. 

Recurrent  herpes  simplex  is  a disorder  which, 
although  relatively  innocuous,  can  be  emotionally 
and  cosmetically  quite  disturbing  to  the  patient. 
Previous  attempts  at  prevention  of  these  attacks 
have  generally  involved  a non-specific  approach. 
The  investigation  being  reported  included  use  of  a 
specific  herpes  virus  vaccine  in  a double  blind  study. 

The  vaccine  was  prepared  from  tissue  cultures 
of  infected  kidney  cells  from  3 week  old  rabbits. 
The  control  group  received  Hank's  balanced  salt 
solution  with  enough  phenol  red  to  match  the  color 
of  the  vaccine.  Neither  the  patient  nor  physician 
knew  which  of  the  preparations  was  being  adminis- 
tered. Injections  were  given  at  two-week  intervals, 
starting  with  O.lcc  and  followed  by  0.25cc,  0.50cc, 
0.60cc,  0.75cc  and  l.Occ.  The  l.Occ  dose  was  re- 
peated until  generally  10  injections  in  all  had  been 
given. 

Fifty-two  patients  are  included  in  the  results.  Of 
the  23  who  had  received  the  active  vaccine,  16 
(69.6%)  were  improved:  of  the  29  control  subjects. 
22  (75.8%)  were  improved. 

It  is  concluded  that  the  benefit  observed  is  the 
result  of  psychotherapeutic  effects. 

PHYSICAL  BASIS  FOR  RESTRICTION  OF 
PARTICIPATION  IN  SPORTS.  A.  A.  Sava- 
stano.  J.  Maine  M.A.  55:146:146,1964. 

This  article  deals  with  problems  affecting  the 
athlete.  Not  infrequently  athletes  become  affected 
with  certain  physical  limitations  which  cause  them 
to  become  disqualified  from  participation  in  or- 
ganized sports.  The  author  specifically  states  that 
any  athlete  who  has  lost  one  of  paired  organs  should 
be  disqualified  from  participating  in  sports.  In  re- 
ference to  head  injuries  he  states  that  any  boy  who 
has  sustained  one  severe  concussion  or  three  minor 
ones  should  be  disqualified  from  participation  in 
sports.  Boys  having  long  necks  are  much  more 
prone  to  injury  than  those  with  short  necks  and 
should  therefore  be  disqualified.  The  author  com- 
ments on  such  conditions  as  wry  neck,  ruptured  in- 
tervertebral disks,  acromioclavicular  separations, 
recurrent  dislocation  of  the  shoulder,  curvature  of 
the  spine,  diseases  of  the  spine,  spondylolisthesis, 
sacralization,  and  lumbarization.  as  well  as  old  con- 
genital dislocated  hips,  Legg-Perthes  disease,  and 
slipped  upper  femoral  epiphyses.  Torn  internal 


semilunar  cartilage  of  the  knees  and  torn  collateral 
ligaments  are  also  discussed. 

EXPERIENCES  WITH  THE  HARRINGTON 
INSTRUMENTATION  METHOD  IN  THE 
TREATMENT  OF  IDIOPATHIC  SCOLIOSIS. 
Journal  International  College  of  Surgeons.  42:421, 
October,  1964.  A.  A.  Savastano,  M.D.,  J.  B. 
Thayer,  M.D.,  T.  K.  Gibson.  M.D. 

The  authors  present  15  cases  of  idiopathic  sco- 
liosis in  which  the  Harrington  instrumentation 
technique  was  employed  as  treatment.  In  all  but 
one  case  the  original  correction  was  maintained  for 
at  least  16  months  after  the  operation.  In  one  pa- 
tient the  rod  had  to  be  removed.  There  were  no 
cases  of  pseudoarthrosis,  and  in  no  case  did  the  rods 
break  or  the  hooks  become  loose.  There  were  no 
postoperative  infections.  There  was  one  major  com- 
plication which  has  largely  cleared  up.  In  the  au- 
thors' opinion  this  operation  should  not  be  per- 
formed by  beginners  as  it  is  a formidable  undertak- 
ing. In  this  type  of  operation  the  patient  is  much 
more  comfortable  than  in  the  previously  used  me- 
thods of  treatment.  The  correction  can  be  accom- 
plished very  effectively  at  the  time  of  the  operation 
while  the  patient  is  under  anesthesia. 

THE  NAIL  IN  DARIER’S  DISEASE.  F.  Ron- 
chese.  Arch.  Dermat.  91:617.  1965. 

Fragility,  splintering,  fissuring  of  the  nails,  lon- 
gitudinal discolorations,  and  subungual  dyskera- 
toses are  important  features  of  Dairer's  disease. 

TECHNIQUE  AND  MANAGEMENT  OF  TEM- 
PORARY GASTROSTOMY.  J.  Murray  Beards- 
ley, Clarence  H.  Soderberg,  Jr.,  and  Edward  H. 
Smith.  Arch.  Surg.  88:461,  1964. 

During  a five-year  period  from  January  1,  1958 
to  January  1,  1963  at  Rhode  Island  Hospital,  tem- 
porary gastrostomy  was  carried  out  in  478  cases 
requiring  gastric  decompression.  Seventy  per  cent 
of  the  patients  were  over  the  age  of  60  and  42  per 
cent  over  70.  The  complications  of  gastrostomy 
that  have  been  reported  can  usually  be  attributed 
to  improper  technique  in  performing  the  operation. 
Since  the  procedure  is  relatively  simple,  too  little 
emphasis  has  been  given  to  the  technical  details  of 
carrying  it  out. 

The  puncture  wound  in  the  stomach  is  made  with 
a pointed  hemostat  to  avoid  bleeding  from  the  gas- 
tric wall  and  a No.  20  or  22  French  catheter  is 
(Continued  on  Page  698) 
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Happily,  but 

not  all  your  patients  for  those  who  are . . . 

are  overweight 


Bamadex 

d-amphetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 

Sequels 

Sustained  Release  Capsules 

Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitable  and  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


6209 


698 


RHODE  ISLAND  MEDICAL  JOURNAL 


SCANNING  LITERATURE 

(Continued  from  Page  696) 

inserted  and  neld  with  two  2-0  chromic  purse  string 
sutures.  The  stomach  is  sutured  to  the  peritoneum 
and  the  catheter  is  brought  through  the  abdominal 
wall  in  an  oblique  manner  to  assure  prompt  closure 
of  the  sinus.  The  catheter  should  be  carefully  tested 
before  closing  the  abdominal  incision.  The  manage- 
ment of  the  gastrostomy  varies  with  each  individual 
case  and  depends  upon  the  return  of  gastric  func- 
tion. the  measurement  of  gastric  residual,  and  other 
factors.  The  gastrostomy  tube  can  be  clamped  on 
the  first  postoperative  day  and  does  not  limit  am- 
bulation. 

In  the  reported  series,  there  were  no  cases  of  post- 
operative hemorrhage.  Removal  of  the  tube  was 
almost  invariably  followed  by  closure  of  the  sinus 
tract  within  24  hours.  There  was  a suggestion  of 
peritoneal  reaction  following  the  removal  of  only 
one  tube  which  was  manifested  by  local  pain  and 
discomfort  for  24  hours. 

In  addition  to  reducing  morbidity  and  mortality, 
another  important  consideration  is  the  added  com- 
fort that  is  given  to  every  patient  on  whom  gas- 
trostomy is  performed,  thus  contributing  to  a 
smoother  and  more  satisfactorv  convalescence. 
CARDIAC  DISEASE  IN  FRIEDREICH’S 

ATAXIA.  Edward  J.  Gauthier.  Ann.  Int.  Med. 

60:892,  1964. 

A case  of  Friedreich  s Ataxia  with  cardiac  involv- 


NEW . . . ! 

LONG-TERM  DISABILITY  INSURANCE 


Guaranteed  Renewable  To  Age  70  For 
Those  Who  Need  Amounts  In  Addition 
To  the  Rhode  Island  Medical  Society’s 
Underlying  Group  Plan. 


Physicians  in  good  health  under  age  65,  now  may 
apply  for  amounts  up  to  $225.00  weekly,  in  addition 
to  benefits  now  provided.  Benefits  payable  at  option 
of  the  insured  for  1 year,  2 years,  5 years,  10  years, 
to  age  70,  OR  FOR  LIFE  ! ! ! 


Rhode  Island  Physicians  need  not  go  out  of  Rhode 
Island  nor  purchase  mail-order  insurance  to  have  the 
BEST  in  Disability  Insurance!  We  have  yet  to  see  a 
mail-order  or  individual  policy  with  benefits  and 
value  superior  to  this  one. 

For  further  information,  send  us  your  name,  address, 
and  date  of  birth. 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  R.  I.  TEmple  1-48B3 


ment  in  a white  23  year  old  male  is  described. 

Cardiac  manifestations  were  primarily  dyspnea, 
tachycardia,  cardiac  murmurs,  in  association  with 
atrial  arrhythmias.  After  digitalization,  electro- 
cardiographic T wave  changes,  and  heart  murmurs 
remained.  Heart  size  on  chest  X-Ray  was  normal. 
The  features  diagnostic  of  Friedreich's  Ataxia  were 
kypho-scoliosis,  equinovarus  foot,  bilateral  cere- 
bellar signs,  loss  of  position  and  vibration  sense  in 
the  legs,  and  absent  deep  tendon  reflexes  with  bi- 
lateral planta  extensor  responses.  No  family  history 
of  ataxia  or  heart  disease  was  obtained. 

Review  of  the  English  literature  revealed  that 
cardiac  involvement  in  Friedreich’s  Ataxia  is  fre- 
quently present,  and  that  the  usual  autopsy  find- 
ings are  chronic  myocarditis  and  left  ventricular 
hypertrophy.  During  life  the  changes  are  usually 
manifested  only  in  the  cardiogram. 

The  reason  for  this  association  is  not  clear.  Some 
authors  feel  that  coronary  atherosclerosis  occurs 
precociously  in  these  patients.  Most  authors  feel 
that  there  is  a genetic  basis  for  the  association. 
Families  have  been  described  in  which  certain  mem- 
bers have  died  of  cardiomegaly  at  a young  age  some 
with  and  some  without  the  ataxia  during  life. 

PSYCHOLOGICAL  RESPONSES  IN  THE  HU- 
MAN TO  INTRACEREBRAL  ELECTRICAL 
STIMULATION,  George  F.  Mahl,  Ph.D.,  Albert 
Rothenberg,  Jose  M.  R.  Delgado,  and  Hannibal 
Hamlin.  Psychosom.  Med.  26:337,  July-Aug.,  pt. 
1,  1964. 

Two  multilead  needle  electrodes  were  implanted 
within  the  left  temporal  lobe  of  a young  woman 
with  intractable  psychomotor  epilepsy.  A multilead 
plate  electrode  was  placed  on  the  inferior-lateral 
surface  of  her  left  frontal  lobe.  EEG  tracings  were 
recorded  from  and  electrical  stimuli  were  adminis- 
tered, with  certain  controls,  through  these  electrodes 
during  four  unstructured  interviews. 

Stimulations  in  the  plate  electrode  produced  no 
observable  responses.  Stiimulations  at  points  in 
both  depth  electrodes,  within  the  temporal  lobe, 
produced  two  distinct  kinds  of  ideational  experi- 
ences: (1)  The  subject  said  people  <;came  to  her 
mind’’  and  seemed  to  be  speaking.  The  experiences 
seemed  to  vary  from  thoughts,  to  vivid  memories, 
to  hallucinations.  (2)  A word  or  expression  “came 
to  her”  but  nobody  was  saying  it.  The  words  were 
sometimes  remembered  expressions,  nonsense  words, 
and  “dirty”  wrnrds  and  at  times  the  subject  could 
not  or  would  not  describe  them.  The  ideational 
experiences  resulted  from  sharply  localized  stimu- 
lation. They  were  associated  with  evoked,  but  not 
spontaneous,  electrical  seizure  activity. 

The  use  of  the  interview  and  careful  study  of  the 
recordings,  however,  permitted  the  discovery  that 
the  content  of  the  ideational  experiences  was  often 
(Continued  on  Page  700) 
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On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine'  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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SCANNING  LITERATURE 

(Continued  from  Page  698) 

related  to  the  patient's  mental  content  just  before 
or  at  the  time  of  stimulation.  Minimally,  this  dis- 
covery requires  certain  modifications  in  Penfield’s 
theoretical  interpretations.  Maximally,  it  leads  to 
quite  different  interpretations.  Certain  alternative 
hypotheses,  extensions  of  Freud's  metapsychologv, 
are  discussed.  The  mutual  implication  of  psycho- 
analysis and  temporal-lobe  stimulation  studies  for 
each  other,  emphasized  by  Kubie,  is  noted. 

PILAR  ABSCESS  OF  THE  TOE.  Arthur  B.  Kern. 

Arch.  Dermat.  90:191,  1964. 

A new  entity,  referred  to  as  pilar  abscess  of  the 
toe.  is  reported.  The  patient  was  a male  hairdresser 
who  presented  a tender  mass  on  one  toe.  Paring  of 
this  tumor  disclosed  a cavity  containing  a pool  of 
purulent  material  in  the  center  of  which  was  a long 
curled  up  hair.  It  is  believed  that  the  lesion  re- 
sulted from  a customer’s  hair  which  had  been 
forced  into  the  skin,  thereby  producing  a foreign 
body  reaction.  It  is  postulated  that  this  tumor  of 
the  toe  is  comparable  to  the  ‘'barber’s  interdigital 
pilonidal  sinus,”  a foreign  body  reaction  occurring 
in  and  about  the  web  spaces  of  the  hands  of  bar- 
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bers  due  to  short,  cut  hairs  becoming  imbedded  in 
the  skin. 

CRYSTALS  OF  CALCIUM  OXALATE  IN  KID- 
NEYS IN  UREMIA.  Herbert  Fanger,  and  Al- 
fredo Esparza.  Am.  J.  Clin.  Path.  41:597,  1964. 
Examination  of  histologic  slides  of  Kidney  from 
381  successive  autopsies  revealed  crystals  of  cal- 
cium oxalate  in  6.2  per  cent.  The  crystals  were 
located  in  the  tubular  system  and  were  recognized 
on  the  basis  of  their  characteristic  structure.  They 
were  round  and  had  numerous  radiating  striae  in 
a spoke-wheel  pattern.  They  rarely  had  a concen- 
tric laminated  appearance.  Still  more  infrequent 
was  an  arrangement  like  sheaves  of  wheat  or  similar 
to  the  crystals  that  have  been  found  in  patients  re- 
ceiving “sulfa"  therapy.  The  crystals  were  bi-re- 
fringent  when  examined  under  polarized  light.  The 
chemical  nature  of  the  crystals  was  determined  by 
micro-incineration  and  related  technics. 

The  crystals  occurred  in  patients  with  uremia, 
frequently  of  pre-renal  origin,  and  in  association 
with  diseases  of  liver  and  pancreas  and  in  shock. 

The  origin  of  the  crystals  of  oxalate  is  not  cer- 
tain and  may  be  related  to  ( 1 ) retention  of  calcium 
oxalate  resulting  from  oliguria,  or  to  (2)  an  ab- 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 


of  the 

Providence  Medical  Association 


IMPORTANT  DATES  TO  REMEMBER 


Monday,  January  3 

Wednesday,  January  12 
Thursday,  January  13 
Wednesday,  January  26 
Monday,  February  7 

Saturday,  March  5 
Monday,  March  7 

Monday,  March  14 — - 
Thursday,  March  17 
Wednesday,  March  30 
Monday,  March  28 — 
Wednesday,  March  30 
Monday,  April  4 

Thursday,  April  14 
Monday,  April  18 — 
Friday,  April  22 
Monday,  April  25 — 
Wednesday,  April  27 
April  26-28 
Sunday,  May  1 — 
Thursday,  May  5 
Sunday,  May  1 — 
Tuesday,  May  3 
TUESDAY,  MAY  10 
and 

WEDNESDAY,  MAY  11 

Monday,  May  16 — 
Thursday,  May  19 
Thursday,  May  19 — 
Saturday,  May  2 1 
Sunday,  May  22 — 
Wednesday,  May  25 

Sunday,  June  26 — 
Thursday,  June  31 
August  29-September  1 
September  23-October  1 
October  1-5 
Sunday  October  9 — 
Saturday,  October  1 5 
October  9-15 
Friday,  October  21 — 
Sunday,  October  23 
October  23-October  27 
October  31 -November  3 
Monday,  November  7 
Sunday,  November  27 — 
Wednesday,  Nov.  30 
Monday,  December  5 


PROVIDENCE  MEDICAL  ASSOCIATION.  (Annual  Meeting)  Medical 
Library.  8:30  p.m.  Speaker:  Stephen  M.  Krane,  M.D.  of  Boston. 

Pediatric  Conference,  R.I.  Hospital. 

Providence  Surgical  Society,  Evening. 

HOUSE  OF  DELEGATES,  R.I.  Medical  Society.  Medical  Library.  3 p.m. 
PROVIDENCE  MEDICAL  ASSOCIATION.  Medical  Library,  8:30  p.m. 
Speaker:  Jordan  J.  Cohen,  M.D.,  of  Providence. 

Medical  Ethics  Conference  of  A M A.  At  Chicago. 

PROVIDENCE  MEDICAL  ASSOCIATION.  Medical  Library,  8:30  p.m. 
Speaker:  Hilton  Salhanick,  M.D.,  of  Boston. 

Section  Meeting,  College  of  Surgeons.  At  Cleveland. 

R.I.  Heart  Association  Seminar.  All  Day. 

New  England  Hospital  Assembly.  Boston,  Mass. 

PROVIDENCE  MEDICAL  ASSOCIATION.  Medical  Library,  8:30  p.m. 
Speaker:  Mortimer  Lipsett,  M.D.,  of  Bethesda,  Md. 

Providence  Surgical  Society.  Evening 

College  of  Physicians.  At  New  York  City. 

American  Academy  of  Pediatrics  (Spring  Meeting).  At  Montreal,  Canada. 
Connecticut  State  Medical  Society.  At  Hartford. 

American  College  of  Obstetrics  and  Gynecology.  Annual  Meeting.  At  Chicago. 
American  Society  for  Clinical  Investigation.  At  Atlantic  City,  N.Y. 


RHODE  ISLAND  MEDICAL  SOCIETY.  ANNUAL  MEETING.  AT  THE 
SHERATON  BILTMORE  HOTEL,  Providence. 

Massachusetts  Medical  Society.  At  Boston. 

N.E.  Orthopedic  Society.  At  Newport,  R.I. 

New  Hampshire-Vermont  (Combined  meeting).  At  Wentworth-by-the-Sea, 
Portsmouth,  N.H. 

American  Medical  Association.  Annual  Meeting.  At  Chicago. 

American  Hospital  Association.  At  Chicago. 

American  Society  of  Clinical  Pathologists.  At  Chicago. 

American  Society  of  Anesthesiologists.  At  Philadelphia. 

American  Academy  of  General  Practice.  At  Boston. 

College  of  Surgeons  (Annual  Meeting).  At  San  Francisco. 

American  Heart  Association.  At  New  York  City. 

American  Academy  of  Pediatrics.  At  Chicago. 

American  Public  Health  Association.  At  San  Francisco. 

PROVIDENCE  MEDICAL  ASSOCIATION.  Medical  Library,  8:30  p.m. 

American  Medical  Association.  (Clinical  Session).  At  Las  Vegas. 
PROVIDENCE  MEDICAL  ASSOCIATION.  Medical  Library,  8:30  p.m. 
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normality  in  metabolism  of  glycine,  or  to  (3)  both 
mechanisms.  Such  instances  should  be  distinguished 
from  generalized  familial  oxalosis,  in  which  many 
organs  are  involved  and  renal  oxalate  stones 
develop. 

PROLONGED  TUBE  FEEDING.  Nathan  Sonkin. 
M.  Times  92:97,  1964. 

Tube  feeding  is  the  best  available  method  for 
long  term  artificial  nutrition.  Although  it  has  many 
disadvantages  such  as  anorexia,  nausea,  vomiting, 
abdominal  distention,  and  diarrhea  or  constipation, 
it  can  maintain  life  for  a long  time.  Frequently 
serious  complications  such  esophogeal  ulceration, 
aspiration  pneumonia  and  gastric  trauma  or  hemorr- 
hage occur. 

A patient  is  discussed  in  whom  adequate  nutri- 
tion was  maintained  for  two  and  one  half  years  in 
the  patient’s  home  solely  by  means  of  tube  feeding. 
Reference  to  current  literature  has  failed  to  reveal 
any  other  instance  in  which  tube  feeding  sustained 
life  for  such  a long  period. 

FETAL  SALVAGE  IN  ABRUPTIO  PLANCEN- 
TAE  IN  A SMALL  COMMUNITY  HOSPITAL. 
Stanley  D.  Davies.  Trans.  New  England  Obst.  & 
Gynec.  Soc.,  17:77.  1963. 


In  1951  with  the  opening  of  the  Kent  County 
Memorial  Hospital  as  a small  community  hospital 
of  150  beds  there  was  a shortage  of  personnel  and 
laboratory  facilities.  Because  of  this,  in  the  first 
few  months  there  was  a tendency  to  intervene 
promptly  with  delivery  by  Cesarean  Section  in 
cases  of  abruptio  placenta  before  a serious  degree 
of  shock  occurred.  Whereas  this  was  done  chiefly 
in  the  interest  of  the  mother,  it  was  soon  noted  that 
a good  fetal  salvage  rate  was  being  obtained  also. 
The  author  reviewed  the  first  100  cases  of  abruptio 
placentae  in  the  hospital  and  found  that  of  these 
44  were  delivered  vaginally  and  55  by  Cesarean 
Section.  There  was  a fetal  loss  of  24  but  of  these 
24  there  were  no  fetal  heart  sounds  audible  on 
admission  in  22.  There  were  only  two  neonatal 
deaths  and  one  of  these  infants  had  multiple  anoma- 
lies incompatible  with  life.  This  meant  that  in  the 
patients  admitted  to  the  hospital  with  a living  fetus 
the  perinatal  loss  was  only  2%  which  is  very  low 
for  a maternal  complication  that  is  usually  so  lethal 
to  the  fetus. 

ft  was  also  shown  that  in  the  cases  of  fetal  death 
there  was  a definite  correlation  with  inadequate 
prenatal  care.  From  this  it  was  concluded  that  with 
improved  prenatal  care  and  prompt  hospitalization 
('Continued  on  next  page) 
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with  the  early  symptoms  and  signs  of  abruptio  pla- 
centa there  should  be  an  excellent  fetal  salvage. 
There  were  no  maternal  deaths  and  there  was  no 
case  of  irreversible  shock  with  the  delayed  compli- 
cations of  anuria  or  afibrinogenemia.  The  most 
serious  case  required  only  five  transfusions  and  no 
cases  required  the  administration  of  fibrinogen. 


HOUSE  OF  DELEGATES 

(Concluded  from  Page  684) 

of  the  Society.  He  reviewed  the  highlights  of  the 
Conference,  and  stated  that  its  accomplishments 
were  vague,  but  the  press  had  given  much  publicity 
to  the  prepared  addresses  of  speakers.  The  main 
theme  appeared  to  be  further  action  on  medical 
education,  and  environmental  health  with  emphasis 
on  air  and  water  pollution. 

R1MPAC  Luncheon-Meeting 
Doctor  Reid  called  attention  to  a mailing  going 
out  to  the  membership  of  the  Society  for  a luncheon- 
meeting at  the  Colony  Motel  in  Cranston  under  the 
auspices  of  the  Rhode  Island  Medical  Political  Ac- 
tion Committee  at  which  Governor  John  H.  Chafee 
and  Mayor  of  Providence.  Joseph  A.  Doorley.  would 
be  the  speakers.  He  urged  members  of  the  House 
to  attend,  and  to  stimulate  attendance  by  members 
of  the  Society  in  the  intervening  two  week  period. 


HEALTH  HAVENS 

NURSING  HOME 


CONVENIENTLY  SERVING 
GREATER  PROVIDENCE,  PAWTUCKET, 
CRANSTON,  EAST  PROVIDENCE  and 
EAST  BAY  COMMUNITIES 

ETHICAL,  PROFESSIONAL  SERVICE 

Registered  Nurses  Always 
Dietician  Supervised  Food  Services 
Nationally  Accredited 

100  WAMPANOAG  TRAIL 
EAST  PROVIDENCE,  R.  I. 
438-4275 


Medical  Library  Assistance  Act 
Dr.  S.  J.  Goldowsky  cited  the  major  provisions 
of  the  recently  enacted  federal  Medical  Library 
Assistance  Act,  and  he  presented  the  following 
Resolution,  and  moved  its  adoption: 

Resolved,  that  this  House  of  Delegates  authorize 
the  Council,  and  the  Committee  on  the  Library,  to 
make  inquiries  and  to  take  appropriate  action  re- 
specting the  availability  of  funds  under  the  new 
federal  Medical  Library  Assistance  Act. 

The  motion  was  seconded  and  voted. 

Adjournment 

The  meeting  was  adjourned  at  5:30  p.m. 

Respectfully  submitted: 

Michael  DiMaio,  M.D. 

Secretary 


PROVIDENCE  MEDICAL 

(Concluded  from  Page  654) 

anoxia  of  the  capillary  beds.  If  this  continues  sys- 
temic invasion  by  intestinal  gram  negative  bacteria 
and  their  endotoxic  products  eventually  will  occur. 
He  stated  that  the  rationale,  therefore,  in  the  early 
or  prophylactic  use  of  Dibenzyline  (an  adrenergic 
blocking  agent)  is  to  overcome  the  vasospasm  in  the 
splanchnic  circulation  if  given  early  into  the  ab- 
dominal aorta  while  an  adequate  circulating  blood 
volume  still  exists.  Broad  spectrum  antibiotics  over 
a sustained  period  of  time  combat  the  sepsis  which 
is  either  the  initiating  factor  in  the  production  of 
shock  or  the  result  of  prolonged  shock. 

The  clinical  use  of  steroids  is  at  present  empirical 
but  Dr.  Fine,  citing  certain  unpublished  studies, 
theorized  that  the  action  of  this  agent  reestablishes 
the  chemical  and  physiologic  state  of  the  vascular 
musculature  not  only  leading  to  competence  of  the 
functional  tone  of  this  smooth  muscle  for  an  ade- 
uate  venous  return  but  also  resulting  in  the  replace- 
ment of  large  quantities  of  ions  and  water  into  the 
circulation. 

Dr.  Fine  feels  that  the  future  holds  great  promise 
for  better  clinical  results  in  ‘‘Septic  Shock"  and 
that  expense  (540  dollars  is  the  present  cost  of  a 
therapeutic  dose  of  Dexamethasone)  is  only  a tem- 
porary limiting  factor. 

An  interested  audience  which  included  many  of 
Dr.  Fine's  former  residents,  interns  and  students 
participated  in  a lively  discussion  after  the  formal 
presentation. 

Adjournment 

The  meeting  was  adjourned  at  10  p.m. 

Collation  was  served 

Attendance  56. 

Respectfully  submitted, 

Bertram  H.  Buxton.  Jr.,  M.D.  Secretary 
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The  T'ain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning-May  be  habit  forming),  Phenacetin  gr.  21/2, 
Aspirin  gr.  31/2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

-LQ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 


Sealy  Posturepedic  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


r As  a doctor,  you  are  invited  'o  take  advantage  of  a 

■ professional  discount  on  the  Sealy  Posturepedic. 
I We  believe  your  personal  use  will  convince  you 
0f  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr 


Residence 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


City 


Zone State 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN. 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat.  Off. 


The  Somatic  Mask:  chest  pain- 
heart  disease  or  psychic  tension? 

Precordial  pain  as  well  as  tachycardia,  palpitation, 
breathlessness  and  faintness  or  arrhythmias  are  classic 
signs  of  cardiac  disease.  In  many  cases,  however,  they 
may  represent  a “somatic  mask”— a psychophysiological 
equivalent  of  psychic  tension. 

Valium  (diazepam)  reduces  the  patient's  disturbing  psy- 
chic tension  and  helps  improve  such  related  symptoms 
as  sadness  and  feelings  of  hopelessness,  fatigue,  insom- 
nia, crying  spells  and  nervousness. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 

10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d. 
as  needed;  muscle  spasm  with  cerebral  palsy  or  athetosis, 

2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/day 
initially,  increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Valium"  (diazepam) 


Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance 
dosage  is  established;  driving  during  therapy  not  recom- 
mended. In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  Warn  patients  of  possible  com- 
bined effects  with  alcohol.  Safe  use  in  pregnancy  not  estab- 
lished. Observe  usual  precautions  in  impaired  renal  of 
hepatic  function  and  in  patients  who  may  be  suicidal;  peri- 
odic blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 
ment, depression,  stimulation,  sleep  disturbances  and  hallu- 
cinations) and  changes  in  EEG  patterns.  Abrupt  cessation 
after  prolonged  overdosage  may  produce  withdrawal  symp- 
toms similar  to  those  seen  with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCI. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50. 
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Start  with  an  Industrial  National  checking  account.  It’s  the 
quick,  safe,  “do-it-by-mail”  way  to  handle  your  financial  affairs. 


Add  an  Industrial  National  savings  account.  It’s  a good  w'ay 
to  make  funds  grow'  fast  — your  savings  at  Industrial  National 
earn  interest  every  day  from  day  of  deposit  to  day  of  with- 
drawal, when  you  keep  a balance  of  $5  or  more.  Your  interest 
is  compounded  and  credited  four  times  a year,  too. 


INDUSTRIAL 


Blend  in  other  helpful  Industrial  National  services  from 
time  to  time.  Like  a handy  safe  deposit  box.  Insured  personal 
loans.  Real  estate  mortgages.  Trust  assistance. 

To  keep  your  finances  healthy,  follow  this  prescription  at 
your  neighborhood  Industrial  National  office.  There’s  bound 
to  be  one  near  your  home  or  office. 
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